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OBITUARY— MORRIS  J.  ASCH.* 

An  honorable  career  was  ended  on  October  5,  1902,  when  Morris 
Joseph  Asch,  A.B.,  A.M.,  M.D.,  died  at  the  age  of  70,  at  Irvington- 
on-Hudson.  Although  a  sufferer  for  nearly  three  years  the  end 
came  suddenly  from  an  attack  of  cerebral  embolism.  Dr.  Asch  was 
born  on  July  4,  1833,  and  was  the  second  son  of  Joseph  M.  and 
Clara  Ulman  Asch.  His  early  education  was  mainly  under  private 
tutors  and  in  the  autumn  of  1848  he  entered  the  University  of  Penn- 
sylvania, where  he  was  graduated  on  July  2,  1852,  with  the  bacca- 
laureate degree.  His  Master's  degree  was  received  in  course  July  3, 
1855.  He  as  a  member  of  the  Alpha  Chapter  (University  of  Penn- 
sylvania), of  the  P.  K.  E.  fraternity.  Among  his  classmates  at  the 
University  of  Pennsylvania  were :  Brunton  Coxe,  of  Philadelphia, 
late  President  of  the  Historical  Society  of  Pennsylvania;  Dr.  Rich- 
ard J.  Dunglison,  of  Philadelphia;  Charles  Hare  Hutchison,  Presi- 
dent Athenaeum  of  Philadelphia,  who  died  in  Paris,  France,  the 
day  before  Dr.  Asch  died;  Dr.  Benjamin  Lee,  of  Philadelphia,  Sec- 
retary to  the  Pennsylvania  Board  of  Health;  Dr.  S.  B.  Wylie 
Mitchell,  Dr.  Isaac  Norris,  William  Lehman  Wells  and  Mr.  Joseph 
G.  Rosengarten,  of  Philadelphia.  Only  Drs.  Lee  and  Norris  and 
Mr.  Rosengarten  are  alive.  In  the  fall  of  1852  he  entered  the  Jef- 
ferson Medical  College  of  Philadelphia,  from  which  he  received 
the  doctorate  in  1855.     Soon  after  graduation  Dr.  Asch  was  ap- 


*  Read  before  the  Section  on  Laryngology  of  the  New  York  Academy  of  Medicine, 
November  26.  1902. 
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pointed  clinical  assistant  to  Dr.  Samuel  Gross,  then  one  of  America's 
renowned  surgeons,  with  whom  he  remained  for  several  years.  When 
war  was  declared  and  his  country  called,  it  was  but  natural  that  he 
should  enter  the  army,  where  three  brothers  had  already  volunteered. 
He  passed  the  examination  for  assistant  surgeon  of  the  United 
States  army,  which  he  entered  on  August  5,  1861.  He  was  on  duty 
at  the  surgeon  general's  office  from  August,  1861,  to  August,  1862. 
He  subsequently  became  surgeon  in  chief  to  the  Artillery  Reserve 
of  the  Army  of  the  Potomac,  medical  inspector  Army  of  the  Poto- 
mac, medical  director  of  the  24th  Army  Corps,  medical  inspector  of 
the  Army  of  the  James,  staff  surgeon  of  General  P.  H.  Sheridan  from 
1865  to  1873.  Of  some  of  the  battles  of  the  Civil  War  in  which  Dr. 
Asch  participated  were  Chancellorsville,  Mine  Run,  Gettysburg,  The 
Wilderness  and  Appomattox  Court  House.  On  March  13,  1865,  he 
was  bre vetted  major  for  faithful  and  meritorious  services  during  the 
war.  He  resigned  from  the  Army  of  the  Potomac  on  March  3, 
1873,  and  entered  into  the  practice  of  medicine  in  New  York  City. 
He  devoted  himself  largely  though  not  exclusively  to  the  study  and 
treatment  of  diseases  of  the  nose  and  throat  and  held  the  position 
of  surgeon  to  the  Throat  Departments  of  the  New  York  Eye  and 
Ear  Infirmary  and  the  Manhattan  Eye  and  Ear  Hospital.  When 
the  American  Laryngological  Association  was  formed  he  was  one 
of  its  founders,  and  he  was  president  in  1893.  He  was  especially 
proud  of  this  association  and  was  always  zealous  in  its  behalf.  He 
was  also  a  member  of  the  New  York  Academy  of  Medicine  and  ac- 
tively interested  in  the  work  of  the  Section  of  Laryngology.  He 
held  for  a  time  the  position  of  professor  of  Laryngology  to 
the  New  York  Polyclinic.  He  was  a  member  of  the  Military  Order 
of  the  Loyal  Legion,  of  ^he  Union,  University,  Century  and  New 
York  Yacht  Clubs.  His  contributions  to  the  literature  of  his  chosen 
specialty  were  many.  He  wrote  the  article  on  "Stenosis  of  the 
Larynx"  in  the  Reference  Hand  Book  of  Medical  Sciences,  Vol  IV, 
Dr.  A.  H.  Buck,  editor,  the  one  on  ''Chronic  Affections  of  the 
Nose,"  and  a  description  of  an  operation  for  the  cure  of  deviations 
ot  the  cartilaginous  septum,  in  the  American  Text  Book  of  Di? 
eases  of  the  Eye,  Ear,  Nose  and  Throat,  De  Schwenitz  and  Randall. 
Among  his  detached  articles  are  the  following: 

''Lupus  of  the  Pharynx  and  Larynx,"  Transactions  of  the  Amer- 
ican Laryngological  Association,  Archives  of  Laryngology,  Vol  11^ 
page  243. 

"Sudden  Death  Occurring  after  Tracheotomy,"  Transactions  of 
the  American  Laryngological  Association,  1883,  page  180. 
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"A  Case  of  Ecchondrosis  of  the  Larynx/'  Transactions  of  the 
American  Laryngological  Association,  N.  Y.  Medical  Journal,  Vol. 
XL,  page  235,  1884. 

''Instrument,  an  Osteome,"  Transactions  of  the  American  Laryn- 
gological Association,  1885,  page  80. 


MORRIS  J.  ASCH. 


''Instrument,  a  Snare,"  Transactions  of  the  American  Laryng- 
ological Association,  1891,  page  142. 

"Instrument,  Nasal  Tampon  Made  of  Vulcanite,"  Transactions 
of  the  American  Laryngological  Association,  1892,  page  112. 

"President's  Address,"  N.  Y.  Medical  Journal,  Vol.  LVIII. 

"Instrument,  Bor's  Laryngeal  Dilator,"  Transactions  of  the  Amer- 
ican Laryngological  Association,  1895,  page  221. 
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''Laryngeal  Stenosis  Treated  by  Divulsion  and  Systematic  Dila- 
tion, A^.  Y.  Medical  Journal,  Vol.  XLVI,  1887. 

"A  New  Operation  for  Deviation  of  the  Nasal  Septum,  with  a 
Report  of  Cases,"  N-.  Y.  Medical  Journal,  Vol.  LII,  1890. 

"A  Case  of  Intrinsic  Epithelioma  of  the  Larynx,"  A^.  Y.  Medical 
Journal,  Vol  LV,  page  132,  1892. 

"Instrument,  a  Modification  of  the  Cradle  Forceps,"  Transac- 
tions of  the  American  Laryngological  Association,  1895,  page  221. 

Of  all  his  writings  his  name  will  ever  be  connected  with  the 
one  descriptive  of  the  operation  for  the  cure  of  septal  deviations 
and  which  for  some  time  past  has  been  known  as  the  Asch  opera- 
tion. He  gave  years  of  study  of  the  most  patient  kind  to  it,  per- 
fecting it  in  its  minutest  detail,  waiting  until  the  results  could  be 
fully  demonstrated  before  he  presented  his  report,  and  this  is  well 
attested  by  the  fact  that  his  first  published  description  of  his  manner 
of  operating  was  never  changed.  He  realized  that  no  one  method 
could  ever  be  presented  that  would  answer  for  every  kind  of  de- 
formity, but  he  demonstrated  fully  that  his  operation  answered  for 
the  vast  majority  of  cases,  and  he  lived  to  see  it  become  the  most 
popular  method  in  the  country,  and  to  know^  that  it  was  performed 
in  every  part  of  the  world.  It  is  but  a  few  short  months  ago  that  an 
enthusiastic  report  of  the  Asch  operation  appeared  in  the  British 
Medical  Journal  written  by  a  noted  Laryngologist  in  Manchester, 
England. 

An  interesting  chapter  of  Dr.  Asch's  life  was  that  part  of  it  after 
the  Civil  War,  while  on  the  staff  of  the  late  General  Philip  H.  Sher- 
idan. Here  he  was  known  as  assistant  to  the  medical  director.  De- 
partment of  the  Gulf,  and  medical  director  at  Department  Headquar- 
ters. General  Sheridan  had  then  been  ordered  to  New  Orleans  to 
make  a  campaign  against  the  Confederate  Army  of  S.  Kirby  Smith, 
which  it  was  supposed  would  lead  our  troops  into  Mexico  and  give 
our  government  an  excuse  for  driving  the  Emperor  Maximilian  out 
of  that  country.  In  view  of  the  expected  arduous  service  that  would 
take  place,  Sheridan  was  especially  anxious  about  having  a  compe- 
tent and  efficient  medical  staff.  Being  permitted  to  have  his  choice 
he  headed  the  list  of  surgeons  with  the  name  of  Dr.  Asch,  but  it 
was  fated  that  the  campaign  should  not  take  place,  as  Kirby  Smith 
suddenly  surrendered,  which  left  no  excuse  for  the  invasion  of 
Mexico.  In  consequence  Sheridan  remained  at  New  Orleans,  Dr. 
Asch  remaining  with  him.  During  this  period  Asch  performed  much 
and  varied  service,  going  with  Sheridan  on  all  of  his  inspections 
in  Louisiana  and  Texas  in  the  dual  capacity  of  his  personal  medical 
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attendant  and  as  his  medical  adviser  in  regard  to  the  sanitary  con- 
dition of  the  troops  in  a  large  number  of  camps  and  stations.  This 
task  may  be  appreciated  when  it  is  stated  that  the  number  of  troops 
was  nearly  one  hundred  thousand. 

Dr.  Asch  while  in  New  Orleans  yvas  most  prominent  and  active  in 
two  great  epidemics.  One  of  cholera  in  1866  and  the  other  of  yellow 
fever  in  1867.  The  latter  was  the  most  serious  and  disastrous  that 
ever  visited  New  Orleans.  Nearly  half  of  the  staff  were  taken 
with  it  and  several  died.  By  the  time  the  epidemic  was  under  con- 
trol and  was  diminishing,  Sheridan  was  relieved  and  ordered  to 
Fort  Leavenworth,  Dr.  Asch  accompanying  him,  but  at  St.  Louis 
he  also  fell  ill  with  yellow  fever.  On  his  recovery  he  joined  Sheridan 
at  the  new  station.  i\sch's  next  notable  service  was  in  the  field  with 
Sheridan  against  the  Indians  of  the  Southern  Plains,  especially  in 
the  winter  campaign  of  1868- 1869,  which  forever  broke  the  power 
of  the  Cheyennes,  Kiowas  and  Commanches.  On  this  expedition 
Asch  was  acting  medical  director  and  had  complete  charge  of  all  the 
sanitary  arrangements.  That  he  was  successful  in  caring  for  the 
wounded  and  sick  in  an  unprecedentedly  cold  winter  was  often  the 
remark  of  every  officer  of  the  command,  that  he  received  the  highest 
commendation  of  General  Sheridan  goes  without  saying  when  it  is 
known  that  that  officer  on  his  promotion  to  the  grade  of  lieutenant 
general  took  Asch  to  his  new  headquarters  in  Chicago,  where  he 
continued  rendering  invaluable  services  until  he  resigned. 

He  carried  with  him  into  private  life  the  sincere  love  of  his  old 
comrades,  he  never  forgot  them  and  he  showed  his  affection  for 
them  in  many  ways.  He  was  proud  of  his  membership  in  the  Mili- 
tary Order  of  the  Loyal  Legion,  a  body  composed  of  those  whose 
fealty  had  been  tested.  He  was  ever  considerate  and  thoughtful 
of  his  fellow  officers  and  they  and  their  families  could  always  com- 
mand his  services,  and  many  were  the  acts  of  kindness  shown  them 
by  him;  nor  did  the  soldier  in  the  ranks  ever  appeal  to  him  with- 
out receiving  comfort  and  cheery  encouragement.  He  accepted  the 
position  of  medical  examiner  of  the  Soldiers'  Home  in  order  that 
he  might  aid  the  unfortunates  who  sought  admission  there.  Often 
when  he  was  compelled  to  leave  the  city  Dr.  Asch  would  direct 
that  these  applicants  should  be  sent  to  the  writer,  and  it  was  so 
characteristic  of  him  to  always  enjoin  that  the  poor  old  soldier  should 
be  given  every  possible  aid.  "That  soldier,"  said  he,  "gave  all  he 
had,  his  best  years,  to  his  country  and  now  if  in  his  old  days  he 
wants  to  go  to  the  Home,  help  him  all  you  can,  for  the  country 
wants  to  and  should  care  for  him." 
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Whatever  Dr.  Asch  undertook  was  always  conscientiously  and 
well  done,  and  faithful  attention  to  duty  was  the  surest  way  to 
win  his  esteem  and  friendship.  During  his  active  career  he  never 
neglected  his  official  duties  and  always  saw  that  the  work  was  done 
if  he  was  in  anyway  detained.  He  appreciated  to  the  full  when 
his  assistants  were  faithful  and  he  rewarded  them  with  his  staunch 
support  in  return.  It  became  impossible  for  those  who  met  him  not 
to  know  him,  and  knowing  him  they  loved  him. 

Of  courteous  bearing,  with  a  commanding  presence,  with  a  wide 
knowledge  of  human  nature,  he  was  withal  gentle,  retiring  and  far 
too  modest.  He  was  always  young  in  heart  and  loved  to  have  his 
juniors  with  him,  he  liked  to  take  counsel  with  them  believing  that 
he  could  correct  his  perspective  through  their  fresher  vision  and 
he  was  their  friend.  He  gladly  advised  those  who  sought  his  opin- 
ion, he  was  always  true  to  his  convictions  and  his  word  was  his  bond. 
He  had  his  honest  opinions  and  he  had  no  patience  with  vacillating 
men;  he  detested  fraud  and  trickery.  His  career  was  a  noble  one, 
success  attended  his  every  effort  and  he  was  enabled  to  live  in  com- 
fort, beloved  by  all  whose  love  was  worth  having,  and  when  he 
died  he  was  ministered  to  and  surrounded  by  those  whom  he  loved 
best. 

This  was  Dr.  Asch;  a  conscientious,  skillful  and  scientific  phy- 
sician, a  patient,  wise  and  kindly  counsellor,  a  true  and  devoted 
friend.  His  many  virtues  may  be  summed  up  in  saying  that  he 
was  loyal. 

Loyal  to  his  God,  to  his  country  and  to  her  flag,  loyal  to  his 
family,  to  his  profession  and  to  his  friends.  We  may  never  see 
his  like  again,  but  we  will  have  with  us  for  all  time  the  recollec- 
tion of  his  cheery  smile  and  the  knowledge  that  the  world  has  been 
the  better  for  his  having  lived  in  it. 

This  humble  tribute  is  placed  on  his  bier  in  grateful  recognition 
of  his  many  virtues  and  as  a  slight  token  of  deep  admiration  and 
fond  remembrance.  Emil  Mayer. 
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A  great  gap  is  made  in  the  ranks  of  the  onward  and  upward 
marching  phalanx  of  the  world's  laryngologists.  He  who  has  fallen 
was  one  of  the  foremost  of  the  living  band  which  threaded  their 
way  out  of  the  lowlands  of  ignorance  through  the  intricate  and 
labyrinthine  ways  leading  to  the  heights  of  our  present  knowledge. 
He  was  not  of  the  very  first  in  the  field,  but  it  is  as  true  now  of  all 
"human  progress,  as  in  the  days  of  Homer,  "one  great  hero  fans 
another's  fire,"  and  Lennox  Browne  set  about  the  incompleted  task 
of  the  few  who  preceded  him  in  his  chosen  work,  and  worthily 
lived  up  to  his  mission.  Born  in  1841,  with  a  heritage  of  mind, 
having  for  his  sire,  Baker  Browne,  celebrated  in  his  time  as  a 
gynecologist,  and  for  his  mother  a  daughter  of  the  classical  and 
head  master  of  Christ  Hospital,  John  Boyer.  Thus  was  he  intel- 
lectually created,  not  made.  Previous  to  adopting  his  specialty-, 
he  had  the  advantage  of  a  large  experience  in  general  medicine 
under  Mr.  Hemming,  of  Kimbolton,  to  which  he  ascribed  much  of 
his  success  in  his  specialty.  In  1865  he  attached  himself  to  Morrell 
Mackenzie,  the  father  of  British  Laryngolog}',  assisting  in  the  clinical 
and  literary  work  of  that  master  until  1874,  when,  with  several 
associates,  he  founded  the  Central  London  Throat  and  Ear  Hospital, 
continuing  actively  upon  the  staff  of  that  noted  institution  as  its 
moving  spirit,  until  very  recently,  when  his  great  services  were  rec- 
ognized in  an  election  to  the  position  of  consulting  surgeon.  On 
the  occasion  of  his  fiftieth  birthday  his  colleagues  upon  the  staff 
further  testified  their  appreciation  in  the  presentation  of  a  testimo- 
nial. He  was  one  of  the  founders  of  the  British  Rhinological, 
Laryngological  and  Otological  Association  and  one  of  its  early  pres- 
idents. His  interest  in  its  endeavor  was  manifest  in  his  vigorous 
participation  in  its  discussions  as  late  as  last  July,  when  the  malady 
that  was  to  close  his  brilliant  career  had  already  laid  consuming 
hold  of  him.  Among  other  positions  of  distinction  held  by  him  may 
be  mentioned  that  of  aural  surgeon  to  the  Royal  Society  of  Musi- 
cians, surgeon  to  the  Royal  Choral  Society  and  consulting  surgeon 
to  the  Newcastle  Throat  and  Ear  Hospital.  He  succeeded  to  the 
favor  of  the  theatrical  profession  enjoyed  by  Mackenzie,  and  it  was 
a  pleasure  to  visit  his  spacious  offices  whose  walls  were  well  be- 
sprinkled with  photographic  and  documentary  testimonials  of  the 
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esteem  he  enjoyed  of  these  disciples  of  certain  of  the  muses.  He 
assisted  Mackenzie  in  the  production  of  his  work,  ''Growths  of 
the  Larynx,"  collaborated  with  Emil  Benke  in  the  writing  of 
"Voice,  Song  and  Speech,"  but  his  most  pretentious  work  was  his 
popular  treatise  on  "The  Throat  and  Nose  and  their  Diseases," 
which  is  already  a  classic,  and  for  the  unalterable  good  that  it  con- 
tains will  be  on  the  shelves  of  generations  of  our  successors.  His 
treatise  on  "Voice,  Song  and  Speech"  contains  so  much  of  grain  that 
it  has  run  through  twenty-one  editions,  in  spite  of  its  too  dogmatic 
advocacy  of  the  vocal  methods  of  the  Frenchman,  Mandl,  whose 
fierce  onslaught  on  the  teachings  of  the  Paris  Conservatoire,  nearly'- 
fifty  years  ago,  revolutionized  the  vocal  methods  of  that  musical 
city. 

Lennox  Browne  was  naturally  self-assertive,  the  outcome  of  a 
vast  independence  and  self-reliance.  He  was  oftener  right  than 
wrong,  but  as  no  observer  in  an  inexact  science  can  be  invariably 
so,  he  was  sometimes  wrong,  as  in  his  indorsement  of  the  Mandl 
accentuation  on  the  purely  abdominal  type  of  vocal  respiration,  and 
in  his  too  pronounced  antagonism  to  the  serum  treatment  of  diph- 
theria, which  he  opposed  in  society  communications  and  in  his  ex- 
tended monograph,  "Diphtheria  and  its  Associates."  For  this  he 
may  be  pardoned,  seeing  "how  fast  does  system  follow  system"  in 
medicine  incident  to  the  itching  desire  for  "fame,  that  last  infirm- 
ity of  noble  minds,"  whose  intellectual  acumen  is  clouded  by  the 
shadow  of  magnified  self.  Physicians  are  but  human  and  too  often 
are  the  best  of  them,  in  the  egotistic  desire  to  be  first,  led  to  indorse 
procedure  and  remedy  upon  insufficient  evidences.  Lennox  Browne's 
vigorous  personality  was  not  made  to  stand  upon  middle  ground, 
hence  he  must  be  either  right  or  wrong.  And  from  whatever  posi- 
tion he  fought,  it  was  with  all  his  great  faculties,  the  largeness  of 
which  made  him  a  power  for  truth  or  its  antithesis.  Be  it  said  to 
his  credit  that  the  many  of  his  good  works  live  after  him,  while  the 
few  of  his  errors  have  passed  away. 

He  was  an  artist  of  considerable  accomplishment,  and  he  ever 
bemoaned  the  fact  that  he  was  thwarted  in  what  he  considered  to 
be  his  natural  bent.  Before  he  attained  to  his  majority  his  paintings 
had  been  honored  with  recognition  in  leading  London  galleries,  and 
connoiseurs  considered  him  justified  in  his  belief  that  his  greatest 
fame  would  have  been  realized  in  the  pursuit  of  the  ideal.  A  few 
years  ago  he  made  a  trip  through  South  Africa  and  brought  home 
a  series  of  wonderfully  fine  sketches  entitled  "Through  Summer 
Seas."     His  brush  was  his  relaxation,  and  he  was  in  the  habit  of 
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sketching  the  scenes  of  his  summer  outings.     Many  beautiful  spec- 
imens of  his  art  adorn  the  rooms  of  his  home. 

Those  who  knew  the  subject  of  this  sketch  only  as  one  in  author- 
ity in  his  cHnics  and  professional  capacity,  can  hardly  judge  of  his 
charm  in  the  most  sacred  precincts  of  his  home,  where  his  imposing 
presence,  intellectual  culture  and  easy  manners  made  him  truly  de- 
lightful as  a  host  and  conversationalist.  And  while  we  testify  to  his 
more  materialistic  and  enduring  work  for  humanity,  we  indulge  the 
faith   that   not  the   least  of  his  achievements   for  us,  his  contem- 
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])oraries,  is  the  legacy  of  his  example,  the  evidence  of  a  great  physi- 
cian, both  actualist  and  idealist,  that  it  is  possible  to  live  to  the  letter 
the  scientific  obligation  to  consider  ''the  meanest  flower  that  blows,'* 
and  yet  now  and  again  to  pause  from  our  labor, 

"Till  old  experience  do  attain, 

To  something  of  prophetic  strain."        Fayette  C.  Ewing. 


REMARKS  ON  THROMBOSIS  OF  THE  SIGMOID  SINUS 
WITH  THREE  NEW  CASES. 

BY  E.  GRUENING,  M.  D.,  NEW  YORK. 

Trautmann  pointed  out  the  anatomical  peculiarities  of  certain  tem- 
poral bones  which  he  called  dangerous  ones.  In  these  bones  the  sig- 
moid sinus  runs  far  forward,  curves  inward,  and  passes  over  the 
projecting  ledge  of  bone  forming  the  posterior  boundary  of  the 
jugular  foramen.  The  jugular  bulb  rises  toward  the  floor  of  the 
tympanic  cavity  and  lies  on  a  higher  plane  than  the  lowest  part  of 
the  sigmoid  sinus.  The  floor  of  the  tympanic  cavity  is  often  as 
thin  as  paper,  at  times  it  is  even  dehiscent,  and  this  is  due  to  the 
encroachment  of  the  jugular  bulb.  These  temporal  bones  are  con- 
sidered dangerous  because  purulent  inflammation  of  the  middle  ear 
may  by  contiguity  cause  thrombosis  of  the  jugular  bulb.  A  case  of 
this  nature  came  recently  under  the  observation  of  the  writer. 

Case  I.  M.  R.,  a  child  three  years  of  age,  was  attacked  with  scar- 
let fever  on  April  i8th,  1902.  On  the  tenth  day  of  the  disease  the 
child  began  to  complain  of  pain  in  the  right  ear.  The  temperature, 
which  had  been  102°  F.,  a  number  of  days  rose  to  104°  F,  and  the 
membrana  tympani  was  red  and  bulging.  The  drumhead  was  in- 
cised and  some  pus  was  evacuated.  No  relief  was  obtained  by 
the  operation.  The  temperature  remained  high  and  the  mastoid 
process  became  tender.  On  April  30,  the  mastoid  was  opened.  The 
antrum  and  the  apex  cells  contained  pus  and  granulation  tissue.  The 
internal  table  covering  the  sigmoid  sinus  was  quite  hard  and  looked 
"healthy  and  was  therefore  not  removed.  The  day  following  the 
operation  the  temperature  rose  to  105°  F,  and  the  cervical  glands 
were  much  swollen  On  May  2d,  3d  and  4th,  the  temperature  was 
normal,  but  the  deep  glands  of  the  neck  remained  swollen.  On 
May  5th  the  temperature  again  rose  to  105°  F.  The  family  physi- 
<:ian  attributed  this  sudden  rise  of  temperature  to  a  digestive  trouble. 
The  following  day  the  temperature  was  only  slightly  above  the 
normal  and  remained  so  five  days.  On  May  loth,  12th  and  14th, 
the  temperature  rose  to  104°,  remaining  normal  on  the  intervening 
•days.  On  May  15th  the  temperature  rose  again  to  105°.  Dr.  Bacon 
was  called  in  consultation,  and  it  was  decided  to  remove  the  cervi- 
cal glands  and  to  expose  the  sigmoid  sinus.  This  was  done.  The 
sinus  wall  looked  blue  and  healthy,  it  was  soft  to  the  touch  and  it 

26 


GRUENING  :      THROMBOSIS  OF  THE  SIGMOID  SINUS.  27 

^as  thought  unnecessary  to  cut  into  it.  After  this  second  operation 
the  temperature  fell  to  102°  and  remained  at  that  height  until  May 
122.  On  that  day  the  temperature  rose  again  to  104.  The  ear 
continued  to  discharge  pus;  the  sinus  wall  was  covered  with  appar- 
ently healthy  granulations  and  was  resistent  to  the  touch.  On  May  26 
the  temperature  rose  to  106°  F.,  and  it  was  decided  to  open  the 
sinus.  The  granulations  covering  the  sinus  wall  were  removed 
with  a  curette  and  the  thickened  wall  was  exposed.  An  incision 
one-half  of  an  inch  in  length  was  made  through  the  anterior  sinus 
wall.  A  quantity  of  pus  w^as  evacuated  from  the  sinus,  but  no  flow 
of  blood  followed.  The  thickened  wall  was  cut  away  with  scissors. 
The  bone  covering  the  transverse  sinus  was  removed  with  bone  for- 
ceps up  to  a  point  where  the  sinus  wall  appeared  normal.  A  curette 
was  then  passed  centrally  in  the  sinus  and  a  large  clot  dislodged.  A 
free  flow  of  blood  followed.  The  curette  was  introduced  into  the 
peripheral  end  of  the  siniis  and  a  broken-down  prulent  clot  re- 
moved. No  blood  flowed  from  below.  The  jugular  b^lb  and  the 
jugular  vein  were  exposed.  The  bulb  was  filled  with  a  soft  clot. 
The  jugular  vein  was  obliterated  throughout  its  whole  course  in 
the  neck.  At  a  little  distance  above  the  clavicle  the  jugular  vein 
was  very  much  distended  and  looked  blue.  The  vessel  was  doubly 
ligated  at  that  point  and  cut  between  the  ligatures.  It  was  then 
dissected  out  of  a  bed  of  cicatricial  tissue  and  followed  up  to  the 
base  of  the  brain  and  removed.    The  dissection  was  very  difficult. 

After  this  operation  the  temperature  fell  to  normal  within  twenty- 
four  hours.  The  child  made  a  good  recovery  and  is  now  perfectly 
well. 

Case  II.  On  January  20,  1901,  I  was  called  to  see  Miss  G,  aged 
14.  She  had  had  an  attack  of  measles,  from  which  she  was  recover- 
ing, when  on  the  tenth  day  of  the  illness  the  temperature  rose  to 
104°,  and  her  right  ear  began  to  pain.  The  drumhead  was  red 
and  swollen  in  its  upper  portion.  The  left  ear  showed  nothing 
abnormal.  The  patient  had  vomited  repeatedly  that  day  and  com- 
plained much  of  dizziness.  She  had  also  marked  photophobia  and 
rotary  nystagmus.  The  pupils  were  small  and  of  equal  size.  Ow- 
ing to  the  constant  motion  of  the  eyes  a  distinct  ophthalmoscopic 
view  could  not  be  obtained.  The  mastoid  process  was  tender,  both 
over  the  antrum  and  the  apex.  By  incision  of  the  drumhead  a  small 
amount  of  mucus  was  removed.  The  next  day  the  soft  parts  cover- 
ing the  right  mastoid  process  were  oedematous  and  the  bone  was 
excessively  tender.  Dizziness,  vomiting,  photophobia  and  nystag- 
mus persisted.    The  temperature  was  still  104°  F. ;  pulse  no.    An 
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immediate  operation  upon  the  mastoid  was  advised,  but  the  prog- 
nosis was  made  very  grave  in  view  of  the  persistence  of  the  symp- 
toms mention'ed.  Dr.  McKernon  was  called  in  consultation  and  had 
the  kindness  to  assist  me  in  the  operation.  The  mastoid  was  of  the 
large  pneumatic  variety.  The  cells  from  the  temporal  ridge  down 
to  the  apex  were  filled  with  sero-purulent  material  and  granulation 
tissue  in  polypoid  form.  Over  the  sigmoid  sinus,  between  the  outer 
and  inner  tables,  there  were  large  cells  and  these  were  filled  with 
serum.  The  internal  table  covering  the  sinus  showd  no  soft  or 
discolored  spot.  The  bony  covering  was  nevertheless  removed  and 
the  sinus  exposed.  The  sinus  wall  looked  blue  and  healthy  and 
was  not  incised.  After  the  operat'ion  the  head  symptoms  disap- 
peared, but  the  temperature  remained  at  103°  F.  On  the  fifth  day 
after  the  operation  the  temperature  rose  suddenly  to  106°  F.,  the 
head  symptoms  reappeared  and  the  patient  became  delirious.  In 
the  presence  of  Dr.  McKernon  I  mave  an  incision  through  the  sinus 
wall  and  evacuated  a  large  quantity  of  clear  serum.  When  the 
flow  had  ceased  a  large  red  clot  was  removed  from  the  central  end 
of  the  sigmoid  sinus,  which  bled  freely.  From  the  peripheric  end 
several  pieces  of  disintegrated  clots  were  removed,  but  no  bleeding 
followed.  The  internal  jugular  vein  was  then  exposed.  It  was 
covered  by  enlarged  glands,  which  were  removed.  The  vein  was 
found  to  be  full  of  fluid  blood.  It  was  ligated  and  resected.  The 
temperature  fell  after  the  operation,  but  rose  again:  The  patient 
did  not  recover  consciousness  and  died  two  days  after  the  opera- 
tion.    No  autopsy  could  be  obtained. 

Case  III.  L.  R.,  aged  8,  was  admitted  to  the  Mount  Sinia  Hos- 
pital April  24,  1902. 

Family  History. — Negative. 

Previous  History. — Pneumonia  at  one  year  of  age.  Measles  a: 
few  years  later. 

Present  History. — 111  six  weeks.  Continued  to  go  to  school  until 
one  week  ago.  At  that  time  began  to  vomit  occasionally  and  to 
complain  of  pain  behind  right  ear.  Never  had  a  discharge  from  that 
ear.  Went  to  the  dispensary,  where  the  drumhead  of  the  right  ear 
was  pierced.  He  was  advised  to  go  to  the  hospital.  Temperature 
on  admission  105°  F. 

Physical  Examination. — G.  C.  good;  well  nourished.  Submaxil- 
lary and  cervical  Imyph  glands  enlarged.  Marked  tenderness  over 
right  mastoid  process.  There  is  an  incised  wound  in  the  right 
drumhead.  Membrana  tympani  and  external  canal  not  swollen. 
Left  ear  normal. 
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Ophthalmoscopic  Examination. — Negative ;  lungs,  negative ;  heart, 
systolic  blowing  murmur  over  base  and  apex,  most  marked  over 
pulmonary, area;  apex  beat  and  borders  normal;  liver,  spleen,  abdo- 
men, extremities,  negative.  April  25,  temperature  105°  F.,  general 
condition  same.  Tenderness  over  right  ear,  swelling  below  tip. 
April  26,  temperature  100°  F.  Tenderness  over  mastoid  less  marked. 
Tip  still  tender.  White  blood  corpuscles  19700.  Widal  negative, 
Lungs  negative.     Temperature  rose  in  the  evening  to  105°  F. 

April  27,  temperature  104°  F.  Patient  had  a  chill.  Mastoid  ten- 
der at  the  tip. 

Mastoid  Operation. — Gas  and  ether.  Usual  incision  over  mas- 
toid; subcutaneous  tissues  nonnal;  bleeding  rather  profuse. 
No  antrum  found,  inner  table  softened  over  sigmoid  sinus. 
Sequestrum  imbedded  in  granulation  tissue  and  pus  in  region  of 
sigmoid  sinus.  Sequestrum  removed,  but  sinus  could  not  be  found. 
A  thin,  hard  cord  ran  over  the  surface  of  the  dura  in  region  of 
sigmoid  sinus.  In  order  to  identify  the  sinus  the  bone  was  re- 
moved in  the  direction  of  the  lateral  sinus.  This  was  found  and  it 
was  seen  that  the  cord  mentioned  above  was  a  prolongation  of  the 
sinus.  The  lateral  sinus  was  opened  but  did  not  bleed.  More  bone 
was  removed  until  a  part  of  the  lateral  sinus  was  encountered, 
which  bled  freely.  The  peripheric  end  of  the  sigmoid  sinus  was 
changed  into  a  thin  cord  and  its  connection  with  the  bulb  was  not 
exposed.  It  was  deemed  advisable  to  discontinue  the  operation, 
inasmuch  as  the  pulse  became  very  feeble  and  could  not  be  counted. 
An  intravenous  infusion  of  the  normal  salt  solution,  gxvi,  was  ad- 
ministered with  stimulating  effect.  Temperature  105°  F.  In  the 
evening,  chill.  April  28,  ligating  and  extirpation  of  jugular  vein. 
Though  the  temperature  was  still  high,  the  pulse  was  of  better  qual- 
ity and  it  was  decided  to  ligate  the  internal  jugular  vein.  Incision 
was  extended  downward  almost  to  the  clavicle.  The  vein  moved 
well  with  the  inspiratory  impulse,  but  did  not  fill  from  above.  It  was 
doubly  ligated  above  the  clavicle,  divided  between  the  ligatures,  dis- 
sected upward  and  excised  at  the  jugular  foramen.  At  this  point  a 
firm  thrombus  was  found. 

The  mastoid  wound  was  inspected.  The  central  end  of  the  lat- 
eral sinus  bled  freely.  A  portion  of  the  necrotic  sinus  wall  was 
removed  and  the  wound  dressed. 

April  29,  temperature  99°  F.  Patient  doing  well.  May  i,  tem- 
perature 100°.  Wound  dressed.  Alay  3,  temperature  100°  ;  gen- 
eral condition  good.  May  5,  temperature  99°  ;  wound  dressed.  May 
6,  temperature  98.5°.  Patient  on  full  diet.  May  15,  wounds  granu- 
lating. Patient  up  and  about  the  ward.  May  24,  patient  discharged 
•cured. 


ON  THE  VALUE  OF  ELECTROLYSIS  IN  THE 
EUSTACHIAN  TUBE* 

BY  NORVAL  H.   PIERCE^  M.  D.,  CHICAGO^  ILL. 

Since  1839  electrolysis  has  been  used  by  Crussel,  Tripier,  Mallez^ 
Brenner,  Clymer,  Rockwell,  Newman  and  others  in  the  treatment 
of  strictures  of  the  urethra,  the  rectum,  the  esophagus,  the  nasal  duct 
and,  latterly,  of  the  Eustachian  tube.  Its  employment  in  tubal  disease 
has  gained  fresh  impetus  since  the  publication  of  Duel's  paper  in 
1897,^  though  his  efforts,  as  he  himself  discovered,  were  antici- 
pated by  Cumberbatch  and  Steavenson,^  who  published  a  series  of 
seven  cases  so  treated,  in  1888.  The  honor  of  first  using  electrolysis 
in  the  Eustachian  tube  does  not  belong  to  these  gentlemen,  how- 
ever. Steavenson,  in  a  note  to  the  editor  of  The  Lancet  (December 
8,  1888)  acknowledges  the  priority  of  Mercie,^  Miot,*  Bartoux,^  all 
of  whom  published  papers  on  this  subject  in  1884.  Robert  New- 
man,® in  a  paper  published  in  1898,  mentions  using  electrolysis  in 
the  Eustachian  tube  in  December,  1894,  and  refers  to  the  work 
done  in  this  direction  by  Mercier  and  Garricon-Desarines'^  and  pub- 
lished in  1884.  By  substituting  a  gold  bougie  for  the  more  or  less 
cumbersome  electrodes  of  his  predecessors.  Duel  greatly  improved 
instrumentation. 

Since  Duel's  papers  appeared,  several  other  otologists  have  pub- 
lished their  results,  some  of  which  were  remarkable  for  their  bril- 
liancy and  others  not  quite  so  much  so.  In  the  discussions  which 
followed  the  reading  of  these  papers,  too,  a  great  dissimilarity  of 
ideas  was  expressed  as  to  the  worth  of  the  procedure.  In  order  to 
estimate  the  efficacy  of  the  electrical  bougie  in  the  treatment  of  tubal 
disease  and  the  removal  of  those  pathological  conditions  which  might 
be  connected  with  diminished  audition  and  tinnitus,  the  writer 
subjected  twenty-one  cases  during  the  past  twelve  months  to  this 
mode  of  treatment. 

The  electrical  current  was  taken  from  the  Edison  street  circuit  of 
no  volts,  and  led  through  a  Victor  shunt-controller.  From  fifteen 
to  thirty  volts  were  necessary  to  obtain  from  two  to  five  milliam- 
peres  with  the  negative  pole  attached  to  the  Eustachian  bougie, 
while  the  positive  pole  in  contact  with  the  sponge  electrode  was  held 
in  the  hand  opposite  to  the  tube  operated  on.    The  wrist-clamp,  de- 

*  Read  before  the  seventh  annual  meetiuKf  of  the  Western  OphthalmoIoRic  and  Oto 
I^aryngroloKic  Association,  Chicago,  April  10,  1902. 
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vised  by  Wendell  C.  Phillips  for  connecting  the  positive  electrode 
with  the  wrist,  may  well  be  recommended,  as  annoying  variations 
of  the  current  may  be  caused  by  inconstant  pressure  when  the 
sponge  is  held  in  the  hand.  The  gold  electric  bougies  made  by 
Meyrowitz  were  employed.  Contact  lasted  from  three  to  ten  min- 
utes. Length  of  contacts  and  strength  of  current  varied  according 
to  the  electrical  resistance  of  the  patient  and  the  resistance  offered 
to  the  passage  of  the  electrode  in  the  tube  and  the  subjective  sensa- 
tions of  the  patient.  Both  the  plain  rubber  catheter  and  the  silver 
catheter  w^ere  used.  The  silver  catheter,  insulated  by  means  of 
rubber  tissue  is  more  easily  kept  clean  and  more  readily  adapted 
by  bending  to  the  peculiar  topography  of  each  case  than  the  rubber 
catheter.  The  procedure  was  nearly  always  carried  on  under  cocain, 
all  active  inflammatory  processes  having  been  first  allayed  and  the 
strictest  cleanliness  observed. 

A  brief  review  of  the  tuba  a^ditiva  will  not  only  refresh  memory, 
but  may  explain  certain  points  observed  in  the  use  of  the  electrical 
bougie  in  the  tube,  which  have  been  otherwise  interpreted  or  under- 
stood. In  its  passage  from  the  tympanum  to  the  post-nasal  space, 
the  tube  pursues  a  course  from  before,  downwards  and  inwards 
(medial)  obliquely  backwards;  upwards  and  outwards  (lateral). 
The  axis  of  the  tube  forms  with  the  axis  of  the  external  auditor;'' 
canal,  an  angle  of  150°  ;  with  the  septum  narium,  an  angle  of  45'' 
to  50°  ;  and  with  the  horizontal  plane  of  the  head,  an  angle  of  30°. 
Its  tympanal  ostium  is  situate  2.5  cm.  higher,  and  1.6  to  1.8  cm.* 
further  posterior  than  its  opening  in  the  post  nasal  space.  It  is 
composed  of  two  portions,  a  membrano-cartilaginous  and  an  osseous 
portion,  which  join  at  a  more  or  less  obtuse  angle.  This  part  of 
the  canal  is  the  most  constricted,  and  is,  therefore,  called  the  isthmus. 
From  this  point  the  calibre  of  the  canal  gradually  but  continuously 
increases  towards  both  the  pharyngeal  and  tympanal  ostia,  where  it 
reaches  its  greatest  diameters.  The  measurements  of  the  tube  must 
be  maintained  in  the  memory  of  one  using  the  bougie.  Its  length,  as 
given  by  different  authors,  varies  from  34  to  44  mm.,  or  circa  in  mini- 
mum, 34.4  mm.,  of  which  three-quarters,  or  about  24  mm.  belongs  to 
the  membrano-cartilaginous  portion,  and  one-  third,  or  12  mm.,  to 
the  osseous.  Therefore  the  isthmus,  or  the  most  constricted  part  of 
the  tube,  at  which  the  osseous  and  membrano-cartilaginous  por- 
tions join  at  a  more  or  less  acute  angle,  lies  24  to  28  mm.  from  the 
ostium  pharyngeum ;  it  has  a  horizontal  diameter  at  2  to  4.5  mm., 
while  its  longitudinal  diameter  is  less  than  i  mm.^  The  ostium 
pharyngeum  has  a  longitudinal  diameter  of  4.5  mm.^**  and  a  hori- 
zontal of  5  mm.    The  ostium  tympanicum  has  a  longitudinal  diameter 
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of  about  4.5  mm.  and  a  horizontal  of  about  3.3  mm.  The  surface 
is  slightly  spiral,  so  that  the  anterior  and  outer  wall  of  the  cartilagi- 
nous portion  becomes  the  inferior  wall  of  the  osseous  portion,  and 
the  posterior  inner  wall  becomes  the  superior.^ 

The  relationship  of  the  mesial  wall  of  the  osseous  portion  to  the 
carotid  is  most  important,  inasmuch  as  only  a  thin  layer  of  bone 
separates  the  two,  and  in  this,  dehiscences  are  occasionally  found^^ — 
facts  not  to  be  forgotten  by  those  who  use  wire  bougies  in  this 
region.  The  mucosa  of  the  tube  is  continuous  from  that  of  the 
pharynx,  and,  in  the  region  of  the  ostium  pharyngeum  and  for  a 
short  distance  inwards,  is  loose,  vascular  and  lies  in  large  folds 
which  tend  to  disappear  toward  the  isthmus.  These  folds  form 
a  prominence  on  the  floor  of  the  tube  near  the  pharyngeal  opening, 
which  acts  as  a  valve  to  close  the  tube  when  in  a  state  of  rest.  The 
part  making  up  the  floor  is  richly  supplied  with  mucous  and  fol- 
licular glands;  with  these  in  the  middle  of  the  cartilaginous  por- 
tion, lymphoid  follicles  are  found  in  such  abundance,  especially  in 
children,  as  to  warrant  the  name  of  "tubal  tonsil. "^^  The  mucosa 
of  the  osseous  portion  more  closely  resembles  that  of  the  tympanum, 
and  at,  or  near  the  isthmus,  is  thin  and  closely  adherent  to  the 
bone ;  as  it  approaches  the  ostium  tympanicum  it  becomes  thicker  and 
contains  tubular  glands. 

Anomalies  of  direction  have  been  observed  in  both  the  osseous 
and  cartilaginous  portions  of  the  tube.  Voltolini^^  mentions  acute 
bendings  of  the  osseous  portion  and  according  to  Schwartze^* 
these  anomalies  are  not  of  infrequent  occurrence.  Anomalies  of 
lumen  may  be  due  to  congenital  or  acquired  pathological  changes. 
Moos^^  relates  the  case  of  a  deaf  mute  with  osseous  obliteration 
of  the  tympanum  in  which  the  opening  of  the  tube  admitted  only  the 
point  of  a  needle.  Toynbee^^  mentions  as  one  of  the  causes  of  di- 
minished lumen,  the  protrusion  of  the  osseous  walls ;  and  the  same 
author  reports  a  case  in  which  an  enlarged  carotid  canal  so  en- 
croached on  the  tube  that  only  a  bristle  could  with  difficulty  be 
passed  through.  ZuckerkandP^  instances  abnormally  spacious  ca- 
nalis  pro  musculus  tensor  tympani  encroaching  on  the  lumen  of 
the  tube.  The  same  author  mentions  the  frequent  occurrence  of 
clavate  projections  at  the  ostium  tympanicum  which  diminish  the 
lumen  of  the  tube.  Congenital  narrowing  of  the  ostium  pharyn- 
geum has  been  observed  by  Urbantschitsch  and  others.  Acquired 
stricture  of  the  tube  may  be  due  to  pressure  from  without  its  walls, 
or  to  disease  of  the  mucosa  or  submucous  tissue,  such  as  occurs 
in  the  course  of  an  acute  or  chronic  catarrhal  inflammation.^®  Such 
inflammations  may  lead  to  adhesions  between  the  walls  of  the  tubes, 
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which  may  completely,  or  incompletely  destroy 'its  patulency,  or 
may  lead  to  the  formation  of  strands  or  threads  of  tissue  reaching 
from  one  wall  to  the  other  and  binding  them  more  or  less  closely 
together.  Inflammation  of  the  submucous  connective  tissue  most 
frequently  leads  to  stricture  at  the  isthmus,  but  an  inflammatory 
exudate  unorganized  or  organized  in  the  pars  membrano-  cartilagi- 
nous may,  by  interfering  with  circulation,  produce  passive  conges- 
tion of  the  rest  of  the  tube  and  of  the  cavum  tympani. 

In  contradistinction  to  these  commonly  accepted  views,  Sieben- 
mann^^  and  Bezold,-"  speaking  in  a  sjonposium  on  the  treatment 
of  tubal  disease,  declared  that  they  had  never,  in  an  enormous  num- 
ber of  observations  on  the  cadaver,  observed  stenosis  of  the  Eustach- 
ian tube  occurring  anywhere  but  at  the  pharyngeal  or  tympanic 
openings  of  the  tube. 

In  order  to  get  this  paper  within  the  time  limits,  I  shall  be  unable 
to  read  the  case  histories  of  the  twenty  cases,  but  will  give  a  terse 
resume  which  will  answer  all  practical  purposes. 

Ten  were  in  the  class  of  oto-sclerosis,  or  rarefaction  of  the  laby- 
rinthine capsule.  Eight  were  catarrhal.  Of  the  remaining  two, 
one  was  due  to  disease  of  the  nervo-muscular  apparatus  of  the  tube ; 
the  other  was  one  of  almost  complete  obliteration  of  the  membranous 
portion,  due  to  syphilis. 

All  the  other  cases  had  been  treated  by  other  methods  by  myself, 
before  treatment  was  begun  with  the  electrical  bougie.  Before  be- 
ginning with  the  electrical  treatment,  all  the  tubes  were  explored 
by  means  of  a  celluloid  bougie  (Urbantschitsch's).  In  six  of  the 
cases  of  oto-sclerosis,  the  bougie  was  arrested  at  about  the  isthmus. 
In  two  of  these  six  cases  the  electrical  bougie  passed  through  the 
osseous  portion  after  the  fourth  seance.  They  were  all  treated  for 
two  months,  at  intervals  of  a  week,  with  catheterization  every  other 
day.  In  none  was  audition  improved  to  a  noteworthy  extent,  nor 
were  the  entotic  sounds  diminished.  The  tuning  fork  tests  for  upper 
and  lower  limit  remained  unchanged. 

In  six  of  the  eight  cases  of  catarrhal  disease,  the  bougie  was  ar- 
rested from  4  to  23  mm.  from  the  pharyngeal  opening.  In  five 
of  them,  after  two  months'  treatment,  the  bougie  failed  to  pass 
further  than  the  isthmus,  or  a  few  millimeters  beyond.  In  two 
cases  in  which  the  bougie  passed  directly  into  the  middle  ear,  there 
were  extensive  adhesions  between  the  tympanic  membrane  and  the 
promontory.  In  none  of  these  cases  was  there  any  improvement, 
that  is,  further  than  the  improvement  gained  by  the  other  methods  ot 
treatment  previously  pursued,  nor  was  there  any  change  to  be  ob- 
served in  the  adhesion  of  the  middle  ear.  The  case  of  syphilitic 
stenosis  remained  unchanged. 
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In  only  two  olF  the  twenty  cases  could  any  results  be  ascribed 
to  the  electric  bougie.  These  were  both  cases  of  sub-acute  disease 
with  recurrent  attacks  of  defective  audition  and  tinnitus  with  di- 
minishing intervals.  In  these  cases  there  were,  in  all  probability, 
soft  infiltrations  in  the  membrano-cartilaginous  tube  near  the  isth- 
mus. In  both  of  them,  the  benefit  to  audition  and  the  subjective 
symptoms  was  marked,  immediate  and  lasting  and  these  results  were 
obtained  after  the  usual  methods  of  injection,  the  catheter,  inflation 
and  massage  had  been  tried.  Occasionally  in  other  cases  marked 
improvement  to  audition  was  observed  immediately  after  the  applica- 
tion of  the  electrode ;  that  is  to  say,  whereas  the  patient  could  hear  a 
whisper  at  but  a  few  inches  before  the  use  of  the  electrical  bougie, 
immediately  thereafter  a  whisper  could  be  heard  at  as  many  feet. 
But  we  cannot  ascribe  this  to  the  influence  of  the  electricity,  inas- 
much as  we  occasionally  observe  as  great  improvement  following  the 
use  of  the  ordinary  celluloid  bougie.  The  explanation  of  this  phe- 
nomenon is  difficult,  but  probably  takes  place  by  way  of  stimulation 
of  the  reflex  nervous  apparatus  of  the  ear.^^ 

In  illustration  of  how  one  may  be  led  to  erroneous  conclusions 
as  to  the  value  of  electrolysis  when  used  in  this  particular,  permit  me 
to  introduce  a  case  which  came  to  my  notice  not  long  since. 

A.  F.,  aet.,  thirty-six,  merchant,  residing  in  a  town  in  central 
Illinois.  He  complained  of  diminished  audition  and  tinnitus  in  the 
left  ear.     No  pain,  no  discharge. 

Status  presents. — Weber  left  R  -f-  (a')  bone  conduction -[- 5" '. 
(a')  canal  conduction — 15";  lower  tone  limit  a  whisper  9  ft. 

Otoscopy. — Mt.  ham  colored,  otherwise  negative.  Urbant- 
schitsch's  bougie  No.  3  arrested  2.6  cm.  from  pharyngeal  opening, 
which  prolonged  manipulation  failed  to  pass  farther.  Auscultation 
immediately  thereafter  gave  evidence  that  the  tube  was  fairly  pat- 
ulous, and  of  the  presence  of  tenacious  mucus.  After  inflation,  hear- 
ing distance  for  whisper  was  increased  to  twenty  feet.  On  the  fol- 
lowing day,  bougie  No.  4  passed  to  the  tympanium  without  diffi- 
culty. 

The  case  illustrates : 

(a)  That  the  bougie  was  arrested  by  the  vertex  of  the  angle  of 
the  tube,  by  a  natural  projection  into  its  lumen,  or  by  one  of  those 
minute  fissures  or  depressions  mentioned  by  Zuckerkandl; 

(b)  That  there  was  no  stricture ; 

(c)  That  had  the  electrical  bougie  been  employed  its  passage 
might  have  been  ascribed  to  the  influence  of  the  electrical  current. 

It  has  been  said  that  the  use  of  the  electrical  bougie  is  accom- 
panied by  less  pain  than  accompanies  the  use  of  the  ordinary  bougie ; 
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I  have  not  found  this  so.  On  the  contrary,  I  regard  the  electrical 
bougie  as  more  painful.  The  use  of  the  wire  bougie  in  the  Eustach- 
ian tube  is  not  without  danger.  Several  instances  of  acute  otitis 
media  following  the  use  of  the  electrical  bougie  have  come  to  my 
notice,  one,  at  least,  of  which  necessitated  an  external  operation  for 
inflammation  of  the  mastoid  cells.  I  have  known  of  two  instances 
where  the  electrical  bougie  was  broken  off  in  the  tube,  and  when  last 
heard  of  the  patients  were  carrying  around  the  remains  of  the  bougie 
in  their  tubes. ^^  When  we  remember  the  relationship  between  the 
carotid  artery  and  the  tube,  and  when  we  further  recollect  that  de- 
hiscences in  the  bony  wall  are  not  of  frequent  occurrence,  we  must 
realize  that  accidents  of  a  very  unpleasant  nature  may  take  place 
through  wounding  the  carotid  by  the  sharp  end  of  a  metal  bougie. 

CONCLUSIONS. 

1.  In  otosclerotic  disease,  electrolysis  is  useless. 

2.  In  the  great  majority  of  cases  of  catarrhal  disease  it  has  no 
advantages  over  other  methods  of  treatment. 

3.  In  a  certain  few  cases  where  there  is  probably  a  soft  exudate 
near  the  isthmus,  it  may  be  regarded  as  of  some  value. 
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A  PIECE  OF  BOUGIE  IN  THE  EUSTACHIAN  TUBE.* 

BY  J.  OSCROFT  TANSLEY^  M.  D.,  NEW  YORK. 

April  1 6,  1902,  Miss  Annie  F —  came  complaining  of  trouble 
in  the  left  ear,  and  gave  the  following  history : 

"About  February  15th  last  she  had  a  noise  or  ringing  in  her  left 
ear  which  was  considerable  and  quite  annoying  and  effected  her 
hearing  to  a  considerable  extent.  She  was  advised  to  consult  an 
aurist  here  in  New  York,  who,  after  examining  her  ears,  said  that 
she  had  catarrh  of  the  middle  ear  and  stricture  in  the  left  Eustachian 
tube.  He  used  an  air  bag,  putting  the  nozzle  into  her  nose,  but  was 
unable  to  make  the  air  enter  her  ear  as  well  as  he  said  that  he  de- 
sired, and  told  her  that  it  would  be  necessary  to  use  a  probe  and 
electricity  to  take  away  the  obstruction. 

''He  used  cocaine  in  her  nose  so  that  she  would  have  no  pain. 
The  operation  upon  the  first  visit  was  not  very  successful,  she  said, 
and  was  quite  painful  notwithstanding  the  use  of  the  cocaine.  She 
was  treated  by  the  doctor  for  four  weeks,  making  three  visits  each 
week,  the  treatments  each  time  consisting  in  passing  a  tube  into  her 
nose  and  then  passing  a  gold  wire  through  the  tube  into  her  ear 
and  connecting  the  wire  with  the  electric  battery.  Sometimes  there 
was  considerable  pain,  at  others  not  as  much.  The  treatment  seemed 
to  relieve  the  noises  and  improve  the  hearing. 

"At  one  of  the  visits  during  the  last  week  of  treatment  he  caused 
her  to  have  considerable  pain  and  when  he  removed  the  tube  and 
wire  he  appeared  to  be  considerably  disturbed,  but  as  he  said  nothing 
she  could  not  ascertain  what  it  was  that  disturbed  him,  but  she 
though  that  the  passage  of  the  wire  was  not  satisfactory  to  him. 

She  only  made  two  visits  after  the  time  when  it  hurt  her  so  much 
and  the  doctor  did  not  use  the  wire  at  these  two  visits,  only  sprayed 
her  throat  and  treated  her  ear.  The  deafness  returned  and  the 
noises  become  worse  and  she  had  pain  in  the  ear.  She  had  re- 
ceived no  treatment  since,  and  as  her  ear  pained  her  more  than  it 
had  previously,  she  had  been  induced  by  a  friend  to  see  me  and 
if  I  could  not  do  her  any  good  she  wished  me  to  tell  her  so,  but  she 
did  not  want  any  more  wires  passed  into  her  nose." 


*  Read  at  the  thirty-fifth  annual  meeting  of  the  American  Otological  Society.  New 
London,  Conn.,  July  15,  1902. 
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Examination : 

H.  D.  R.=Watch,  6  feet.  H.  D.  L.=Watch,  2  inches. 

Right  Ear. — Canal  normal.  Light  spot  displaced  upwards  and 
forwards,  and  a  mere  spot,  not  triangular.  Action  to  Siegles  fairly 
good. 

Left  Ear. — Canal  Normal.  Light  spot  absent.  Drum  hyperaemic, 
particularly  supero-posteriorly,  and  a  distinct  leash  of  vessels  pass- 
ing down  the  manubrium.  Slight  pain  upon  lifting  the  external  end 
of  the  canal ;  no  evidence  of  secretion  in  the  tympanic  cavity. 

Diagnosis. — Subacute  inflammation  of  the  maleo-incudal  articula- 
tion. 

I  lightly  used  the  Siegles  otoscope,  but  as  it  caused  unpleasant 
feeling  akin  to  pain  I  desisted. 

Naso-pharynx  showed  some  irritation,  but  no  secretion  beyond 
normal.  Right  Eustachian  tube  apparently,  normal.  Opening  of 
left  tube  contained  some  whitish  mucus. 

For  some  time  I  had  made  it  a  routine  procedure  in  examining 
patients  whose  ears  had  been  previously  treated  to  examine  very 
carefully  both  by  inspection  and  palpation  the  openings  of  the 
Eustachian  tubes,  because  I  had  heard  of  several  cases  in  which  the 
end  of  the  electrolysis  probes  had  been  broken  and  lost. 

I  had  no  reason  to  suspect  that  such  was  the  case  with  this  pa- 
tient, but,  following  my  usual  course,  I  examined  the  tubal  open- 
ings carefully,  and  upon  seeing  the  mucus  in  the  tube  I  sprayed  it 
liberally  with  an  alkaline  solution  and  wiped  the  cavity  out  with 
a  bit  of  cotton  upon  a  long  probe  through  the  anterior  nares,  in- 
specting it  meanwhile  with  the  small  rhinoscopic  mirror  poster- 
iorly. 

When  the  mucus  was  removed  I  saw  something  which  excited  my 
curiosity,  and  upon  palpating  or  touching  it  with  a  metallic  probe 
I  had  the  metallic  sensation. 

The  patient  was  an  unusually  docile  one,  and  these  examinations 
were  made  easily  after  cocaine  had  been  sprayed  and  sopped  upon 
the  parts. 

The  inferior  turbinated  was  closely  applied  to  the  temporal  side 
of  the  nares,  and  when  the  tissues  had  been  shrunken  with  cocaine 
and  suprarenal  extract  I  could  almost  see  the  Eustachian  opening 
through  the  anterior  nares,  and  I  could  easily  inspect  the  tube 
through  the  posterior  nares  and  the  "something"  which  excited  my 
curiosity  and  gave  the  metallic  sensation  appeared  posteriorly  as  a 
small  spot  protruding  from,  or  in  the  opening  of  the  tube. 
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Having  the  patient's  head  held  rigidly  and  while  inspecting  the 
Eustachian  tube  posteriorly,  I  passed  a  delicate  pair  of  polypus  for- 
ceps through  the  nose  as  you  would  a  catheter,  and  again  had  dis- 
tinctly the  metallic  sensation,  and  upon  my  third  attempt  I  with- 
drew thfe  bulbous  point  or  end  of  an  electrolysis  probe  about  three- 
fourths  of  an  inch  long. 

I  had  not  told  the  patient  what  I  was  trying  to  do,  excepting  to 
say  that  I  was  trying  to  clean  the  tube  of  the  obstruction  which  was 
troubling  her  ear,  and  when  I  secured  the  piece  I  laid  it  on  my 
desk  after  having  inspected  it  carefully  in  the  adjoining  room,  and 
I  have  never  seen  it  since. 

I  suspect  that  the  patient  stole  it,  for  I  shortly  was  called  out  of 
the  room  for  half  an  hour  or  more,  but  I  have  refrained  from  asking 
her  for  obvious  reasons.  The  subsequent  treatment  of  the  case  was 
exosmotic  sprays,  massage  of  the  drum,  derivative  applications  to 
the  external  canal.  Politzerization,  etc.  Soon  the  air  passed  easily 
into  the  middle  ear,  and  to  make  a  long  story  short,  after  about 
four  weeks'  treatment  the  irritation  to  the  drum  membrane  had  all 
passed  away,  no  more  pain  was  experienced  and  the  hearing  came 
up  to  Vi2>  the  same  as  in  the  right  ear.  The  patient  was  pleased 
and  I  have  not  seen  her  since. 

I  hesitated  considerably  before  I  decided  to  present  this  case  to 
the  Society,  but  it  seems  to  me  that  these  cases  should  always  be 
presented,  and  any  treatment  or  mode  of  procedure  that  cannot  bear 
investigation  should  not  be  countenanced  at  all. 

The  electrolytic  treatment  of  the  Eustachian  tube  is  a  new  mode  of 
procedure,  but  it  has  been  used  many  years  in  the  urethra,  where 
the  technique  is  much  more  simple  and  easy.  The  urethra,  from 
the  very  nature  of  its  duties,  is  more  used  to  rough  usage,  abuse 
and  traumatism,  and  will  not  resent  so  quickly  the  use  of  the  bougie, 
electrolytic  or  otherwise,  and  still  the  electrolytic  treatment  of  its 
strictures  is  not  accepted  by  the  best  or  the  most  of  the  specialists 
in  this  branch.  Years  ago  I  abandoned  the  use  of  bougies  in  the  treat- 
ment of  the  Eustachian  tube,  because  I  found  better  results  with 
treatment  which  involves  less  of  danger.  I  have  even  gone  so  far — 
as  many  of  you  know — as  to  say  that  the  catheterization  of  the  tube 
does  more  harm  than  good  by  forcing  up  microbes,  causing  irri- 
tation, stricture,  and  bands  of  adventitious  tissue  where  they  had 
not  previously  existed 

I  have  used  electrolysis  but  my  results  were  very  poor  indeed, 
and  they  are  practically  useless  to  chronicle,  because  of  my  prejudice 
against  it.     I  used  it  without  the  slightest  hope  of  success. 
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My  friend,  Dr.  Thomas  J.  Harris,  of  New  York,  read  a  very 
instructive  paper  before  The  American  Laryngological,  Rhinological 
and  Otological  Society,  May  24,  1901,  in  New  York,  entitled  "A 
Year's  Experience  in  the  Treatment  of  the  Eustachian  Tube  by 
Means  of  the  Electro-bougie,"  and  I  would  earnestly  advise  its 
perusal.  I  cannot  review  his  paper  wholly,  but  will  simply  quote 
his  results. 

"In  33  cases  treated  26  had  tinnitus ;  of  these 

1  was  cured; 
13  improved; 

12  not  improved; 
Of  these  13  improved; 

2  were  much  relieved; 
9  partially  so; 

I  much  relieved,  but  no  stricture  present. 
I  temporarily  relieved. 
Of  the  two  cases  reported  as  cured,  one  has  not  been  seen  after- 
wards and  one  patient  returned  at  the  end  of  four  months  with  tin- 
nitus as  bad  as  ever. 

Seventeen  of  the  33  cases  complained  of  hard  hearing. 
12  improved; 

5  not  improved. 
Of  these  12  improved  cases ; 

3  only  slight  improvement; 
3  from  3  inches  to  6  feet. 

6  from,  4  to  12  feet. 

In  short,  real  benefit  to  hearing  was  made  in  eight  of  the  nine- 
teen cases,  but  later  examination  of  two  of  these  eight  cases  shows 
all  improvement  lost. 

His  final  conclusions  are  as  follows : 

1 .  The  electro-bougie  has  a  place  in  aural  surgery,  though  less 
than  was  at  first  supposed. 

2.  It  should  be  used  after  and  not  before  other  methods. 

3.  It  will  be  most  liable  to  fail  if  any  associated  internal  disease 
is  present. 

4.  Its  results  are  not  always  permanent;  we  may  hope  for  a 
diminution  rather  than  a  disappearance  of  the  tinnitus. 

5.  Its  use  is  not  without  danger. 

6.  It  is  a  question  whether  the  process  is  a  true  electrolytic 
one  or  if  in  many  cases  the  obstruction  is  a  true  fibrous  one. 

You  will  notice  that  his  final  conclusions  are  far  from  being 
enthusiastic,  but  eminently  just. 
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My  experience  with  the  bougie  in  years  past  and  my  more  recent 
experience  with  the  electrolytic  bougie  has  induced  me  to  come  to 
the  conclusion  to  let  it  alone  except  in  very  exceptional  cases,  and 
in  my  office  the  bougie  is  not  used  more  than  once  or  twice  a  year, 
and  the  catheter  very  seldom,  and  when  I  do  use  the  catheter,  I 
always  use  that  excellent  procedure  or  Dr.  Dench,  of  a  piece  of 
piano  wire  with  a  bit  of  cotton  upon  the  end.  This  wipes  out  the 
tubal  opening  and  affords  a  means  of  making  such  applications  as 
may  be  desired,  but  I  do  not  consider  it  a  probe  or  bougie  in  any 
sense  of  the  word. 

My  office  is  not  an  experimental  one,  and  I  dare  not  and  have 
no  desire  to  incur  any  risks  in  treatment. 

Previous  to  the  case  which  occasions  and  precedes  these  remarks, 
I  had  not  read  Dr.  Harris'  paper  upon  the  subject,  and  had  heard 
only  the  rumor  of  the  breaking  of  bougies. 

In  speaking  of  the  dangers  of  this  treatment  Dr.  Harris  says  as 
follows :  "Care  was  exercised  in  each  case  to  secure  as  thorough 
asepsis  as  possible.  In  spite  of  this,  suppuration  of  the  ear  fol- 
lowed in  four  cases." 

That  is,  suppuration  in  12  per  cent,  of  the  cases. 

Three  of  these  cases  were  attended  by  no  unpleasant  sequelae,  but 
one  case  passed  on  to  a  mastoiditis  and  he  found  it  necessary  to  open 
the  mastoid  five  days  after  the  electrical  treatment.  Again  he  says, 
"Recently  we  have  heard  of  still  another  complication.  In  two 
cases  in  the  hands  of  an  experienced,  competent  man  the  bougie 
has  broken  off  in  situ." 

Knowing  the  honesty,  capability  and  carefulness  of  Dr.  Harris, 
his  words  speak  volumes  to  me,  and  I  hope  they  will  speak  equally 
loud  to  others. 

28  West  43d  Street. 


A  CASE  OF  SARCOMA  OF  THE  TEMPORAL  BONE.* 

BY  CHARLES  J.   KIPP,   M.  D.,  NEWARK,  N.   J. 

C.  H.,  5  years  of  age,  was  brought  to  the  Newark  Eye  and  Ear 
Infirmary  on  account  of  pain  in  and  a  swelHng  back  of  his  ears,  on 
March  i6,  1906.  According  to  the  father's  statements  the  boy  had  had 
at  no  time  before  the  present  attack  pain  in  or  a  discharge  from  his 
ears  He  had  measles  some  time  ago,  but  no  ear  symptoms  were 
noticed  at  the  time.  About  a  month  before  he  came  to  the  Infirmary 
he  began  to  complain  of  pain  in  his  ear.  His  mother  syringed  the 
ear,  but  did  not  consult  a  physician  about  it.  About  a  week  ago  a 
fleshy  mass  was  first  seen  in  the  external  meatus  and  this  has  stead- 
ily increased  in  size  since  then.  He  has  had  great  pain  in  his  ear 
for  several  weeks.  I  found  the  external  meatus  completely  filled  by 
a  fleshy  mass,  in  appearance  like  an  ordinary  polypus.  Pressure  on 
the  ear  caused  oflfensive  purulent  fluid  to  come  out  of  the  meatus. 
As  I  was  about  to  leave  the  hospital  when  the  boy  was  brought  in, 
and  the  boy  was  in  great  pain,  I  concluded  to  remove  the  polypus 
at  once,  as  I  thought  that  it  caused  retention  of  pus  in  the  ear  and 
to  postpone  further  procedure  till  next  day.  I  had  no  difficulty 
in  removing  with  a  snare  the  growth  which  seemed  to  spring 
from  the  lower  wall,  close  to  the  membrana  tympani  The  removal 
of  the  growth  was  followed  by  considerable  bleeding,  which  stopped, 
however,  on  plugging  the  external  canal.  The  operation  was  not 
followed  by  relief  of  the  pain  in  the  ear.  This  ear  was  apparently 
totally  deaf.  Tuning  forks  placed  on  median  line  were  heard  best 
in  the  deaf  ear.  On  the  following  day,  while  he  was  under  the  in- 
fluence of  ether,  I  made  a  careful  exploration  and  found  a  large 
hole  in  the  lower  wall  of  the  osseus  canal,  close  to  the  tympanic 
membrane;  from  this  hole  a  probe  could  be  passed  downward  and 
inward,  and  on  withdrawing  the  probe  much  purulent  fluid  es- 
caped from  the  hole.  The  region  of  the  mastoid  was  swollen,  but 
not  red,  and  for  ^ome  distance  below  the  auricle  the  soft  parts  felt 
boggy.  No  distinct  fluctuation  could  be  detected.  No  enlarged 
lymphatic  glands  could  be  felt  anywhere  near  the  auricle.  The 
drum  membrane  was  of  a  deep  red  color  and  swollen  and  a  small 
perforation  was  found  in  the  posterior  half..  There  was  nothing  in 
the  appearance  of  the  ear  or  the  surrounding  parts  which  aroused 

*  Read  before  the  thirty-fifth  annual  meeting  of  the  American  Otolo^ical  Society, 
New  London,  Conn.,  July  15,  1902. 
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a  suspicion  that  the  case  was  anything  other  than  an  ordinary 
Otitis  media  purulenta  with  extension  of  the  disease  to  the  mastoid, 
and  I  therefore  proceeded  in  the  usual  way  to  open  the  antrum. 
On  making  the  incision  from  below  upward  through  the  soft  part, 
the  knife  at  once  opened  a  large  cavity  below  and  in  front  of  the 
apex  of  the  mastoid.  This  cavity  was  full  of  granulations  of  large 
size,  some  of  them  as  large  as  a  small  pea,  and  of  a  greenish  color. 
I  removed  a  considerable  quantity  of  them  with  a  spoon  and  put 
them  aside  for  microscopic  examination,  but  they  were  unfortunately 
thrown  away  by  one  of  the  nurses  before  the  operation  was  finished. 
This  cavity  extended  far  in  toward  the  pharynx.  The  cortex  of  the 
mastoid  was  quite  soft  and  so  was  the  posterior  upper  and  lower  wall 
of  the  external  canal.  I  was  able  to  remove  all  of  the  softened  bone 
with  a  sharp  spoon  and  by  the  time  I  had  gotten  through  curetting, 
but  little  of  the  posterior  upper  and  lower  walls  of  the  external 
canal  remained,  the  antrum  and  the  tympanum  were  one  cavity; 
the  hammer  and  the  incus  were  removed  with  forceps,  and  the  tym- 
panum cleaned  of  granulations.  I  do  not  remember  ever  to 
have  had  another  case  in  which  the  bone  was  so  soft  and  could  be 
scraped  away  with  so  little  force.  The  cavity  was  packed  in  the 
usual  way  and  the  boy  put  to  bed.  Temperature  was  102°  before 
the  operation,  but  fell  to  about  100°  after  the  operation  and  re- 
mained at  this  point  during  the  following  two  weeks.  Nothing 
noteworthy  occurred  during  the  first  month  after  the  operation,  ex- 
cept an  unusually  rapid  and  very  profuse  growth  of  granulation  from 
every  part  of  the  wound.  We  tried  firm  packing,  cauterization  with 
nitrate  of  silver  and  the  galvanic  cautery,  but  with  little  effect.  In 
the  beginning  of  May  the  whole  cavity  was  filled  with  a  fleshy  mass 
and  by  the  fifteenth  of  this  month  this  mass  had  grown  at  least 
half  an  inch  above  the  level  of  the  outer  plate  of  the  bone.  On  the 
1 6th  of  May  I  put  the  boy  once  more  under  the  influence  of  ether 
and  removed  all  of  the  mass  and  also  all  softened  bone  with  sharp 
spoons  and  gouges.  The  operation  was  not  followed  by  unpleas- 
ant reaction,  but  the  fleshy  masses  soon  sprouted  again  from  all 
parts  of  the  cavity  and  grew  so  luxuriantly  that  they  protruded 
again  above  the  level  of  the  bone  in  about  two  weeks.  The  boy's 
temperature  was  never  over  101°  during  this  time,  and  most  of  the 
time  it  was  about  normal.  About  the  first  of  June  he  began  to 
complain  of  headache  and  pain  in  his  ear  and  nothing  but  the  free 
use  of  morphine  allayed  the  pain.  Paralysis  of  the  facial  nerve  fol- 
lowed a  few  days  later,  and  the  ophthalmoscope,  which  had  been 
frequently  used  for  the  examination  of  the  eyes  since  he  first  came 
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under  observation,  now  showed  a  beginning  optic  neuritis  in  both 
eyes.  He  lost  flesh  quite  rapidly  while  the  tumor  steadily  increased 
in  size.  I  did  not  attempt  to  remove  the  growth  again,  but  sent 
the  boy  home,  where  he  died  about  three  months  later.  The  tumor 
removed  after  death  weighed  6  pounds  8  ounces  and  measured  25 
inches  in  circumference.  No  autopsy  was  made.  This  photograph 
was  taken  in  July,  about  two  months  before  his  death  . 


I  have  seen  and  operated  on  several  other  cases  presenting  about 
the  same  clinical  features,  but  in  all  of  them  the  disease,  so  far  as  I 
know,  did  not  return  in  any  one  of  them.  The  microscopical  exam- 
ination of  the  masses  removed  at  the  first  operation  was  very  unsat- 
isfactory, I  could  not  positively  say  that  the  bits  of  tissue  examined 
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were  characteristic  of  a  sarcoma,  but  consisted  of  small  round  cells 
with  but  little  intercellular  tissue.  The  masses  removed  at  the  sec- 
ond operation  left  no  doubt  as  to  the  sarcomatous  character. 

I  was  struck  at  the  first  operation  with  the  peculiar  greenish 
color  and  the  large  size  of  the  granulations  contained  in  the  cav- 
ity in  the  soft  parts  beneath  and  in  front  of  the  mastoid.  They 
were  so  entirely  different  in  appearance  from  anything  that  I  had 
previously  seen  in  connection  with  mastoid  disease  that  I  called  the 
attention  of  my  assistants  to  them  at  the  time.  I  regret  exceedingly 
that  they  were  lost.  The  very  soft  condition  of  the  bone  was  an- 
other feature  that  attracted  my  attention  at  the  time,  but  in  all  other 
respects,  the  case  was  like  most  other  cases  of  mastoid  disease  due 
to  purulent  middle  ear  inflammation  and  suspicion  of  the  malig- 
nant character  of  the  disease  was  not  aroused  till  the  very  rapid 
growth  of  the  mass  was  noticed  some  weeks  after  the  first  operation. 

I  am  indebted  to  Dr.  W.  A.  Condict,  of  Dover,  N.  J.,  who  treated 
the  boy  after  his  discharge  from  the  hospital,  for  the  history  of  the 
case  subsequent  to  his  discharge  from  the  Infirmary. 


TWO    CASES    OF    PERSISTENT  FISTULA  AFTER  THE 
MASTOID  OPERATION,  WITH    REMARKS* 

BY  J.  HERBERT  CLAIBORNE,  M.  D.,  NEW  YORK. 

Case  L  A  young  Irish  woman  of  26  years  of  age,  consulted  mc 
March  23d,  1901,  through  Dr.  Eversfield,  of  New  York,  on  acC'uUv 
of  her  left  ear  She  was  a  saleswoman  in  a  large  department  shop. 
She  had  grip  in  January  and  since  that  time  had  not  felt  well. 
When  she  came  to  me  she  presented  a  pitiable  spectacle.  Her  iiand 
was  over  her  left  ear,  her  face  was  drawn,  pale  and  pinched  and 
she  had  the  typical  appearance  of  one  in  great  pain  and  suffering 
from  profound  systematic  intoxication.  She  was  so  deaf  she  sould 
hear  only  shouting  speech.  The  ear  stood  off  from  the  head,  the 
mastoid  was  swollen,  oedematous  and  tender  on  pressure,  particu- 
larly over,  the  region  of  the  antrum,  the  temperature  was  101.8°. 
The  left  drumhead  was  hidden  by  the  presence  of  a  quantity  of 
moist  epithelial  scales.  There  was  no  odor,  nor  was  there  any  swell- 
ing of  the  canal  in  the  region  of  the  membrane.  The  fact  that  she 
was  apparently  deaf  in  both  ears,  induced  me  to  examine  the  right 
ear  also.  I  found  there  a  dull,  somewhat  sunken  membrane,  but 
nothing  else  beyond  a  slight  redness  along  the  hammer  and  at  the 
periphery.  There  was  no  swelling  behind  the  ear,  but  it  appeared 
to  be  tender  on  pressure.  I  finally  satisfied  myself  that  the  ten- 
derness behind  this  ear  was  not  a  true  one,  and  that  her  recoiling 
under  pressure  was  due  to  her  nervous  and  apprehensive  state. 
Subsequent  examination  of  that  ear  showed  a  markedly  diminished 
hearing  power.  She  admitted  that  she  had  had  bad  hearing  on 
that  side  since  her  childhood,  although  her  hearing  at  the  time  was 
undoubtedly  lessened  by  her  then  condition,  as  subsequent  exam- 
ination showed.  She  was  sent  to  the  New  Amsterdam  Eye  and 
Ear  Hospital  and  put  to  bed.  A  large  dose  of  Epsom  salts  was 
administered,  hot  douches  were  made  to  the  ear  and  an  ice-bag 
placed  over  the  mastoid.  A  quarter  of  a  grain  of  morphine,  hypo- 
dermicaily  was  administered  at  11  p.  m.  After  a  restless  night  her 
temperature  was  found  to  be  104°.  It  was  decided  to  operate  as 
soon  as  possible  and  at  2  130  o'clock  on  that  day  the  patient  was 
anesthetized.  The  classical  mastoid  incision  was  made.  The  outer 
table  of  bone  appeared  to  be  healthy,  but  the  chisel  found  its  way 
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readily  beneath  it.  No  pus  was  found,  but  a  quantity  of  granula- 
tion tissue  was  evacuated.  The  tip  was  not  entirely  removed,  since 
in  that  region  the  bone  appeared  to  be  healthier  than  elsewhere. 
The  granulation  tissue  having  been  all  apparently  removed.  Dr. 
Pooley,  who  assisted  me,  and  myself  decided  that  there  was  no 
frank  indication  for  entering  the  antrum.  Accordingly  the  wound 
was  packed  with  iodoform  gauze,  and  the  patient  put  to  bed. 
The  temperature  immediately  fell  to  ioo°,  but  the  next  morning  rose 
to  103°.  At  that  time  there  was  absolutely  total  deafness  on  both 
sides,  she  being  unable  to  hear  anything  whatsoever.  She  vomited, 
was  restless  and  appeared  very  apprehensive.  I  saw  her  the  first 
time  on  Saturday  and  operated  for  the  first  time  on  Sunday.  On 
the  following  Monday  afternoon  the  above  symptoms  were  exag- 
gerated, if  possible,  and  I  decided  upon  a  second  and  more  exten- 
sive operation.  Dr.  Myles  and  Dr.  Pooley  gave  me  their  valuable 
assistance,  and  the  patient  was  chloroformed  at  10  o'clock  Monday 
night.  The  original  wound  was  considerably  enlarged,  the  entire 
tip  was  removed,  and  a  skin  flap  was  produced  by  an  incision  ex- 
tending downward  and  backward,  commencing  on  the  hair  line  and 
on  a  level  with  the  upper  border  of  the  concha.  This  was  for  the 
purpose  of  seeking  dead  bone  and  possibly  a  fistulous  opening  into 
the  posterior  cranial  cavity.  Small  beads  of  pus  were  found  at  the 
apex  of  the  tip  and  in  fact  throughout  the  new  area  invaded.  With 
rongeur  forceps  the  bone  was  bitten  away  to  the  rear  and  above  and 
it  was  observed  that  the  cancellous  tissue  extended  much  farther 
than  ordinarily.  In  fact,  it  was  found  far  beyond  the  region  of 
the  sinus  and  well  up  into  the  squamous  portion  of  the  temporal 
bone;  wherever  there  was  cancellous  tissue,  there  were  beads  of 
pus.  The  antrum  was  entered  by  a  large  aperture,  but  that  cavity 
and  the  middle  ear  were  not  made  into  one.  There  was  no  pus  in 
the  antrum.  Since  the  bone  which  lay  immediately  over  the  sinus 
was  healthy,  and  since  there  had  been  no  tenderness  over  the  jugular 
vein,  it  was  decided  not  to  invade  these  structures.  The  antrum 
and  the  wound  were  packed  with  gauze  and  the  patient  put  to  bed. 
The  temperature  fell  that  night  and  on  the  following  morning  was 
still  down,  but  she  developed  a  hacking  cough  on  that  day  and 
towards  the  afternoon  the  fever  rose  again.  Examination  of  the 
chest  revealed  a  patch  of  solidification  of  the  lung,  of  the  size  of 
the  palm  of  the  hand,  on  the  right  side.  There  was  a  difference  of 
opinion  as  to  whether  or  not  this  was  metastatic;  it  was  the  opin- 
ion of  Dr.  Pooley  and  myself  that  the  pneumonitis  was  incidental. 
Antiphlogistine,  in  the  shape  of  a  paste,  was  applied  to  the  area,  and 
on  the   following  day,  Wednesday,   there  was  prompt  resolution, 
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with  characteristic  brick-dust  in  the  sputum.  There  was  no  swell- 
ing of  any  of  the  joints,  though  she  did  complain  of  pain  in  the 
knees.  After  this  the  temperature  went  to  normal  and  stayed  there. 
On  the  following  day,  that  is,  Thursday,  the  hearing  commenced  to 
improve.  The  patient's  appetite  recovered,  and  her  general  physi- 
cal condition  went  on  to  complete  recovery.  The  wound  healed 
very  slowly,  which  was  natural  in  view  of  the  large  quantity  of 
bone  removed.  At  one  time  a  pocket  of  pus  was  discovered  at 
the  lower  angle  of  the  wound  and  far  under  the  skin  flap.  This 
was  indicated  primarily  by  a  rise  of  temperature  which  became 
normal  again  after  evacuation  of  the  pus.  There  was  also  discov- 
ered subsequently  a  small  spiculum  of  dead  bone  at  the  lower  angle. 
This  was  removed  and  the  wound  healed  more  rapidly  in  that  direc- 
tion afterwards.  About  five  weeks  following  the  operation  she  left 
the  hospital  for  her  home.  The  angles  of  the  wound  were  well 
healed,  but  there  was  still  a  cavity  leading  toward  the  antrum.  She 
came  to  my  office  on  regular  days  for  six  weeks  thereafter  for  the 
wound  to  be  dressed.  At  the  end  of  this  time  it  had  apparently 
healed  well-nigh  to  the  surface,  so  I  permitted  her  to  go  to  work. 
She  performed  her  duties  without  any  discomfort,  but  a.fter  she  had 
been  at  work  a  month  or  more,  I  noticed  one  day  a  drop  of  pus  at 
the  bottom  of  the  wound.  I  thrust  firmly  upon  the  region  with  my 
probe,  and  to  my  surprise  it  burst  through  a  thin  crust  of  tissue 
and  disappeared  in  a  cavity  to  a  considerable  distance.  The  patient  be- 
came immediately  pale,  nauseated  and  exceedingly  deaf.  Subsequent 
manipulation  convinced  me  that  the  cavity  led  directly  into  the  attic. 
This  incident  happened  about  four  and  a  half  months  after  the  sec- 
ond operation.  The  bony  wound  since  that  time  has  made  a  num- 
ber of  attempts  to  heal  on  the  surface,  but  this  has  been  prevented 
by  the  use  of  gauze  packing.  Subsequently  I  inserted  a  small  per- 
forated silver  style.  She  wears  that  today,  seventeen  months  after 
the  operation.  The  mastoid  region  is  gradually  filling  up  with  a 
deposit  of  bone  cells,  and  is  commencing  to  assume  a  rotundity 
approximately  normal.  The  fistula  is  at  the  bottom  of  a  sulcus 
bounded  by  firm,  hard  bone,  and  it  is  possible  to  observe  a  narrow- 
ing of  this  sulcus  with  the  march  of  time.  The  aperture  is  sur- 
rounded by  an  area  of  pale,  soft  flesh,  which  could  be  easily  broken 
down.  I,  however,  simply  keep  the  style  in  position  and  swab  out 
the  fistula  every  day  with  absolute  alcohol.  A  number  of  times 
the  alcohol  has  permeated  into  the  throat  through  the  Eustachian 
canal,  causing  great  pain  in  the  ear.  A  singular  accident  hap- 
pened during  the  conduct  of  this  case.  On  one  occasion  I  was 
swabbing  out  the  fistula  with  a  cotton-armed  probe  when  the  cotton 
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came  off  and  remained  in  the  depth  of  the  fistula.  An  attempt  to 
remove  it  pushed  it  further  in.  I  was  in  some  trepidation  as  to 
the  result.  The  middle  ear,  however,  as  shown  in  the  appearance 
of  the  drumhead  subsequently,  and  at  that  time,  was  not  affected, 
nor  was  the  hearing,  and  in  the  course  of  several  weeks,  after  a 
profuse  suppuration,  the  cotton  was  discovered  at  the  mouth  of 
the  fistula,  and  was  promptly  removed.  The  fistula  has  been  at  all 
times  free  from  stinking  pus,  the  discharge  being  slight  and  watery 
in  character.  I  have  at  no  time  been  able  to  feel  any  rough  surface 
at  the  bottom  or  on  the  sides  of  the  fistula,  and  hence,  have  been 
led  to  conclude  that  there  is  no  sequestrum  of  dead  bone  present. 

The  status  of  the  patient  as  to  the  hearing  power  at  this  date,  is 
the  following :  The  tuning-fork  held  in  the  median  line  of  the  skull 
is  heard  best  in  the  left  or  operated  ear.  In  this  ear  the  watch  with 
a  fine  tick  is  heard  3^  feet;  the  finest  whisper  is  heard  easily  in  the 
vicinity  of  the  ear.  There  is  no  difficulty  whatsoever  in  hearing 
ordinary  conversation.  The  drum-head  is  sunken,  the  handle  of 
the  hammer  slightly  red,  and  the  attic  distinctly  red.  Reflex  totally 
absent.  In  the  right  ear,  the  drum  is  sunken,  pale  grey,  no  redness, 
no  swelling.  Hears  very  loud  whisper  in  immediate  vicinity  of 
the  ear.  She  relies  entirely  for  accuracy  of  hearing  on  the  left  or 
operated  ear. 

Case  II.  A  young  man  of  23,  hotel  clerk,  extraordinarily  well 
built,  and  healthy,  contracted  inflammation  of  left  ear  during  the 
latter  part  of  the  past  summer,  while  bathing.  He  received  no 
treatment,  but  the  ear  recovered  in  the  main,  albeit  somewhat  un- 
comfortable thereafter.  During  the  early  part  of  the  following 
December  his  ear  became  very  painful  and  he  grew  very  deaf.  He 
was  sent  to  me  by  Dr.  Thayer  Adams,  of  New  York.  When  I 
saw  him  I  found  the  drumhead  red,  slightly  swollen,  and  the  ham- 
mer could  be  easily  made  out.  He  complained  of  loud  noises  in 
that  ear.  There  was  neither  tenderness  nor  swelling  over  the  mas- 
toid. I  ordered  hot  douches  and  a  full  dose  of  Epsom  salts.  On 
the  following  morning  the  drum  was  ruptured  and  when  I  saw  him 
there  was  a  copious  discharge  of  pus.  There  was  relief  from  pain, 
though  the  noises  and  tenderness  remained.  At  the  end  of  two 
months  the  drumhead  had  healed  and  become  almost  normal  in 
appearance.  The  hearing  power  had  increased,  but  the  tinnitus  re- 
mained. Against  advice  he  discontinued  treatment.  In  three  weeks 
he  returned  with  the  statement  that  he  had  contracted  a  fresh  cold. 
I  found  an  immense  swelling  over  the  mastoid,  the  pointing  behind 
and  slightly  to  the  rear  of  the  mastoid  tip.  The  ear  stood  off  from 
the  head  and  there  was  great  pain  in  the  ear  and  throughout  the 
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left  side  of  the  head  radiating  down  the  neck;  temperature  ioi°. 
The  drumhead  was  swollen,  the  outlines  of  the  hammer  being  en- 
tirely obliterated.  I  diagnosed  mastoid  disease  with  subperiosteal 
pus  and  advised  immediate  operation.  The  mastoid  incision  was 
made  under  ether,  and  when  the  periosteum  was  reflected,  two, 
tablespoonfuls  of  odorless  pus  were  evacuated  in  the  neighborhood 
of  the  greatest  swelling.  The  outer  table  of  bone  was  found  to  be 
healthy.  The  entrance  into  the  subcutaneous  bony  tissues  was  made 
by  an  opening  that  was  a  trifle  higher  than  the  ordinary  one.  The 
mastoid  region  was  explored  and  a  small  quantity  of  graulation 
tissue  was  removed.  The  tip  was  spared  on  account  of  its  healthy 
appearance.  The  antrum  was,  however,  entered  by  a  large  open- 
ing; no  pus  was  found  there.  It  appeared,  in  fact,  after  all  gran- 
ulation tissue  had  been  cleared  away  that  the  subperiosteal  pus  was 
the  main,  if  not  the  sole  cause  of  the  existing  serious  symptoms. 
The  character  of  the  bony  surface  under  the  seat  of  the  pus  was 
determined  by  the  introduction  of  the  little  finger.  Neither  Dr. 
Pooley  nor  myself  were  able  to  find  any  indication  of  roughness. 
We,  therefore,  saw  no  reason  for  further  exploration  in  this  re- 
gion. The  antrum  was  tightly  packed  with  iodoform  gauze 
and  the  surface  wound  dressed  in  the  usual  style.  The  temperature 
fell  immediately  to  normal,  and  the  patient  expressed  himself  the 
same  evening  as  feeling  as  well  as  he  ever  did.  The  hearing  imme- 
diately improved  and  the  tinnitus  was  considerably  diminished.  The 
wound  healed  at  the  angles  in  48  hours  and  commenced  to  granulate 
from  the  bottom.  The  patient  left  the  hospital  in  six  weeks,  while 
the  bony  wound  was  still  deep.  He  went  to  his  home,  where  he 
remained  quietly  in  his  room.  He  came  to  my  office  every  other 
day  to  have  his  wound  dressed.  The  bony  cavity,  in  the  mean- 
time, was  healing  slowly,  if  at  all,  and  at  the  end  of  three  months 
from  the  date  of  the  operation,  he  went  to  work  in  the  office  of 
the  Waldorf,  where  he  did  duty  as  night  clerk.  The  wound  at 
this  time  while  entirely  healed  at  the  angles,  consisted  of  a  fistula 
three-quarters  of  an  inch  in  depth.  There  was  some  granulation 
tissue  in  it,  but  no  discharge  of  pus,  occasionally  a  drop  or  two 
being  found  at  the  bottom  by  inspections  of  the  hand  mirror.  The 
probe  introduced  into  this  cavity  went,  without  doubt,  into  the  attic. 
I  was  accustomed  to  pack  the  wound  tightly  at  the  bottom  with 
gauze.  But  it  finally  occurred  to  em  that  this  might  have  some 
bearing  upon  the  slowness  of  the  healing  process.  I  therefore 
ceased  packing  it  to  the  bottom,  and  saw  my  patient  every  four 
days.  I  was  astonished  to  find  immediately  after  this  change  of 
treatment  that  the  wound  was  less  deep  and  that  the  whole  appear- 
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ance  gave  promise  of  more  rapid  healing.  This  took  place  four 
and  a  half  months  after  the  operation.  On  the  12th  of  June  the 
wound  measured  one-quarter  of  an  inch  in  depth  and  the  healing 
process  was  progressing  rapidly,  as  shown  not  only  by  the  shallow- 
ness of  the  fistula,  but  also  by  the  smallness  of  the  aperture.  At 
the  end  of  June  the  wound  had  healed  firmly  and  compactly,  and 
I  found  the  following  condition  on  examination :  The  drumhead 
somewhat  sunken,  but  the  handle  of  the  hammer  red,  Shrapnell's 
membrane  red,  and  the  canal  in  its  immediate  vicinity,  also  red. 
There  was  no  reflex.  The  watch  was  heard  at  two  feet,  finest 
whisper  in  the  immediate  vicinity  of  the  ear,  acoumeter  at  20  feet. 
The  noises  had  disappeared  entirely  excepting  when  the  patient 
went  to  bed,  when  they  could  be  slightly  heard. 

I  fancy  there  are  few  within  the  sound  of  my  voice  who  have 
not  at  some  time  within  their  career  seen  a  persistent  fistula  fol- 
lowing an  operation  upon  the  mastoid.  I  have  brought  the  two 
cases  just  detailed  before  you  in  order  that  they  may  serve  as  1 
possible  text  for  the  discussion  of  the  causes  of  fistula  following 
operations  upon  the  bony  structures  of  this  region.  At  the  first 
blush,  one  naturally  lays  the  condition  to  the  presence  of  dead  bone, 
but  there  are  cases  in  which  this  cause  cannot  with  reason,  be 
given :  to-wit,  those  cases  in  which  the  outer  skin  grows  far  down 
into  the  fistula  which  not  only  do  not  present  the  pus-flow  natural 
to  dead  bone,  but  are  even  totally  dry. 

The  second  case,  that  of  the  young  man,  was  obviously  not  a 
case  of  caries  or  pus  of  the  inner  mastoid  region.  The  pus  was 
altogether  superficial  and  only  a  very  small  amount  of  granulation 
tissue  was  found  in  the  mastoid  cells.  It  is  true,  however,  that 
anteriorly  there  have  been  pus  in  the  middle  ear.  It  is  not  reason- 
able, in  my  opinion,  to  look  to  a  sequestrum  for  the  cause  in  this 
case.  I  do  not  adduce  it  as  a  cause  even,  but  I  remark  it,  that  the 
opening  into  the  bone  was  made  a  trifle  higher  than  ordinarily  in 
the  Schwartze  incision.  This  is  my  custom.  I  find  that  the  route 
to  the  antrum  is  more  direct  when  the  entrance  is  made  higher 
than  ordinarily.  The  patient  remained  in  the  hospital  six  weeks, 
being  permitted  to  sit  up  and  move  about  his  room  at  the  end  of 
two  weeks.  Upon  leaving  the  hospital  and  going  to  his  home,  he 
lived  much  the  same  life  he  lived  in  the  hospital,  save  when  he 
came  to  my  office  to  be  treated.  During  all  this  time  there  was  a 
deep  opening  in  the  bone.  I  think  nothing  is  so  well  established 
in  medicine  as  that  the  bed  is  the  best  place  for  those  who  are  ill  or 
wounded.  Nature  certainly  repairs  an  injury  more  rapidly  and 
efifectually  when  the  organ  invaded  is  at  rest.     The  flesh  wounds 
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healed  very  rapidly,  but  the  bone  slowly,  in  my  two  cases.  The 
repair  of  bone  is  naturally  slower  than  that  of  the  soft  parts.  The 
young  man  becoming  disgusted  at  the  slowness  of  his  recovery, 
finally  went  to  work  and  remained  standing  on  his  feet  and  mov- 
ing about  constantly  for  twelve  hours  in  the  day.  Added  to  this, 
he  did  the  duty  of  a  night  clerk.  No  improvement  was  noticed  at 
all  until  I  ceased  packing  the  wound  at  the  bottom.  Whether  the 
result  was  an  illustration  of  the  principle  of  post-hoc  or  that  of 
propterhoc,  I  do  not  know,  but  I  record  the  fact.  It  is  fair  to  as- 
sume that  the  pressure  upon  the  tender  new  cells  retarded  or  assist- 
ed in  retarding  their  growth.  Reasonably  then,  I  can  bring  for- 
ward two  things  which  have  a  possible  bearing  upon  the  persistent 
fistula  in  the  young  man's  case :  First,  too  much  moving  about  and 
the  dorsal  decubitus  for  an  insufficient  length  of  time  after  the 
operation.     Second,  tight  packing  of  the  bottom  of  the  wound. 

The  young  Irish  girl  left  the  hospital  while  the  bony  wound 
was  still  quite  deep,  and  finally  went  to  work  at  her  arduous  duties 
in  the  department  shop,  in  practically  the  same  condition.  This 
certainly  was  not  conducive  to  the  healing  of  the  bony  wound;  but 
the  behavior  in  this  case  and  its  general  history  leads  one  to  lay  the 
permanent  fistula  to  the  existence  of  dead  bone.  The  probe,  how- 
ever, has  given  no  evidence  of  it  and  the  pus  has  always  been  watery 
and  scant.  Only  granulations  have  been  found  at  the  bottom  of  it. 
My  surgical  instinct  leads  me  to  curette  the  fistula  thoroughly — to 
remove  all  granulations  and  scrape  the  bony  walls  in  search  of  dead 
bone.  Against  this  are  the  perfect  health  of  the  patient,  the  excel- 
lence of  the  hearing,  the  exigencies  of  her  life,  the  possibility  that 
after  all  there  may  not  be  any  dead  bone,  the  possible  loss  of  time, 
now  gained,  and  interference  with  Nature  in  her  plan  of  cure.  Cases 
like  this  one  certainly  present  considerable  interest.  Here  is  a  cav- 
ity in  a  bone  which  has  two  means  of  drainage — through  the  mas- 
toid opening  or  through  the  attic  by  way  of  the  middle  ear  and 
Eustachian  canal.  The  pus,  following  the  line  of  least  resistance, 
selects  the  easier  route,  that  is,  through  the  fistula.  I  believe,  on 
general  principles,  it  is  sound  surgery  not  to  pack  the  fistula  too 
tight  or  at  the  bottom.  It  may  be  left  open  entirely  or  a  perforated 
style  may  be  inserted  for  drainage.  The  granulations  may  be  treated 
by  the  use  of  absolute  alcohol.  Before  us,  then,  in  this  case,  as  in 
others  that  are  similar,  lie  two  procedures :  Repeated  surgical  inter- 
ference by  curetting  or  the  expectant  treatment  by  the  perforated 
canula  and  the  treatment  of  the  granulations.    Which  is  the  better  ? 


CHRONIC  SPHENOIDITIS  IN  ITS  RELATION  TO 
DISEASE  OF  THE  MIDDLE  EAR. 

BY  FRANCIS  P.  EMERSON,  M.  D.,  BOSTON,  MASS. 

The  growing  interest  in  sinusitis  has  been  stimulated  anew  by 
Griinwald's  second  treatise  on  nasal  suppuration,  and  especially 
as  he  has  here  shown  the  frequent  association  of  disease  of  the  sphe- 
noid with  the  ethmoidal  and  maxillary  sinuses.  Believing  that  an 
ear  clinic  where  a  large  number  of  chronic  cases  relatively  were  seen 
in  distinction  from  acute  affections  of  the  naso-pharynx  presented 
a  field  where  sinusitis  sphenoideus  could  be  studied  to  advantage,  at 
my  recent  service  at  the  Boston  Dispensary  I  systematically  exam- 
ined with  a  probe  every  case  presenting  chronic  catarrh  of  the  middle 
ear,  whether  there  was  evidence  of  pus  on  the  pharyngeal  wall  or 
crusts  on  the  middle  turbinate  or  not.  The  results  I  embody  in  an 
analysis  of  268  cases  where  caries  of  the  sphenoid  was  found  twenty- 
five  times.  That  is  .93  of  i  per  cent.  Thirteen  more  were  added 
from  old  cases  not  registered  during  the  last  three  months.  Three 
of  these  are  omitted  from  this  group  as  the  record  card  gives  no 
information  beyond  the  bare  statement,  leaving  35  for  analysis,  32 
were  unilateral,  18  on  the  right,  14  on  the  left  side,  2  bilateral  and 
I  bilateral  in  doubt.  Twenty-one  cases  were  associated  with  chronic 
catarrhal,  4  with  chronic  suppurative  ears  and  7  presented  catarrhal 
on  one  side  and  chronic  suppurative  on  the  other.  In  two  we  have 
only  a  record  of  cerumen.  The  etiology  was  unsatisfactory,  espec- 
ially in  trying  to  trace  the  influence  of  influenza,  the  infectious 
diseases,  pneumonia,  erysipelas,  etc.  Headaches,  usually  severe,  was 
the  rule;  nine  also  had  vertigo.  Seven  cases  were  accompanied  by 
frontal,  4  supra-orbital,  2  supra-orbital  and  occipital  and  i  vertex 
and  occipital.  The  supra  orbital  was  on  the  side  of  the  diseased 
sinus.  (One  private  case  had  intense  right  supra-orbital  and  occi- 
pital headache,  with  caries  of  the  right  sphenoid  sinus  without  asso- 
ciated disease  of  the  ethmoid  and  in  which  there  was  an  atrophic  con- 
dition of  the  naso-pharynx.) 

In  what  per  cent  ethmoiditis  occurred  unfortunately  the  records 
do  not  show,  but  it  was  very  large,  although  but  one  case  was  seen 
involving  the  maxillary  cavity.  One  case  with  systemic  infection 
was  noted,  the  suppurative  process  being  very  active,  filling  the 
whole  vault  and  nares  with  morning  retching,  cough,  loss  of  flesh 
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and  appetite,  chills  and  sweating.  With  constant  cough  and  stoop- 
ing shoulders  she  presented  the  picture  of  an  advanced  case  of 
phthisis,  but  a  careful  physical  and  microscopical  examination  in  the 
women's  medical  room  failed  to  detect  localized  disease  in  the  lungs, 
and  after  the  sphenoid  sinus  had  been  curetted  and  her  middle  turbi- 
nate amputated,  she  regained  her  health  without  systemic  medication. 
No  cases  showed  polypi,  although  the  anterior  end  of  the  middle 
turbinate  in  several,  was  myxomatous.  Only  one  sinus  cavity 
seemed  bogg}^  or  apparently  contained  much  granulation  tissue. 
The  usual  improvement  was  in  the  tinnitus,  headache  and  hearing 
which  was  very  marked.  The  number  of  times  a  drop  of  pus  was 
observed  in  the  opening  of  the  Eustachian  tube  emphasized  the  nec- 
essity of  careful  cleansing  of  the  naso-pharynx  and  posterior  rhino- 
scopy before  catheterizing  as  a  necessary  precaution.  While  but  little 
difficulty  was  experienced  in  probing  the  sinus,  still  there  were 
quite  a  number  with  narrow  ostia,  where  a  flexible  silver  probe  one- 
half  the  size  and  with  a  head  fused  on  the  end,  added  greatly  to  the 
detection  of  small  rough  areas  and  in  some  was  the  only  practical  in- 
strument. No  one  measure  has  been  so  fruitful  in  relieving  those 
old  chronic  cases,  who  frequent  clinics  year  after  year  with  only  tem- 
porary improvement  by  catheterizing  and  nasal  washes.  The  re- 
lief of  the  pharnygeal  irritation  by  stopping  the  constant  dropping  of 
pus,  together  with  the  respiratory  freedom  after  the  removal  of  the 
enlarged  anterior  end  of  the  middle  turbinate  so  lessened  or  entirely 
stopped  the  tinnitus  that  many  ceased  to  report.  There  was  also  a 
marked  gain  in  hearing  in  cases  where  we  did  not  look  for  it.  The 
impression  grows  on  one  in  watching  these  cases  that  there  is  a 
relation -between  the  pus  formation  incident  to  sinusttis  and  atrophic 
changes  in  the  naso-pharynx. 

516  Warren  Street. 
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TONSIUTIS     LOCALIZED    IN  A    SUPERNUMERARY  TONSIL. 

BY  FAYETTE  C.  EWING,  M.  D.,  ST.  LOUIS^  MO. 

Fellow  of  British  Rhinolofifical,  Laryngological  and  Otological  Association,  Laryagologist 
-    to  the  Missouri  Baptist  Sanitarium,  Aurist  to  the  M.  E.  and  P.  E.  Homes,  etc. 

In  my  consultation  of  quite  an  outlay  of  laryngological  records, 
I  find  no  mention  of  anything  corresponding  to  the  case  here  re- 
ported, viz. :  A  well  developed  supernumerary  tonsil  affected  with 
a  typical  amygdalitis,  the  normal  glands  presenting  and  the  one  ad- 
jacent in  no  way  sympathizing  in  the  inflammation  of  its  closely  asso- 
ciated neighbor. 

B.  C,  age  30,  a  business  man  of  St.  Louis,  consulted  me  in  Jan- 
uary, 1902,  for  a  suppuration  of  the  left  ear.  The  membrana  tympani 
of  this  particular  ear  was  much  impaired  in  physiological  capacity, 
from  repeated  attacks  of  otitis  media  in  previous  years,  and  the 
present  affection  was  only  a  recurrence  which  dried  up  under  appro- 
priate treatment.  While  being  treated  for  the  ear,  in  all  less  than 
a  month,  I  removed  a  very  much  enlarged  middle  turbinal,  which 
proved  to  be  a  beautifully  developed  cyst.  To  my  cursory  routine 
examination  (usually  accorded  patients  consulting  for  ordinary  ear 
disease,  the  throat  presented  no  very  unnatural  appearance,  save  a 
general  erythema  due  to  excessive  cigar  smoking,  and  nothing  indi- 
cating special  treatment)  this  supernumerary  tonsil  escaped  my  ob- 
servation until  one  day  the  patient  complained  of  a  sore  throat. 
Examination  revealed  a  well  developed  tonsil  between  the  posterior 
pillar  and  the  pharyngeal  wall,  inflamed  and  protruding  beyond  the 
outline  of  the  said  pillar,  and  presenting  all  of  the  appearances  of  a 
tonsil  affected  by  simple  inflammation.  This  tonsil  was  typical  in 
its  characteristics,  was  well  within  the  outline  of  the  pillar,  and 
would  have  excited  no  comment  had  it  been  located  in  the  normal 
position,  for  it  harmonized  with  Bosworth's  definition  that  tonsils 
which  protrude  beyond  the  outline  of  the  pillars  are  pathologic. 
The  common  faucial  tonsils  were  well,  though  not  unusually  devel- 
oped. The  patient  gave  no  history  of  frequent  amygdalitis,  and  the 
natural  appearances  of  the  tissue,  and  its  freedom  from  crypts  and 
follicles  contra-indicated  a  frequent  inflammation  of  this  supernu- 
merary gland. 

The  inflammation  pursued  a  simple  course,  lassitude,  headache, 
etc.,  without  fever,  terminating  in  resolution,  leaving  a  gland  the 
size  of  an  ordinary  almond,  about  one-half  as  thick  and  visible  to  the 
eye,  without  retraction  of  the  posterior  pillar. 

Dr.  F.  M.  Rumbold  inspected  the  case  and  confirmed  my  diag- 
nosis. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON    LARYNGOLOGY  AND  RHINOLOQY. 

Stated  Meeting,  November  26,  1902. 

Emil  Mayer^  M.  D.,  Chairman. 
Tumor  of  the  Larynx. 

Dr.  W.  Freudenthal  presented  a  man,  51  years  of  age,  who  ha- 1 
suffered  from  laryngeal  trouble,  hoarseness  and  pain  for  the  past 
six  months.  There  was  a  tumor-like  mass  on  the  left  side,  and  pos- 
sibly some  ulceration.  At  first  glance  the  case  impressed  him  as 
one  of  malignant  tumor,  but  it  was  more  edematous  now.  Dr. 
Jonathan  Wright  had  examined  specimens  three  times,  but  had  failed 
to  find  malignancy,  and  two  other  pathologists  had  each  examined 
a  specimen,  also  with  negative  results.  Iodide  of  potassium  was  pre- 
scribed, but  could  not  be  borne.  He  presented  the  case  for  diagno- 
sis. There  was  no  elevation  of  temperature,  and  no  tubercle  bacilli 
had  been  discovered. 

Fracture  of  Nasal  Bones    with    Deviation    and    Perforation    of 
the   Septum. 

Dr.  Freudenthal  also  presented  a  man  who  eight  years  ago  had 
fallen  down  upon  a  stone,  breaking  the  nose.  No  attention  had  been 
paid  to  it  until  about  a  year  later,  when  the  nose  was  found  to  be 
very  crooked.  Now,  he  was  troubled  with  headache  and  dizziness 
as  a  result  of  nasal  obstruction.  When  in  Vienna  about  a  year  ago 
something  was  removed,  apparently  an  exostosis  from  the  right  side. 
In  all  probability  at  the  time  of  the  fall  he  sustained  a  fracture  of 
the  nasal  bone  with  dislocation  of  the  whole  septum.  It  would 
probably  be  necessary  to  remove  the  callus  before  the  deformity 
and  obstruction  could  be  improved. 

Dr.  T.  R.  Chambers  said  that  the  ulceration  in  the  first  case  looked 
to  him  to  be  very  deep,  extending  beyond  the  base  of  the  cords, 
and  yet  Dr.  Freudenthal  had  said  that  the  ulceration  was  very  shal- 
low. 
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Dr.  R.  C.  Myles  said  there  was  a  neoplasm,  apparently  imbedded 
in  the  left  side  of  the  larynx.  There  was  also  fixation  of  the  left 
side  of  the  larynx.  The  case  presented  all  the  characteristics  of 
malignancy. 

Dr.  W.  K.  Simpson  was  of  the  opinion  that  this  was  a  tubercular 
growth.  According  to  his  experience,  tubercular  growths  presented 
a  smoother  appearance  than  malignant.  The  case  seemed  to  him  to 
be  an  example  of  slow  and  insidious  tuberculous  disease  of  the 
larynx.  His  experience  had  been  that  if  the  disease  was  specific 
the  patient  could,  as  a  rule,  tolerate  iodide.  The  fact  of  intolerance 
of  iodide  was  in  some  instances  a  point  of  diagnosis  against  specific 
disease. 

Dr.  Thomas  J.  Harris  said  he  thought  he  had  detected  a  pro- 
liferating tuft  on  one  side,  and  the  growth  appeared  to  him  to  re- 
semble a  papilloma. 

Dr.  E.  Mayer  said  he  was  inclined  to  agree  with  Dr.  Myles  that 
this  was  a  malignant  growth,  even  though  the  examinations  of  the 
specimens  had  so  far  been  negative.  This  by  no  means  negatived 
the  diagnosis  of  malignancy. 

Dr.  T.  Passmore  Berens  said  he  had  seen  a  patient  quite  recently 
who  could  not  tolerate  iodide,  and  yet  he  had  seen  this  person  with 
a  chancre  and  knew  beyond  all  doubt  that  he  was  syphilitic. 

With  regard  to  the  second  case,  he  would  say  that  it  seemed  to 
him  to  be  operable.  The  nasal  bones  should  be  turned  out  upon  the 
face  without  breaking  them,  and  then  the  septum  fractured  and 
splints  applied.     Of  course,  adhesions  must  be  separated. 

Dr.  E.  Mayer  said  he  had  recently  operated  upon  a  similar  case 
by  straightening  up  the  deviation  of  the  septum  and  fracturing  the 
nasal  bones,  and  the  appearance  already  was  very  satisfactory. 

Syphilitic  Disease  of  the  Tongue. 

Dr.  W.  K.  Simpson  presented  a  man  of  30  for  the  purpose  of 
emphasizing  the  difficulty  of  making  the  differential  diagnosis  be- 
tween tuberculosis,  malignancy  and  specific  disease  of  the  tongue, 
simply  from  the  gross  appearance.  He  had  come  under  observa- 
tion about  four  weeks  ago  with  a  history  of  excruciating  pain  in 
the  tongue  and  a  sensation  of  extreme  fullness  associated  with  an 
inability  to  move  the  organ.  The  man  was  unable  to  swallow,  and  as 
a  consequence,  was  emaciating  rapidly.  In  addition  there  was  very 
marked  enlargement  and  hardness  of  one  of  the  glands  underneath 
the  jaw.  Examination  showed  remarkable  hardness  of  the  tongue 
and  a  very  superficial  ulceration,  closely  resembling  a  tubercular 
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ulceration.  It  involved  the  left  side  and  all  of  the  lingual  tonsil,  the 
latter  being  hypertrophied  and  partly  broken  down.  The  character 
of  the  adenopathy  pointed  strongly  to  malignancy.  There  was  an 
indefinite  history  of  syphilis.  The  patient  was  put  upon  antisyphilitic 
treatment  merely  as  an  aid  to  diagnosis,  and  the  improvement  had 
been  so  remarkable  as  to  effectually  dispel  all  doubts  as  to  the  na- 
ture of  the  disease.  There  had  been  practically  an  entire  disap- 
pearance of  the  adenopathy  and  of  the  ulceration,  and  the  swelling 
of  the  tongue  had  entirely  diminished. 

Dr.  Myles  said  that  this  case  reminded  him  of  one  seen  a  few 
years  since  in  consultation  with  a  New  York  surgeon.  His  former 
attending  surgeons  had  strongly  advised  removal  of  the  tongue. 
The  disease  was  thought  to  be  epithelioma,  and  if  this  were  the  case, 
the  case  was  certainly  inoperable.  On  probing  he  had  opened  up 
a  collection  of  pus.  Dr.  Myles  and  the  surgeon  opposed  operation 
and  put  the  patient  on  very  large  doses  of  the  iodide,  with  the 
result  that  a  cure  was  effected  in  a  few  weeks.  In  all  these  cases 
he  would  advise  not  only  the  use  of  iodide,  but  of  puncture,  for 
sometimes  when  the  tumorfied  mass  was  beneath  the  side  of  the 
tongue  calculi  were  at  the  bottom  of  the  trouble. 

Dr.  M.  D.  Lederman  said  that  a  young  woman  had  been  referred 
to  him  by  a  dentist  because  of  difficulty  in  swallowing.  At  the  root 
of  the  tongue  on  the  right  side  was  a  fungoid  mass  an  inch  or  more 
in  diameter.  One  point  appeared  to  be  softened,  and  here  a  probe 
passed  in  about  three-quarters  of  an  inch.  The  condition  had  existed 
three  or  four  weeks.  She  was  given  hypodermic  injections  of  one- 
sixth  of  a  grain  of  bichloride  of  mercury  daily  and  iodide  of  potas- 
sium internally,  and  at  the  end  of  two  weeks  there  was  considerable 
improvement.    This  was  done  because  a  prompt  result  was  desired. 

Complete  Excision  of  the  Epiglottis. 

Dr.  T.  R.  Chambers  presented  in  connection  with  his  paper, 
a  woman  of  22  on  whom  he  had  performed  complete  excision  of  the 
epiglottis.    She  was  now  able  to  swallow  and  could  talk  fairly  well. 

A  Case  for  Diagnosis. 

Dr.  B.  S.  Booth,  of  Troy,  presented  a  woman  of  48,  whose  his- 
tory was  negative  with  the  exception  that  one  sister  had  died  of 
tuberculosis.  The  present  trouble  began  about  four  years  ago,  and 
had  grown  worse  in  the  past  few  months.  There  was  considerable 
thickening  of  the  posterior  nares  and  of  the  uvula  and  soft  palate. 
The  epiglottis  and  lymphoid  tissue  at  the  base  of  the  tongue  were 
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also  considerably  thickened.  She  complained  of  difficulty  in  breath- 
ing, but  there  was  no  pain  or  soreness  on  swallowing.  The  pulse, 
temperature  and  urine  were  normal.  The  case  was  presented  for 
diagnosis,  though  he  was  disposed  to  think  it  was  rhinoscleroma. 

Dr.  H.  Jarecky  said  he  had  presented  a  somewhat  similar  case 
under  the  diagnosis  of  rhinoscleroma.  Both  the  appearances  and 
the  symptoms  of  the  case  now  under  discussion  closely  resembled 
those  of  his  own  case. 

Dr.  E.  Mayer  said  he  felt  that  he  could  make  a  diagnosis  of  lupus 
in  this  case.  The  fact  of  there  being  no  pain,  tuberculosis  in  the  fam- 
ily, and  the  appearance  of  the  epiglottis  led  him  to  make  this  diag- 
nosis. Eventually  tubercle  bacilli  would  be  found  there  if  the  case 
were  one  of  lupus  of  the  larynx.  If  another  specimen  were  sent  to 
the  pathologist  his  attention  should  be  called  to  this  possible  diag- 
nosis, and  he  should  be  requested  to  make  a  very  careful  search 
for  tubercle  bacilli. 

Apparatus  for  Chloroform  and  Oxygen  Anesthesia. 

Dr.  T.  R.  Qiambers  presented  a  convenient  apparatus  for  the  ad- 
ministration of  oxygen  in  connection  with  chloroform.  A  wash- 
bottle  containing  the  chloroform  is  fastened  to  the  gown  of  the 
anesthetizer,  and  the  inlet  tube  of  this  bottle  is  connected  with  the 
oxygen  reservoir.  The  outlet  tube  of  rubber  is  not  less  than  five 
feet  in  length,  to  insure  the  chloroform's  reaching  the  face  mask  in 
the  form  of  vapor.  Ordinarily  the  anesthesia  was  complete  in  from 
one  to  three  minutes. 

Dr.  Wendell  C.  Phillips  said  that  he  had  seen  Dr.  Chambers 
anesthetize  in  this  way  one  very  feeble  patient,  and  he  had  been 
impressed  with  the  fact  that,  although  under  chloroform  for  about 
one  hour,  the  condition  of  this  patient  was  excellent. 

Dr.  E.  Mayer  said  that  the  vaporization  of  chloroform  and  of 
ether  had  been  used  extensively  in  various  parts  of  the  world.  He 
had  seen  it  employed  in  London  in  connection  with  a  double  bulb 
and  hand  pressure.  The  arrangement  by  which  oxygen  could  be 
quickly  used  in  an  emergency  was  a  valuable  feature  of  the  appar- 
atus just  presented. 

New  Electric  Head-Light.. 

Dr.  T.  Passmore  Berens  exhibited  a  new  electric  head-light,  which 
seemed  to  him  to  be  the  most  practical  one  of  its  kind  yet  put  on 
the  market.  It  can  be  used  in  connection  with  a  dry  cell  or  by 
means  of  a  rheostat,  could  be  connected  with  the  ordinary  socket  of 
the  electric  light  fixture. 
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New  Laryngeal  Snare. 

Dr.  R.  C.  Myles  exhibited  a  new  laryngeal  snare,  which  was 
the  only  instrument  of  its  kind  that  he  had  been  able  to  use  in  a  case 
of  papillomatous  degeneration  of  the  mucosa  beneath  the  vocal  cords 
near  the  anterior  commissure.  He  had  found  no  trouble  from 
the  small  fragments  dropping  into  the  bronchi.  The  instrument  was 
intended  for  small  growths. 

Dr.  Coffin  said  he  had  had  a  very  similar  snare  made  for  one  case. 
In  this  instance  he  had  applied  the  laryngeal  forceps  before  using 
the  snare. 

In  Memoriam  of  Dr.  Morris  Asch. 

Dr.  Emil  Mayer  read  this  sketch.  Published  in  extenso  in  The 
Laryngoscope,  January,  1903,  page  17. 

Excision  of  the  Epiglottis,  with  Report  of  a  Case. 

Dr.  Talbot  R.  Chambers  read  this  paper.  This  paper  will  be  pub- 
lished in  full  in  the  February,  1903  issue  of  The  Laryngoscope. 

Dr.  Walter  F.  Chappell  said  that  eight  years  ago  he  had  removed 
two-thirds  of  an  epiglottis  with  a  sarcoma  attached.  The  mass 
measured  four  inches  in  its  largest  circumference.  A  preliminary 
tracheotomy  was  done  and  the  snare  was  then  applied.  There  was 
very  little  reaction,  and  within  a  week  the  woman  was  out  of  the 
hospital.  When  seen  a  month  later  the  remainder  of  the  epiglottis 
had  fallen  over,  partially  filling  the  gap  left  by  the  operation.  The 
woman  is  still  alive  and  well.  The  diagnosis  was  made  by  Dr.  E.  K. 
Dunham,  who  said  at  the  time  that  the  type  of  growth  was  such 
that  it  was  not  likely  to  recur. 

Dr.  W.  Freudenthal  said  that  he  had  been  fortunate  enough  to 
have  the  opportunity  of  seeing  this  operation  by  Dr.  Chambers, 
and  at  the  first  examination  it  had  impressed  him  as  a  case  of  tuber- 
culosis. He  thought  these  tumors  should  always  be  removed.  The 
.  operation  was  difficult,  largely,  he  thought,  because  a  proper  scis- 
sors or  forceps -was  not  at  hand,  or  rather  was  made.  He  had  ex- 
pected that  edema  would  follow  the  operation,  because  of  the 
amount  of  manipulation  demanded,  but  this  had  not  occurred.  In 
another  case  he  would  prefer  to  do  the  operation  without  general 
narcosis. 

Dr.  T.  J.  Harris  said  that  he  had  in  mind  a  case  upon  which  Dr. 
J.  W.  Gleitsmann  had  operated  for  him.  The  operation  was  done 
in  the  upright  position  under  cocain,  and  there  was  practically  a 
complete  excision,  if  his  memory  served  him.     The  man  was  in  a 
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bad  condition  at  the  time,  and  there  was  considerable  reaction,  in- 
cluding edema.  Contrary  to  expectation,  deglutation  was  not  im- 
proved, nor  was  the  patient  made  more  comfortable. 

Dr.  R.  C.  Myles  said  that  the  case  he  had  reported  appeared  in  the 
October  number  of  the  N£w  Orleans  Medical  Journal  for  1887. 
The  operation  was  easily  done  under  cocain  anesthesia,  and  there 
was  practically  an  absence  of  pain.  He  would  expect  more  pain 
in  a  tuberculous  growth.  The  growth  was  removed  with  an  instru- 
ment similar  to  the  one  Dr.  Roe  describes  as  his  instrument  for  re- 
moving the  glands  at  the  base  of  the  tongue.  The  secret  of  the 
successful  action  of  this  instrument  was  that  it  could  be  forced  down- 
ward over  the  epiglottis  with  one  hand  while  the  tongue  was  firmly 
held  with  the  other.  The  epiglottis  could  be  fixed  with  a  needle 
and  string  if  need  be,  and  then  pulled  up  and  severed  with  a  suit- 
able instrument.  All  the  operations  that  he  had  seen  done  on  this 
region  under  general  anesthesia  had  been  more  difficult. 

Dr.  W.  K.  Simpson  said  that  the  selection  of  the  internal  or  ex- 
ternal operation  sh6uld  depend  upon  the  extent  of  the  lesion.  When 
the  entire  area  of  the  epiglottis  was  not  involved  the  internal  opera- 
tion should  be  selected;  on  the  other  hand,  when  there  was  much 
dep  infiltration  extending  into  the  base  and  surrounding  tissue,  the 
external  operation  should  be  chosen. 

Dr.  E.  Mayer  said  that  it  had  been  his  good  fortune  to  see  three 
cases  of  lupus  of  the  larynx.  It  should  be  remembered  that  lupus 
was  really  an  attenuated  tuberculosis,  and  the  patient  with  lupus 
would  eventually  succumb  to  tuberculosis.  In  one  of  the  cases, 
although  no  tubercle  bacilli  were  found  at  the  time,  the  patient 
died  eighteen  years  later  of  tuberculosis.  The  same  termination  was 
noted  in  the  other  cases,  but  after  a  shorter  interval     He  thought 

Malignant  Tumors  of  the  Nasopharynx. 

Dr.  Francis  J.  Quinlan  presented  this  paper,  confining  his  re- 
marks strictly  to  primary  growths.  This  paper  will  be  published 
in  full  in  a  subsequent  issue  of  The  Laryngoscope. 

Dr.  W.  Freudenthal  said  he  had  under  treatment  a  case  of  cancer 
of  the  larynx  in  which  the  disease  had  been  arrested  for  nine  months 
by  electrical  treatment.  He  had  applied  the  brush  discharge  directly^ 
to  the  larynx  by  means  of  a  curved  tube,  and  the  method  seemed 

Dr.  T.  R.  Chambers  referred  to  a  case  of  pure  carcinoma  (that 
was  the  microscopical  report)  of  the  upper  septum  which  he  ha. I 
removed  three  years  ago,  and  to  his  surprise  there  had  been  so  far 
no  recurrence. 
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Dr.  M.  D.  Lederman  said  that  he  had  shown  to  the  Society  a  case 
of  small  round-cell  sarcoma/ which  had  done  very  well  under  the 
treatment  by  ligation  of  the  carotid.  This  alone  had  reduced  the 
growth  about  two-thirds  in  size.  The  superior  maxilla  was  finally 
resected,  and  the  patient  was  known  to  have  been  alive  seven  years 
afterward.  This  case  had  received  Colly's  injections  without  result, 
and  the  disease  was  very  extensive,  involving  both  nares,  and  at- 
tacking the  sphenoid  bone.  Under  Dr.  Dawbarn's  care  the  surgical 
treatment  was  carried  out,  with  an  unexpected  recovery. 

Dr.  T.  J.  Harris  asked  if  malignant  disease  of  the  naso-pharynx 
was  still  to  be  looked  upon  as  a  rare  condition.  About  two  years 
ago  he  had  had  under  his  care  at  the  hospital  a  case  of  malignant 
disease  of  the  nasopharynx.  There  was  rapid  recurrence  after  a  very 
thorough  removal  of  the  disease. 

Dr.  Quinlan  desired  to  thank  the  Section  for  the  criticism  of  his 
paper.  He  regretted  the  absence  of  Drs.  Bryant  and  Dawbarn,  who 
promised  to  attend  but  who  were  both  unavoidably  kept  away.  The 
operation  of  Dr.  Dawbarn  has  certainly  stood  tHe  test  of  time  and 
has  proved  a  great  boon  to  that  otherwise  hopeless  class  of  cases. 
The  patient  of  Dr.  Lederman  was  operated  upon  by  Dr.  Dawbarn 
seven  years  ago  and  is  alive  and  well  today.  This  case,  as  many 
others,  attest  the  strength  of  the  new  departure  from  traditional 
methods.  The  paper  on  this  subject  is  well  worth  reading,  the  liter- 
ature places  before  use  much  material  that  must  have  cost  the  author 
hours  of  labor  and  research. 
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Seventy-sixth  Ordinary  Meeting,  November  yth,  1^02. 
E.  Cresswell  Baber,  M.  B.,  President,  in  the  Chair. 
The  following  cases  and  apparatus  were  shown : 

A  Case  of  Tertiary  Syphilis  of  the  Larynx  in  a  Man  aet.  26. 

Shown  by  Mr.  De  Santi.  The  man  originally  attended  Mr.  de 
Santi's  clinic  in  October,  four  years  ago,  with  secondary  syphilis. 
At  that  time  the  patient  had  a  well-marked  rash  and  the  usual  ulcer- 
ation of  the  tonsils,  soft  palate,  and  buccal  mucous  membrane.  He 
also  had  a  hoarse  voice,  and  on  examination  was  found  to  have 
well-marked  laryngitis,  the  latter  presenting  the  usual  mottled  dis- 
coloration of  secondary  syphilitic  laryngitis.  He  was  put  under 
mercury,  and  topical  applications  made  to  the  larynx.  The  patient 
attended  irregularly  for  some  nine  months,  and  although  the  skin 
eruption  and  ulceration  of  the  tonsils  soon  disappeared,  the  laryngitis 
remained  obstinate.  He  had  been  advised  to  give  up  smoking  and 
over-use  of  the  voice,  but  did  not  observe  these  instructions. 

The  patient  was  lost  sight  of  until  October,  1902,  when  he  again 
returned  to  the  Westminster  Hospital.  He  stated  he  had  always  had 
a  hoarse  voice  since  October,  1898,  and  that  he  had  been  under 
treatment  at  various  hospitals,  especially  Golden  Square.  At  the 
last  named  institution  he  had  been  under  Dr.  Powell,  who  had  put 
him  on  iodide  of  potassium  gr.  40  three  times  a  day,  and  had  ap- 
plied various  paints  and  sprays  to  the  larynx.  Dr.  Powell  had  also 
on  six  or  seven  occasions  tried  to  use  endolaryngeal  forceps. 

At  present  the  patient  complains  of  a  hoarse  voice,  some  diffi- 
culty in  breathing,  and  slight  pain.  Examination  of  the  lar)rnx  shows 
both  cords  chronically  inflamed,  especially  the  left.  On  the  left  cord 
is  a  large,  firm,  red  out-growth  or  excresence ;  in  the  interarytenoid 
space  is  a  large  swelling  which  presents  cicatricial  changes.  The 
cords  cannot  be  properly  approximated  owing  to  the  growth  on 
the  left  vocal  cord. 

The  patient  is  brought  before  the  Society  on  the  question  of 
treatment.  He  has  had.  a  long  course  of  large  doses  of  iodide  of 
potassium,  topical  applications  to  the  larynx,  and  even  attempts  to 
remove  endolaryngeally  some  of  the  outgrowth  from  the  cord,  but 
without  any  apparent  benefit.     He  is  now  getting  both  pain  and 
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difficulty  in  breathing,  and  bearing ^n  mind  the  course  these  cases 
of  tertiary  syphilis  of  the  larynx  are  apt  to  follow,  the  question 
arises  as  to  the  advisability  of  performing  a  thyrotomy  and  remov- 
ing the  diseased  intra-laryngeal  area. 

Dr.  FitzGerald  Powell  said  this  patient  had  been  under  his  care 
for  some  time,  when  he  thought  there  was  possibly  a  syphilitic  his- 
tory, although  he  diagnosed  the  case  as  one  of  pachydermia  laryngis. 
He  endeavored  on  one  or  two  occasions  to  remove  portions  of  the 
growth,  but  he  found  them  very  tough,  and  could  only  be  taken 
away  with  a  considerable  amount  of  force.  The  size  of  the  growths 
was  nothing  like  that  now  seen.  At  the  beginning  of  the  case  there 
was  evidently  pachydermia  laryngis,  but  the  growth  which  was  now 
coming  out  from  the  ventricle  looked  of  doubtful  origin. 

Dr.  Lack  thought  that  one  of  Mr.  de  Santi's  cases  was  an  instance 
of  pachydermia  laryngis.  The  other  was  a  syphilitic  overgrowth 
which  he  thought  might  be  treated  by  removing  pieces  through  the 
mouth. 

Dr.  Milligan  suggested  the  inunction  of  mercury.  This  course 
was  usually  followed  in  primary  and  secondary  conditions.  As- 
suming this  to  be  tertiary  syphilis  of  the  larynx,  he  considered  it 
might  be  very  advisable  to  put  the  boy  through  a  course  of  inunc- 
tion over  the  larynx  if  this  had  not  already  been  done. 

Mr.  F.  J.  Steward  asked  if  a  formalin  spray  had  been  used  for 
this  boy,  as  he  had  had  good  results  from  its  employment  in  a 
somewhat  similar  case. 

In  answer  to  Dr.  Powell,  Mr.  de  Santi  was  surprised  that  he 
should  have  put  the  patient  whilst  under  his  treatment  on  such 
large  doses  of  iodide  of  potassium  if  he  thought  the  case  'to  be 
pachydermia.  In  answer  to  Dr.  Milligan,  he  agreed  with  his  sug- 
gestion of  inunction  of  mercury,  but  had  already  tried  it,  and  ap- 
parently without  benefit.  Altogether  Mr.  de  Santi  was  disappointed 
that  members  had  not  brought  forward  any  suggestions  as  to  treat- 
ment. 

Ca$e  for  Diagnosis — Man  with  Orowili  on  Left  Vocal  Cord. 

Shown  by  Mr.  de  Santi.  This  patient  came  to  Westminster  Hos- 
pital Throat  Clinic  in  May,  1902,  with  a  history  of  hoarseness,  sore 
throat  and  pain  in  left  chest  anteriorly.  He  had  had  these  symptoms 
about  six  months.  Dr.  Hebb,  Mr.  de  Santi's  colleague,  had  ex- 
amined the  patient's  chest,  but  found  no  physical  signs  of  disease. 
Examination  of  the  larynx  revealed  marked  thickening  and  red- 
dening of  the  posterior  third  of  both  vocal  cords,  and  a  tumor, 
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pyramidal  in  shape,  with  its  base  attached  to  the  left  vocal  cord 
posteriorly ;  also  a  well  defined  swelling  in  the  interarytenoid  space. 
The  cords  moved  freely,  and  the  patient  could  speak  with  but  little 
hoarseness.  His  occupation  was  that  of  a  bargeman ;  he  had,  there- 
fore, to  use  his  voice  to  excess,  and  he  also  consumed  a  good  deal 
of  spirits.  The  diagnosis  rested  between  tubercle  and  pachydermia. 
Examination  of  the  sputum  for  tubercle  bacilli  was  negative,  also 
examination  of  the  chest.  Mr.  de  Santi  removed  on  two  occasions 
a  piece  of  the  growth,  and  the  reports  microscopically  were  that 
tne  growth  was  papillomatous. 

Since  May  the  condition  has  altered  in  so  far  as  that  the  growth 
was  very  much  less  in  size,  that  a  slight  cup-like  depression  now- 
existed  on  the  opposite  cord,  and  that  the  general  appearance  was 
much  more  that  of  pachydermia  laryngis.  This  is  confirmed  by 
the  absence  of  any  physical  signs  of  tubercle,  by  the  absence  of 
pain,  the  very  fair  voice  existing  and  the  history  of  alcohol  and 
over-use  of  the  voice. 

Extensive  Fenestration  of  the  Anterior  Pillars  of   the  Fauces. 

Shown  by  Mr.  Creswell  Baber.  The  patient  a  boy  aet.  13,  had 
not  had  scarlet  fever,  smallpox  or  diphtheria.  He  had  had  measles 
at  six  years  of  age  and  mumps  soon  afterwards.  His  mother  no- 
ticed that  his  throat  was  peculiar  when  he  was  about  six  years 
old.  He  had  suffered  with  his  throat,  on  and  off,  since  two  years 
of  age,  having  attacks  of  swelling  of  the  tonsils,  with  cough  and 
tightness  in  breathing.  There  was  only  one  other  child,  aet.  2,  and 
this  child's  palate  is  normal.  The  mother  had  not  lost  any  children 
and  had  had  no  miscarriages. 

The  anterior  pillars  of  the  fauces  were  reduced  to  thin,  movable 
hair-glass-shaped  bands.  The  left  pillar  measured  about  5  milli- 
metres across  at  its  narrowest  part;  the  right  less.  A  probe  could 
be  passed  under  the  pillars,  and  the  tonsils,  which  were  somewhat 
enlarged,  were  seen  on  both  sides  of  the  bands,  almost  the  whole 
of  their  outline  being  visible.  There  were  adenoius  present,  and 
thickening  on  both  sides  of  the  cartilaginous  septum,  probably  the 
result  of  a  blow  on  the  nose  from  falling  down  an  area  some  years 
ago.  As  there  was  no  distinct  scarring,  the  case  seemed  probably 
congenital  in  character. 

The  President  said  he  should  be  interested  to  know  if  the  mem- 
bers agreed  as  to  the  congenital  origin  of  this  case.  He  proposed 
removing  the  adenoids  and  invited  opinions  as  to  the  advisability 
of  abscising  the  tonsils. 
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Dr.  Scanes  Spicer  advised  the  cautious  reduction  of  the  hyper- 
trophied  parts  of  the  tonsils,  because  of  the  marked  interference 
with  the  speech. 

Dr.  Dundas  Grant  proposed  that  a  drawing  should  be  made  of 
all  these  cases.  They  were  rare,  but  the  number  of  them  seen  at 
the  Society's  meetings  was  gradually  increasing,  and  there  was  a 
great  difference  of  opinion  as  to  their  origin.  This  case  did  not 
clear  up  the  matter  very  materially.  He  thought  the  right  side 
looked  more  like  a  congenital  malformation  than  the  left,  which 
seemed  to  have  been  the  seat  of  some  ulceration.  The  case  was 
different  from  any  he  had  previously  seen. 

Dr.  FitzGerald  Powell  said  that  in  most  of  the  cases  he  had  seen 
exhibited  at  this  Society  there  was  evidence  of  more  or  less  "scar 
tissue;"  in  this  case  it  was  entirely  absent.  It  was  the  general  opin- 
ion of  the  members  that  in  the  cases  referred  to  the  cause  was  not 
developmental.  This  case  of  the  President's  certainly  had  the  ap- 
pearance of  being  so. 

Sir  Felix  Semon  said  that. in  the  case  which  he  had  recently  re- 
lated to  the  Society,  accompanied  by  a  drawing,  there  was  no  cica- 
tricial tissue  whatever.  What  struck  him  as  the  most  forcible  argu- 
ment about  these  cases  was :  Why  should  there  usually  be  a  sym- 
metrical ulceration  in  the  pillars  of  the  fauces?  This  fact,  to  his 
mind,  greatly  favored  their  congenital  origin. 

Case  of  Double  Abductor  Paralysis  with  Swelling  of  the  Ary- 
tenoids in  a  Man  set.  38. 

Shown  by  Mr.  Charles  A.  Parker.  The  patient,  a  color  grinder, 
was  first  seen  on  October  9th  suffering  from  marked  laryngeal 
stridor.  He  stated  that  his  trouble  had  commenced  three  months 
previously  with  a  sore  throat,  and  had  been  gradually  getting  worse. 
Dyspnoea  had  been  a  prominent  symptom  for  the  last  two  weeks. 
There  was  a  history  of  loss  of  flesh.  No  history  or  signs  of  syphilis. 
On  examination  of  the  larynx  the  cords  were  found  to  be  fixed  in  the 
middle  line,  and  the  arytenoids  to  be  swollen  and  red,  but  not  edema- 
tous. The  pupils  were  unequal,  the  right  being  the  larger.  There 
was  no  diplopia,  and  no  optic  neuritis  or  atrophy  was  found.  There 
were  no  other  symptoms  of  tabes  or  other  nervous  lesion.  On  ex- 
amination of  the  chest,  harsh  breathing,  prolonged  expiration,  and 
increased  vocal  resonance  were  found  over  the  left  apex,  but  no 
adventitious  sounds  could  be  heard.  There  was  some  difficulty  of 
deglutition,  the  patient  being  unable  to  take  solids. 
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Subsequently  to  admission  to  hospital  a  tracheotomy  had  to  be 
performed  for  ihe  relief  of  dyspnea.  The  sputum  was  twice  exam- 
ined for  tubercle  bacilli,  with  negative  results,  and  a  large  bougie 
was  passed  without  difficulty,  except  that  it  seemed  gripped  about 
the  level  of  the  cricoid.  The  inequality  of  the  pupils  varied,  for  a 
few  days  the  right  being  the  larger,  and  then  for  a  few  days  the 
left.  After  tracheotomy  deglutition  improved,  the  patient  shortlv 
being  able  to  take  solids. 

Mr.  Parker  brought  the  case  forward  for  diagnosis.  At  first  he 
had  been  doubtful  whether  it  was  a  case  of  fixation  or  paralysis  of 
the  cords,  and,  if  the  latter,  whether  it  was  due  to  a  central  nervous 
lesion  or  to  pressure  on  the  recurrents  by  a  malignant  growth  of 
the  esophagus.  At  the  present  time  the  arytenoids  were  more  ede- 
matous, and  the  condition  suggested  tubercular  mischief  with  fix- 
ation of  the  cords. 

Case  of  Removal  of   the  Epiglottis  for  Tuberculous  Disease  in 
a  Male  set.  35. 

Shown  by  Mr.  Richard  Lake.  The  prominent  symptom  in  this 
case  had  been  intense  dysphagia,  for  which  reason  the  epiglottis  had 
been  amputated  over  four  weeks  ago  by  means  of  the  galvona-cau- 
tery  snare.  When  removed  it  was  found  to  be  nearly  half  an  inch 
thick  where  cut  through,  and  the  posterior  or  pharyngeal  surface 
was  deeply  ulcerated.  The  rest  of  the  larynx  was  diseased,  ^nd 
had  not  yielded  entirely  to  treatment,  but  *the  stump  of  the  epi- 
glottis was  soundly  healed  and  of  normal  thickness.  Dysphagia 
ceased  immediately  after  the  operation  and  did  not  recur.  The  gen- 
eral condition  of  the  patient  was  markedly  improved  since  he  had 
been  able  to  take  his  food  in  comfort. 

Pedunculated  Pharyngeal  Growth,  probably  dating  from  birth, 
in  a  Boy  act.  15  Years. 

Shown  by  Dr.  Donelan.  There  were  two  growths  present.  The 
large  one  probably  began  as  a  papilloma  arising  from  the  upper  sur- 
face of  the  anterior  growth  of  the  left  vocal  cord,  and  had,  in  the 
course  of  years,  become  fibrous  and  pedunculated.  The  smaller 
tumor  was  sessile,  sub-glottic  and  situated  immediately  below  the 
anterior  commissure.  The  mother  thought  the  aflfection  dated  from 
birth,  as  from  the  first  he  had  had  a  peculiar  hoarse  cry,  and  in  voice 
had  always  been  hoarse.  The  large  growth  and  its  peduncle  in  each 
inspiration  were  drawn  through  the  glottis,  which  they  momentarily 
filled  almost  completely.     The  influence  of  this  respiratory  obstruc- 
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tion  acting  through  so  many  years  showed  itself  in  the  stunted  and 
anaemic  appearance  of  this  youth,  while  the  other  ^  members  of  his 
family  were  healthy  and  well  grown. 

The  President  thought  the  case  looked  like  one  of  papilloma. 

A  Readily  Improvised  Working  Model  to  Demonstrate  the  Air 
Channels  and  Currents  in  the  Nasal  Cavities  in  Normal 
and  Impeded  Nasal  Respiration. 

Shown  by  Dr.  Scanes  Spicer.  This  apparatus  had  been  con- 
trived from  objects  which  would  probably  be  in  the  possession  of 
most  rhinologists.  It  consisted  of  a  Betz  plaster  model  of  the  half 
head  as  seen  on  medial  sagittal  section,  the  septum  nasi  having 
been  removed;  a  soft,  flexible,  perforated  metal  Asch's  nasal  tube 
splint;  12  inches  of  indiarubber  tubing  (^  inch  in  diameter)  ;  some 
plasticine  modelling  composition;  and  a  sheet  of  clear  glass  lo  by 
8  inches.  The  flexible  metal  tube  was  moulded  to  represent  accu- 
rately the  form  and  dimensions  of  the  vestibule  and  rima  naris,  and 
then  puddled  on  to  the  alar  region  of  the  plaster  model  with  plas- 
ticine; the  rubber  tubing  was  similarly  affixed  to  the  lower  end  of 
the  pharynx  of  the  model.  A  cord  of  plasticine,  Yz  inch  in  diam- 
eter, was  then  accurately  affixed  to  the  margins  of  the  nasal  and 
nasopharyngeal  cavities  of  the  model,  and  the  sheet  of  glass  pressed 
down  so  as  to  allow  no  leak  anywhere.  The  model  was  now  filled 
with  smoke  from  a  cigarette  through  the  rubber  tube. 

On  inspiring  or  expiring  air  through  the  rubber  tube,  the  pas- 
sage of  the  entering  or  out-going  current  of  air  through  the  dense 
smoke  could  be  easily  traced.  The  normal  inspiratory  current  in 
quiet  breathing  is  seen  to  issue  from  the  rima  and  spread  out  like  a 
fan  to  impinge  on  the  front  part  of  the  middle  turbinated  body  and 
adjacent  parts.  It  then  sweeps  rapidly  round  the  roof  of  the  nose 
and  nasopharynx,  passing  chiefly  through  the  upper  two-thirds  of 
the  nasal  cavity.  A  vortex  is  also  seen  to  be  formed  by  a  current 
becoming  detached  from  the  main  stream  just  in  front  of  the  pos- 
terior nares,  which  impinges  downwards  and  forwards  on  to  the 
floor  of  the  nose,  and  then  curls  round  the  front  end  of  the  inferior 
turbinated  body.  The  inspiratory  current  does  not  normally  pass 
through  the  inferior  meatus. 

The  normal  expiratory  current  in  quiet  breathing  passes  chiefly 
through  the  lower  two  meatuses,  and  a  vortex  is  formed  in  the 
fore  part  of  the  nasal  cavity  in  a  reverse  direction  to  that  of  the 
preceding. 
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The  glass  can  now  be  removed,  and  any  pathological  condition, 
such  as  spurs,  deflections,  polypi,  adenoids,  etc.,  can  be  represented 
in  size  and  position  by  lumps  of  plasticine,  and  on  replacing  the  glass 
as  before  their  effects  in  diverting  the  normal  currents  can  be^easilv 
studied  and  the  conditions  varied. 

Dr.  Spicer  thought  it  might  with  reason  be  objected  that  the 
anatomical  conditions  were  not  exactly  reproduced,  and  that  the 
ala  did  not  move  as  in  normal  respiration;  but  the  approximation 
must  be  fairly  accurate,  for  it  was  remarkable  how  the  results  agreed 
with  Paulsen's  and  Franke's  researches  on  the  cadaver,  and  Park- 
er's deductions  from  his  lycopodium  powder  experiments. 

The  full  results  of  observations  made  would  be  deferred  for  a 
future  communication,  but  in  the  meantime,  considering  how  read- 
ily the  apparatus  could  be  arranged  and  worked,  doubtless  many 
rhinologists  would  test  it  and  compare  the  results  with  their  pre- 
vious ideas  on  the  subject. 

Left  Ai\tral  Empyema,  followed  by  Abcess  of  Hard  Palate  and 
of   Septum  Nasi. 

Shown  by  Mr.  Hunter  Tod.  The  patient  was  a  medical  student, 
who  three  months  ago  had  had  a  severe  attack  of  toothache  on  the 
left  side,  followed,  on  the  second  day  after  the  onset,  by  swelling 
of  the  face,  and  on  the  fourth  day  of  the  hard  palate  on  the  same 
side  also.  On  the  sixth  day  an  abscess  of  the  palate  had  burst  into 
the  mouth;  at  the  same  time  he  had  noticed  his  nose  had  become 
swollen  and  obstructed.  Two  weeks  after  onset  a  dentist  extracted 
the  second  incisor,  canine  and  first  bicuspid  tooth.  The  swelling  of 
the  face  gradually  diminished.  Mr.  Tod  saw  him  three  days  later. 
He  then  had  an  obvious  abscess  of  the  septum,  which  blocked  both 
anterior  and  posterior  nares.  The  left  antrum  was  dark  on  trans- 
illumination. The  abscess  of  the  septum  was  incised;  much  offen- 
sive pus  escaped,  and  the  nose  was  kept  clean  by  a  simple  wash. 
A  month  later  the  nose  appeared  healthy  but  for  great  thickening 
of  the  septum,  seen  by  posterior  rhinoscopy;  and  there  was  a  drop 
of  pus  in  the  middle  meatus  of  the  left  side  of  the  nose.  The  sec- 
ond molar  was  extracted,  and  the  antrum,  which  contained  much 
pus,  was  drained  through  the  alveolar  arch.  The  patient  was  now 
practically  well.  There  wars  no  necrosis  of  bone,  and  no  perforation 
of  the  septum. 

The  President  suggested  that  the  teeth  had  caused  inflammation 
on  the  palatal  surface  and  inside  the  antrum,  producing  a  palatal 
abscess  and  an  abscess  on  the  septum,  and  at  the  same  time  one  in 
the  antrum. 
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Mr.  C.  A.  Parker  said  he  had  recently  had  a  rather  similar  case, 
as  far  as  the  septum  was  concerned,  in  a  child  seven  years  old. 
There  was  a  considerable  amount  of  necrosis  of  the  alveolar  process 
abov^  the  right  central  and  .lateral  incisors,  and  a  well-marked  ab- 
scess showing  on  either  side  of  the  septum. 

Mr.  Hunter  Tod  said  the  onset  was  so  very  sudden.  He  was  not 
sure  whether  the  antrum  was  first  affected  or  not,  but  the  history 
of  the  case  had  its  commencement  in  tooth  trouble. 

Double  Antral  and  Frontal  Sinus  Disease;  Left  Side  cured  by 
Radical  Operation;  Question  of  Operating  on  the  Right 
Side. 

Shown  by  Mr.  Hunter  Tod.  The  trouble  in  this  case  probably 
dated  from  an  attack  of  influenza  in  1897,  since  then  the  patient  had 
suffered  from  headaches,  gradually  increasing  in  severity,  and  had 
noticed  much  purulent  discharge  from  right  side  of  nose.  The 
headaches  had  incapacitated  him  from  working  since  onset. 

About  Christmas,  1901,  there  was  an  abscess  over  the#left  eye. 
This  was  scraped  twice  at  a  provincial  hospital.  On  admission 
to  the  London  Hospital  the  left  eye  was  nearly  closed  from  cedema 
and  infiltration  of  the  supra-orbital  tissues,  and  there  was  a  tiny 
fistula  leading  into  the  frontal  sinus.  The  nasal  cavity  on  that  side 
was  normal.  The  right  side  was  filled  with  polypi,  and  there  was 
much  pus.  The  anterior  half  of  the  right  middle  turbinate  and  the 
polypi  were  removed.  A  week  later,  after  cleansing  the  nose,  the 
antrum  was  explored  with  a  fine  trocar;  it  contained  pus.  Similarly 
a  cannula  was  passed  into  the  fronto-nasal  duct,  and  pus  was  washed 
out  of  the  frontal  sinus.  Exploration  of  the  left  antrum  proved  it 
full  of  pus,  although  the  nasal  cavity  appeared  normal. 

A  radical  operation,  consisting  of  removal  of  all  the  anterior  and 
inferior  wall  of  the  left  frontal  sinus,  which  was  filled  with  polypi 
and  pus,  was  performed,  and  a  passage  made  into  the  nose.  The 
patient  was  practically  well  on  the  seventh  day  and  left  the  hospital 
on  the  tenth.  A  tube  was  worn  in  the  fronto-nasal  duct  for  two 
months.     Since  then  there  had  been  no  recurrence. 

The  antra  were  drained  via  the  alveolar  arch.  The  left  side  was 
now  cured.  There  was  still  pus  in  the  right  frontal  and  antral 
sinuses,  proved  by  repeated  washing  oijt  of  the  sinuses.  The  pa- 
tient, however,  since  the  operation  on  the  frontal  sinus,  had  had 
no  further  headache,  and  felt  and  looked  well.  He  had  not  been 
seen  for  two  months  before  being  shown  to  the  Society.  He  had 
now   so   greatly   improved  that  the  question  of  operation   on  the 


SOCIETY   PRCCEEDINGS.  73 

right  side  hardly  arose.  There  was  considerable  flattening  over  the 
left  frontal  sinus,  but  to  this  the  patient  did  not  object. 

The  President  said  there  seemed  to  be  a  free  exit  for  the  dis- 
charge from  the  right  frontal  sinus,  and  as  Mr,  Tod  was  able  to 
syringe  it  out  easily  and  the  man  had  no  particular  symptoms,  he 
thought  it  was  well  to  leave  that  sinus  alone,  save  for  syringing  at 
regular  intervals.  It  would  be  useless  operating  radically  on  the 
right  antrum  till  the  right  frontal  sinus  was  better,  since  it  might 
be  emptying  itself  into  the  antrum. 

Dr.  Herbert  Tilley  congratulated  Mr.  Tod  on  the  result  of  the 
operation  on  the  left  frontal  sinus,  and  thought  that  a  similar  oper- 
ation on  the  right  side  would  be  the  only  means  of  curing  the  head- 
ache from  which  the  patient  suffered,  and  which  was  obviously  due 
to  the  suppuration  in  that  sinus.  If  the  headaches  were  not  very 
severe  the  operation  was  not  urgent,  because  very  little  pus  was 
present  in  the  right  nostril. 

Mr.  Tod  said  the  patient  was  not  subject  to  very  severe  head- 
aches, but  only  to  occasional  slight  attacks  which  were  removed  by 
washing  out  the  right  frontal  sinus. 

A  Case  of  Obscure  Lardaceous=Looking  Variable  Infiltration  of 
the  Uvula,  Soft  Palate,  and  Right  Arytenoid  Cartilage  in 
a  Lady  ast.  30. 

Shown  by  Sir  Felix  Semon.  The  patient  was  first  seen  on  July 
1 2th  of  the  present  year,  with  a  history  of  long-standing  throat 
trouble,  and  occasional  difficulty  in  swallowing.  She  had  been  seen 
by  various  medical  men,  all  of  whom,  according  to  her  statements, 
had  considered  the  affection  as  rather  serious,  but  had  apparently 
not  known  what  to  make  of  it. 

On  examination  an  almost  lardaceous  condition  of  the  uvula  was 
seen;  that  was  to  say,  the  uvula  and  the  adjacent  parts  of  the  soft 
palate  were  considerably  infiltrated,  and  at  the  same  time  quite 
smooth  to  sight  and  touch,  whilst  the  most  characteristic  point  con- 
sisted in  the  peculiar  yellowish  color  of  the  affected  parts,  remind- 
ing one  of  nothing  so  much  as  of  the  appearance  of  a  kidney  which 
had  undergone  lardaceous  degeneration.  In  the  larynx  there  was  a 
similar  condition  of  the  mucous  membrane  over  the  right  arytenoid 
cartilage.  The  left  looked  slightly  more  edematous,  reminding  one 
of  the  ordinary  pseudo-edematous  infiltration  of  tuberculosis;  still 
although  more  transparent  than  its  fellow,  it  had  a  similar  yellov/ 
color  as  the  right  arytenoid. 
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There  was  no  evidence  of  kidney  trouble,  but  on  examination  of 
the  legs  there  was  slight  pittting  on  pressure,  particularly  over  the 
external  malleoli. 

Her  voice  was  normal.  There  was  no  pain,  and  no  difficulty  in 
breathing.    The  organs  of  the  chest  were  normal. 

The  urine  had  been  examined  later  and  found  perfectly  normal. 
On  July  14th,  1902,  the  local  condition  of  both  pharynx  and  larynx 
was  much  better  than  three  days  previously.  The  patient  was  given 
an  arsenic  and  iron  mixture. 

On  July  29th,  1902,  the  swelling  both  of  the  uvula  and  of  the 
right  arytenoid  cartilage  was  much  more  marked  than  on  the  oc- 
casion of  her  last  visit,  and  the  color  was  much  more  that  charac- 
teristic lardaceous  yellow  which  had  been  observed  on  the  occasion 
of  the  first  examination.  The  condition  apparently  varied  from 
day  to  day. 

On  November  6th,  1902,  the  patient  was  found  to  have  been  dis- 
tinctly better  since  last  seen,  and  had  only  occasionally  had  slight 
difficulty  in  swallowing.  The  uvula  as  well  as  the  right  arytenoid 
cartilage  now  looked  much  less  infiltrated  than  they  were  in  July. 

Remarking  on  this  case  Sir  Felix  Semon  said :  "This  is  the 
third  case  of  the  kind  which  I  have  ever  seen,  and  I  am  not  aware 
that  the  condition  has  ever  been  described. 

"My  first  case,  which  I  saw  very  many  years  ago,  occurred  in 
the  wife  of  a  practitioner  in  the  Midlands ;  the  lady's  age  was  about 
30.  In  her  case  the  condition  was  much  more  marked  and  general 
than  in  the  present  one,  and  I  at  first  thought  that  it  was  a  case 
of  tuberculous  infiltration,  distinguished  only  from  the  ordinary  cases 
by  the  peculiar  yellow  color  of  the  affected  parts,  as  the  infiltration 
involved  not  only  the  uvula  and  the  soft  palate,  but  also  the  epi- 
glottis and  both  arytenoid  cartilages.  In  that  case  the  general  dis- 
comfort and  the  difficulties  in  swallowing  were  much  greater  than 
in  the  present  case,  and  no  method  of  treatment  had  any  effect  whilst 
the  patient  was  under  periodical  observation,  which  extended  over 
nearly  two  years.  I  was,  therefore,  not  a  little  surprised  when  again, 
about  two  years  afterwards  the  patient  called  on  me  to  show  me 
that  there  had  been  a  return  to  perfectly  normal  conditions.  There 
was  as  little  known  cause  for  the  restoration  to  health  as  there  had 
been  for  the  original  affection. 

"The  third  case,  which  also  occurred  in  a  lady,  set.  about  40, 
I  only  saw  once.  In  that  case  the  conditions  were  very  much  as  in 
the  patient  now  shown. 
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"I  cannot  make  the  least  suggestion  as  to  the  pathology  of  these 
cases,  and  bring  my  case  forward  with  the  double  purpose  of  giv- 
ing the  members  of  the  Society  the  opportunity  of  seeing  these  most 
unusual  conditions,  and  of  possibly  obtaining  some  help  with  re- 
gard to  its  pathology  and  treatment." 

The  President  asked  if  any  member  had  seen  a  similar  case;  if 
so  it  would  be  interesting  to  hear  his  experience. 

Dr.  FitzGerald  Powell  suggested  that  a  portion  of  the  uvula 
should  be  taken  off  and  submitted  to  microscopical  examination. 

Sir  Felix  Semon  replied  that  he  would  follow  Dr.  FitzGerald  Pow  • 
ell's  advice,  if  the  lady  consented. 

A  Case  of  Ulceration  of  the  Left  Tonsil  with  Acute  and  Consid= 
erable  Enlargement  of  Numerous  Cervical  Lymphatic 
Glands  on  Both  Sides  of  the  Neck;    (?)    Malignancy. 

The  patient,  a  clergyman,  aet.  about  70,  was  first  seen  on  October 
28th,  suffering  from  ulceration  of  the  left  tonsil,  which  had  re- 
mained behind  after  an  attack  of  what  appeared  to  be  peritonsilitis 
about  six  weeks  previously.  There  was  no  general  cachexia,  and 
hardly  any  pain  or  discomfort  in  the  throat. 

On  examination  the  left  tonsil  was  seen  to  be  moderately  en- 
larged, and  in  part  superficially  ulcerated.  It  was  not  excessively 
hard.  Not  only  on  the  left,  but  also  on  the  right  side  of  the  neck 
numerous  enlarged  cervical  lymphatic  glands  were  present, 
those  on  the  left  side  being  particularly  enlarged.  Almost  all  of 
them  on  both  sides  were  slightly  tender  on  pressure.  The  interior 
of  the  pharynx,  with  the  exception  of  the  ulceration  of  the  left 
tonsil,  was  quite  normal.      \ 

Whilst  the  occurrence  of  ulceration  of  a  tonsil,  coupled  with  en- 
largement of  the  cervical  lymphatic  glands,  in  a  man  of  70,  pointed 
of  course  prima  facie  to  malignancy  (there  being  no  evidence  what- 
ever of  the  tuberculosis  or  syphilis),  the  unusual  features  in  this  case 
were: 

1 .  The  very  rapid  development  of  the  enlargement  of  the  cervical 
lymphatic  glands; 

2.  The  comparative  smallness  of  the  aft'ected  tonsil  in  propor- 
tion to  the  number  and  size  of  the  affected  glands; 

3.  And,  above  all,  the  fact  that  the  cervical  glands  were  enlarged 
on  both  sides,  whilst  only  the  left  tonsil  was  affected. 

A  piece  had,  therefore,  been  removed,  oh  the  exhibitor's  advice, 
with  punch  forceps  by  the  patient's  regular  medical  attendant,  and 
sent  to  Mr.  Shattock  for  examination,  whilst  at  the  same  time  iodide 
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of  potassium  had  been  given  internally,  and  a  thick  belladonna 
paste  applied  externally. 

Mr.  Shattock's  report  was  as  follows :  "1  have  carefully  studied 
sections  of  the  two  pieces  of  <tissue  removed  three  days  ago  bj- 
Dr.  T — ,  one  from  the  swelling  of  the  tonsil,  the  other  from  the 
anterior  pillar  of  the  fauces.  They  both  show  the  same  changes 
I  regard  the  tissue  as  inflammatory,  rapidly  growing,  granulation 
tissue.  It  consists  of  polyhedral  connective-tissue  cells  distrib- 
uted amongst  fibroblasts  and  capillaries,  the  last  well  formed  and 
distinct  from  the  surrounding  structures.  A  certain  number  of 
polymorpho-nuclear  leucocytes  occur.  The  epithelium  over  the  pil- 
lar of  the  fauces  is  intact,  but  a  considerable  number  of  leucocytes 
are  migrating  into  it'  from  the  subjacent  inflammatory  tissue. 

*Tn  the  tissue  from  the  tonsil  considerable  areas  have  undergone 
necrosis.  Tuberculosis  may  be  excluded  histologically,  as  it  ma\^ 
doubtless  also  clinically.  I  should  not,  therefore,  class  the  lesion 
as  sarcomatous.  You  recollect  the  notorious  swelling  of  the  tonsil 
that  was  cured  by  the  violets,  i.  e.,  disappeared." 

When  the  patient  was  again  seen  today  there  was  found  to  be 
a  decided  diminution  of  the  size  of  the  cervical  lymphatic  glands 
on  both  sides,  but  they  were  still  somewhat  tender,  and  undoubtedly 
both  the  size  and  the  ulceration  area  of  the  left  tonsil  had  not 
inconsiderably  increased  since  I  saw  the  patient  ten  days  ago.  In 
spite,  therefore,  of  the  unusual  clinical  features,  and  of  Mr  Shat- 
tock's favorable  report,  Sir  Felix  Semon  did  not  consider  that 
all  cause  for  anxiety  was  over,  and  he  had  therefore  brought  the 
patient  before  the  Society  to  hear  the  opinions  of  its  members 

Mr.  de  Santi  looked  upon  this  case  as  one  presenting  many  diffi- 
culties as  regards  diagnosis.  Looking  at  the  age  of  the  patient,  the 
general  appearance  of  the  tonsil,  and  the  condition  of  the  glands, 
he  considered  the  ulceration  to  be  epitheliomatous.  He  had  not  felt 
the  growth  with  his  finger,  but  the  tonsil  was  probably  hard  to  the 
touch.  The  condition  of  the  glands  and  the  rapidity  of  their  en- 
largement was  unusual  in  epithelioma,  but  in  his  experience  one  could 
never  quite  be  certain  of  the  course  lymphatic  infection  in  malignant 
disease  might  take  in  various  individuals.  He  had  seen  glands 
secondarily  involved  from  epithelioma  of  the  lip  on  the  opposite 
side  to  the  malignant  growth,  and  he  had  seen  cases  in  which 
for  some  time  no  lymphatic  enlargement  was  noticeable  and  then  al- 
most suddenly  extensive  involvement  of  the  glands  had  occurred. 
Of  course  the  rule  was  to  get  the  glands  affected  on  the  same  side 
on  which  the  original  growth  existed,  though  later  the  glands  on 
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both  sides  might  and  did  become  involved.  Although  bearing  in 
mind  the  pathological  report,  and  that  it  had  been  given  by  so 
eminent  an  authority  as  Mr.  Shattock,  Mr.  de  Santi  looked  upon 
the  case  as  malignant  from  its  clinical  aspects;  indeed,  he  could 
not  see  what  else  the  condition  could  be.  At  all  events,  if  it  were 
malignant  he  was  strongly  of  opinion  that  it  should  be  left  alone 
from  an  operative  point  of  view.  No  operation  with  such  glandular 
involvement  would  be  of  any  use  or  justifiable.  He  understood 
iodide  of  potassium  was  being  given,  and  he  would  be  very  inter- 
ested to  hear  the  subsequent  history  of  the  case. 

Dr.  Dundas  Grant  said  that  the  removal  of  one  of  the  glands 
could  be  easily  accomplished,  and  its  examination  might  give  further 
valuable  information. 

Sir  Felix  Semon  said  he  by  no  means  fought  against  the  possi- 
bility of  this  being  a  case  of  malignant  disease.  It  was,  in  truth,  at 
first  his  own  idea  of  the  case.  With  regard  to  Mr.  de  Santi's  re- 
marks, however,  he  would  like  to  mention  the  following  points: 
(i)  The  appearance  of  the  tonsil  at  the  present  time  might  be 
more  suggestive  of  malignancy  because  only  six  days  ago  a  fairly 
big  piece  had  been  punched  out  by  forceps,  and  there  was  of  course 
a  good  deal  of  inflammatory  changes  following  this  operation. 
(2)  He  quite  agreed  that  one  saw  cases  in  which  the  cervical  glands 
were  affected  on  both  sides,  but  this,  in  his  experience,  was  as  a  rule 
only  found  in  advanced  stages  of  the  disease.  In  the  present  case, 
however,  there  was  extensive  enlargement  of  these  glands  on  both 
sides,  whilst  the  whole  duration  of  the  disease,  including  the  peri- 
tonsillar inflammation,  was  only  six  weeks.  This  was  certijinly  most 
uncommon  if  the  affection  was  really  of  malignant  character.  (3) 
So  competent  an  observer  as  Mr,  Shattock  had  made  a  microscopic 
examination  and  expressed  a  very  decided  opinion  that  the  changes 
were  of  inflammatory  character  and  not  of  the  nature  of  new 
growth. 

He  did  not,  in  reply  to  Dr.  Grant,  consider  himself  justified  in 
removing  one  of  the  enlarged  cervical  glands,  for  if  the  case  after  all 
were  malignant,  as  Mr.  de  Santi  thought,  this  was  certainly  no  case 
for  radical  operation.  In  all  probability  it  would  be  impossible  to 
remove  all  the  enlarged  glands,  and  even  if  one  succeeded  in  this, 
recurrence  in  no  time  would  be  practically  certain. 

He  would  not  fail  to  report  to  the  Society  on  the  further  course  of 
the  disease,  and  would  only  add  that,  in  spite  of  complete  absence 
of  any  anti-syphilitic  antecedents,  anti-syphilitic  treatment  had  been 
tried,  the  patient  had  had  iodide  of  potassium  for  two  weeks  and 
perchloride  of  mercury,  but  with  little  effect. 
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Case  of  Epithelioma  of  Tongue  in  a  Single  Woman  aet.  24. 

Shown  by  Dr.  Hamilton  Burt.  Patient  first  noticed  a  depression' 
under  the  right  side  of  tongue  in  February  last,  about  the  size  of  a 
pin  head.  It  appeared  as  though  the  part  had  been  punched  or 
sucked  in.  On  the  flow  of  depression  she  noticed  a  small  white 
deposit.  She  took  little  or  no  notice  of  it.  It  grew  very  slowly 
and  was  painless.  She  sought  advice  about  three  months  ago,  and 
was  advised  to  have  some  stumps  and  bad  teeth  in  the  vicinity 
of  growth  removed.  This  was  done,  but  no  improvement  was  no- 
ticed. Dr.  Burt  had  first  seen  patient  about  four  weeks  ago;  the 
growth  was  then  the  size  of  a  small  cherry,  and  occupied  the  right 
side  and  upper  part  of  the  middle  of  the  tongue;  the  base  was 
indurated,  and  the  surface  smooth,  not  ulcerated,  with  a  few  tiny 
yellow  spots  scattered  here  and  there,  out  of  which,  when  squeezed, 
a  yellowish  fluid  escaped.  No  enlarged  glands  could  be  felt.  Tak- 
ing into  consideration  the  age  of  the  patient,  the  appearance  of  the 
growth,  and  the  absence  of  enlarged  glands,  she  was  put  upon  iodide 
of  potassium  and  mercury,  iodide  being  increased  to  oss  three  times 
a  day.  Under  this  treatment  the  growth  became  considerably  re- 
duced at  first,  but  in  spite  of  the  increased  doses  of  iodide  it  had 
increased  rapidly  during  the  past  ten  days.  The  patient  had  not 
lost  flesh. 

Mr.  de  Santi  considered  the  diagnosis  to  rest  between  malig- 
nant disease,  tubercle  and  syphilis.  The  situation  of  the  growth  on 
the  side  of  the  tongue,  its  hardness,  the  fact  that  it  had  arisen  from 
irritation  of  a  tooth,  its  general  appearance  of  infiltration  were  all 
points  in  favor  of  malignancy.  On  the  other  hand,  the  age  of  the 
patient  was  only  26,  and  the  sex  female.  Moreover,  there  was  an 
absence  of  glandular  infection,  and  there  was  the  history  of  al- 
most total  disappearance  of  the  growth  under  iodide  of  potassium. 
Mr.  de  Santi,  however,  had  seen  a  case  of  epithelioma  of  the  tongue 
very  similar  to  the  case  under  discussion  in  a  girl  still  younger, 
namely,  21 ;  the  ulceration  was  considered  to  be  syphilitic,  though 
there  was  no  history  or  other  symptoms  past  or  present  of  that  dis- 
ease. The  patient  for  a  short  time  improved  under  iodide,  but 
eventually  the  ulceration  extended  rapidly  and  the  glands  became 
involved.  Removal  of  one  half  of  the  tongue  and  of  the  enlarged 
glands  was  performed,  but  within  four  months  the  patient  died  of 
a  recurrence  in  the  glands — in  fact  the  case  was  very  rapid  in  its 
malignancy.  Mr.  de  Santi  did  not  think  the  case  one  of  tubercle, 
nor  was  it  probably  syphilitic ;  it  did  not  resemble  a  chancre,  an(i  it 
was  almost  certain  that  it  was  not  gummatous;  he  had  seen  many 
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gummata  of  the  tongue,  and  they  invariably  affected  the  dorsum 
in  its  mid-line.  He  would  advise  excision  of  a  piece  of  the  grow- 
ing margin  and  its  examination  microscopically.  If  malignant  the 
earlier  the  case  could  be  dealt  with  radically  the  better. 

Dr.  FitzGerald  Powell  said  in  his  opinion  the  growth  was  an 
epithelioma,  and  was  to  be  felt  beginning  to  dip  down  deeply  into 
the  floor  of  the  mouth.  He  understood  that  the  growth  had  almost 
disappeared  under  antiseptic  treatment,  but  had  again  grown  rap- 
idly, the  treatment  having  been  continued.  He  thought  no  time 
was  to  be  lost  before  operating. 

Dr.  A.  H.  Burt  said  that  under  treatment  by  iodide  of  potassium 
the  growth  had  almost  disappeared,  but  within  the  last  five  days  it 
had  again  come  up  suddenly  and  had  spread  very  much  more  into 
the  substance  of  the  tongue.  He  had  come  to  the  conclusion  that  it 
could  be  nothing  but  malignant  disease. 

Case  of  Recurring  Ulceration  in  Pharynx  and  Larynx,  Thought 
to  be  Herpetic,  in  a  Woman  set.  56. 

Shown  by  Dr.  Furniss  Potter.  The  patient  had  come  under  ob- 
servation about  three  weeks  previously,  and  stated  that  she  had  been 
troubled  with  attacks  of  "ulcerated  throat"  almost  continuously 
for  the  last  six  years,  never  having  been  free  for  more  than  ten 
days  at  a  time. 

On  examination  two  small  erosions  were  seen,  one  on  the  right 
posterior  faucial  pillar,  punched-out  looking  and  saucer-shaped, 
the  other  between  the  left  posterior  pillar  and  the  pharyngeal  wall, 
about  a  quarter  of  an  inch  in  diameter  and  with  a  flat  surface.  The 
voice  was  husky.  During  the  time  the  patient  had  been  under  ob- 
servation the  ulcer  on  the  right  anterior  pillar  had  completely  healed, 
while  the  one  on  the  left  side  had  almost  disappeared.  In  the 
meantime  several  others  had  made  their  appearance — one  on  the 
palate,  another  on  the  edge  of  the  epiglottis,  and  a  third  in  the  inter- 
arytenoid  region. 

The  patient  stated  that  the  "spots"  sometimes  came  on  the  gums, 
and  inner  surface  of  the  lips  and  cheeks.  She  said  that  their  ap- 
pearance was  generally  preceded  and  accompanied  by  pricking 
burning  pain,  a  feeling  of  malaise  and  discomfort  in  swallowing. 

There  was  a  history  of  four  miscarriages  and  loss  of  hair.  Be- 
tween the  ages  of  16  and  21  she  had  suffered  from  exactly  similar 
attacks  and  had  been  an  in-patient  at  the  Westminster  Hospital  for 
"ulcerated  throat." 
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The  appearance  of  the  throat  when  first  seen,  together  with  the 
history,  had  led  to  a  suspicion  of  the  possibility  of  syphilis;  and 
mercury  and  potassium  iodide  had  been  prescribed,  but  had  been 
discontinued  after  ten  days,  since  which  the  only  treatment  had 
been  a  mouth-wash  of  boric  lotion  and  occasional  touching  of  the 
ulcers  with  a  solution  of  chromic  acid  (30  per  cent). 

Dr.  Lack  said  he  did  not  think  this  was  herpes,  as  the  individual 
ulcers  were  much  too  large.  To  him  it  appeared  more  like  pemph- 
igus. 

Dr.  Milligan  said  that  the  same  idea  had  struck  him  as  to  its 
being  pemphigus.  The  ulceration  on  the  pharynx  was  rather  large 
for  herpes,  but,  on  the  other  hand,  the  traces  of  small  isolated  areas 
in  the  larynx  were  rather  suggestive  of  herpes.  He  asked  the  pa- 
tint  when  she  first  noticed  the  rash,  what  the  condition  was,  and 
she  said  the  spots  were  as  big  as  the  little  finger  nail — which  was 
rather  against  herpes. 

Dr.  Furniss  Potter  thought  the  size  of  the  vescicles  at  the  com- 
mencement was  against  the  pemphigus  theory;  they  were  quite 
small.  He  had  watched  them  from  the  beginning,  and  had  ob- 
served that  the  surface  of  the  ulcer  was  very  much  larger  than  the 
initial  vesicle.  In  pemphigus  one  would  expect  to  see  a  large  bleb 
or  bulla,  but  in  none  of  these  cases  had  there  been  any  bleb  cor- 
responding at  all  to  the  size  of  the  fully-developed  ulcer.  The  ulcers 
spread  till  they  covered  a  patch  about  a  quarter  of  the  size  of  a 
postage  stamp.    They  healed  with  great  rapidity,  leaving  no  cicatrix. 

Case  of  Vascular  Nasopharyngeal  Fibroma  of  Extensive  Origin 
Finally  Removed  by  a  Combined  Operation  through  the 
Soft  and  Hard  Palate  and  Extensive  Removal  of  Anterior 
Wall  of  Left  Super-Maxillary  Bone. 

Patient  and  specimen  shown  by  Dr.  Herbert  Tilley.  F.  S — ,  male, 
set.  14,  came  to  the  hospital  November  19th,  1901,  complaining  of 
complete  nasal  obstruction  associated  with  a  blood-stained  discharge 
from  the  left  nostril  of  five  months'  duration.  For  the  last  three 
weeks  the  discharge  had  been  offensive,  and  for  seven  to  eight 
weeks  the  right  nostril  had  been  completely  occluded.  It  was  noted 
that  the  patient  was  weak  and  anaemic.  The  lower  half  of  the  nose 
was  much  broadened,  and  the  left  nostril  distended  by  a  grey  slough- 
ing mass,  which  bled  freely  when  touched  with  a  probe.  The  dis- 
charge from  the  left  nostril  was  very  offensive,  while  the  right 
was  completely  occluded  by  marked  deviation  of  the  nasal  septum. 
By  posterior  rhinoscopy  the  left  choana  was  seen  to  be  filled  by 
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reddish  mass,  which  passed  insensibly  on  to  the  mucous  membrane 
of  the  naso-pharynx.  Digital  examination  revealed  a  smooth  sur- 
faced elastic  swelling  which  seemed  to  spring  from  the  basi-sphe- 
noidal  and  ethmoidal  regions.  There  was  no  displacement  of  the 
left  eye.    Transillumination  showed  opacity  of  the  left  antrum. 

First  Operation,  November  20th,  1901. — Having  made  an  in- 
verted U-shaped  incision  over  the  sides  and  root  of  the  nose,  the 
nasal  bones  were  divided  in  the  line  of  incision  with  a  saw  and 
the  nose  turned  downwards  on  the  face.  This  brought  the  growth 
well  into  view,  and  procured  easy  access  to  the  ethmoidal  region. 
The  growth  was  seized  in  strong  forceps  and  some  half  of  it  torn 
and  cut  away,  but  it  was  soon  obvious  that  the  base  of  the  tumor 
was  too  extensive  for  removal  through  the  opening.  The  hem- 
orrhage was  very  profuse,  and  could  only  be  kept  in  check  by  com- 
pressed marine  sponges  forced  into  the  nasal  cavity.  Respiratory 
difficulties  arose  owing  to  blood  escaping  into  the  larynx  in  spite  of 
the  post-nasal  space  having  been  plugged. 

The  nose  was  finally  replaced  and  sutured  in  position;  it  healed 
by  immediate  union.  Dr.  Home  reported  the  growth  to  be  an 
angio-fibroma  and  free  from  any  elements  of  malignancy.  The 
iodoform  gauze  packing  which  was  used  to  plug  the  nasal  cavity 
at  the  end  of  the  operation  was  removed  through  the  nostril  in 
forty-eight  hours.  The  patient  made  a  rapid  recovery  from  the 
shock  of  the  operation,  and  three  weeks  later  it  was  determined  to 
attempt  the  removal  of  the  remainder  of  the  growth  by  a  different 
method. 

Second  Operation,  December  7th,  1901. — Having  inserted  a 
laryngotomy  tube  and  placed  a  sponge  above  the  larynx,  a  White- 
head's gag  was  employed  to  keep  open  the  mouth.  With  the  pa- 
tient's head  hanging  slightly  backwards  over  the  end  of  the  table, 
the  soft  palate  was  completely  divided  in  the  middle  line,  the  incis- 
ion being  carried  forwards  to  the  alveolar  border,  immediately  be- 
hind the  incisor  teeth.  The  mucous  membrane  was  stripped  from 
the  left  half  of  the  hard  palate,  and  the  latter  completely  removed 
by  chisel  and  mallet.  The  growth  was  thus  brought  fully  into  view 
and  its  base  was  seen  to  be  attached  to  the  left  basi-sphenoidal  and 
ethmoidal  regions.  Its  base  was  seized  in  an  ovariotomy  clamp,  and 
the  greater  part  of  the  growth  removed  by  scissors.  Other  smaller 
portions  were  removed  by  means  of  strong  wire  snares  and  cutting 
forceps.  The  hemorrhage  was  free  but  under  good  control,  and  it 
was  checked  by  marine  sponges  on  holders.  As  far  as  the  eye  and 
finger  could  ascertain  all  the  tumor  was  removed.     The  patient, 
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although  only  thirty-five  minutes  under  the  anesthetic,  had  at  the 
end  of  the  operation  a  weak,  rapid  and  intermittent  pulse,  which 
quickly  recovered  under  the  influence  of  a  rectal  injection  of  i% 
oz.  of  brandy,  and  strychnine  gr.  Yg^  administered  hypodermically. 

The  long  strip  of  iodoform  gauze  which  was  packed  into  the 
nasopharynx  at  the  end  of  the  operation,  was  removed  in  forty- 
eight  hours,  and  the  nasal  cavity  subsequently  irrigated  three  times 
daily  with  a  warm  alkaline  wash. 

The  patient  made  a  rapid  recovery,  but  after  an  interval  of  three 
weeks  the  growth  was  seen  to  be  recurring,  and  in  the  course  of 
six  to  eight  weeks  it  was  obvious  that  further  intervention  would  be 
required. 

March  15th,  1902. — A  third  operation,  identical  in  all  details  with 
the  last,  was  carried  out,  but  possibly  a  more  thorough  clearance  of 
the  growth  was  made. 

A  month  later  recurrence  was  visible  in  the  region  of  the  middle 
meatus,  and  every  week  during  the  months  of  May,  June  and  July 
the  patient  attended  as  an  out-patient,  the  treatment  consisting  of 
piercing  the  growth  in  many  places  with  the  galvano-cautery.  This 
seemed  at  first  to  retard  its  growth  and  produced  a  number  of  puck- 
ered scars,  but  latterly  it  became  increasingly  obvious  that  the  growth 
was  increasing  in  size.  Towards  the  end  of  July  it  projected  through 
the  cleft  of  the  palate,  and  nasal  obstruction  again  became  complete. 
The  lad  was  anxious  that  yet  another  attempt  should  be  made  to 
eradicate  the  growth,  a  request  which  received  some  encourage- 
ment from  the  report  of  the  pathologist,  viz. :  that  there  were  no 
signs  of  malignancy  in  the  piece  of  tumor  which  he  had  examined 
(vide  supra).  Since  the  recurrence  seemed  to  spring  from  the  mid- 
dle meatal  region  and  the  left  antrum  was  very  opaque  on  trans- 
illumination, it  was  decided  to  explore  that  cavity. 

July  31st,  1902. — With  the  preliminaries  as  in  the  preceding  oper- 
ations, an  incision  was  made  in  the  gingivo-labial  furrow  from  the 
level  of  the  left  molar  tooth  across  the  middle  line  to  the  correspond- 
ing position  on  the  right  side.  The  cartilage  of  the  nasal  septum 
was  divided  along  its  floor  by  strong  scissors,  and  the  nose  and 
soft  parts  of  the  face  on  the  left  side  turned  upwards,  so  as  to  fully 
expose  the  anterior  surface  of  the  left  maxillary  bone.  The  front 
wall  of  this  was  then  completely  removed,  and  the  antral  cavity  found 
to  be  filled  with  the  growth,  which  was  very  vascular  and  firmly  at- 
tached to  the  whole  of  the  posterior  and  upper  walls.  To  gain 
more  room  the  lower  half  of  the  ascending  (nasal)  process  of  the 
maxillary  bone  was  removed  by  means  of  strong  bone  forceps.    Th;; 
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portion  of  the  growth  extending  into  the  mouth  was  then  removed 
by  a  strong  wire  snare,  the  remainder  was  seized  in  a  pair  of  pow- 
erful tonsil  forceps  and  torn  away  from  its  attachments,  leaving 
completely  bare  the  left  side  of  the  basi-sphenoid,  ethmoidal  and 
maxillary  antral  regions.  Hemorrhage  was  checked  by  means  of 
marine  sponges.  The  after  treatment  consisted  of  syringing  out 
the  nose  and  left  antrum  tliree  times  daily  for  three  weeks  with 
warm  boracic  lotion. 

The  patient  made  a  rapid  recovery  and  left  the  hospital  fourteen 
days  after  the  operation.  At  the  present  moment  (November  7th) 
threre  is  no  sign  of  recurrence,  no  nasal  discharge,  the  parts  ap- 
pear perfectly  healthy,  and  the  patient  is  in  robust  health,  having 
grown  two  inches  since  the  first  removal  of  the  growth.  It  now 
only  remains  to  close  the  cleft  in  the  soft  palate. 

The  President  wished  to  know  if  there  were  any  signs  of  recur- 
rence when  the  young  man  was  last  seen.  It  was  an  extremely  in- 
teresting case. 

Dr.  FitzGerald  Powell  congratulated  Dr.  Tilley  on  the  result  of 
his  operations.  He  hoped  he  would  be  able  to  place  the  patient's 
mouth  in  a  better  condition,  by  bringing  together  the  divided  soft 
palate.  He  understood  Dr.  Tilley  to  say  this  was  the  first  case 
recorded  of  a  growth  of  this  nature  springing  from  the  antrum, 
but  he  had  exhibited  a  patient  at  a  previous  meeting  of  the  Society 
from  whom  he  had  removed  a  fibroma  through  the  nose  which  had 
arisen  in  the  antrum  from  the  under  surface  of  the  floor  of  the  orbit 
and  the  outer  wall.  He  had  also  exhibited  the  growth  at  the  same 
meeting. 

In  answer  to  questions  Dr.  Tilley  pointed  out:  (a)  The  great 
value  of  a  preliminary  laryngotomy  and  the  placing  of  a  sponge 
above  the  larynx,  in  that  these  measures  (i)  prevent  blood  getting 
into  the  larynx,  (2)  they  relieve  the  anesthetist  from  anxiety  and 
at  the  same  time  place  that  individual  out  of  the  way  of  the  surgeon ; 
(b)  by  dividing  the  soft  and  hard  palate  these  growths  are  brought 
splendidly  into  view,  and  the  free  hemorrhage  which  occurs  during 
their  removal  is  under  absolute  control. 

Case  of  Complete  Adhesion  of  Soft  Palate  to  Posterior  Wall  of 
Pharynx. 

Shown  by  Dr.  Lambert  Lack.  The  patient  was  a  woman,  aet. 
about  30.  There  was  complete  union  between  the  soft  palate  and 
posterior  pharyngeal  wall ;  not  even  the  finest  probe  could  be  passed 
up  from  the  mouth  into  the  naso-pharynx.     This  was  evidently  the 
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result  of  tertiary  syphilis,  although  it  was  the  only  lesion,  and  there 
was  no  active  disease.  The  patient  had  trouble  in  swallowing  at 
times,  occasional  shooting  pain  in  the  ear,  but  not  severe,  and 
much  mucus  collected  in  the  post-nasal  space,  and  had  to  be  syringed 
away  through  the  nose.  Dr.  Lack  asked  was  operation  for  this 
condition  successful,  and  would  this  patient,  in  view  of  her  slight 
symptoms,  be  well  advised  to  undergo  one. 

Mr.  de  Santi  had  had  operative  experience  of  two  exactly  similar 
cases — cases  quite  as  complete.  In  the  first  case  there  was  consid- 
erable pain  in  one  ear  and  mastoid  region,  and  his  colleague,  Mr. 
Spencer,  bearing  in  mind  the  fact  that  the  ordinary  operations  for 
relief  of  this  condition  were  unsatisfactory,  had  separated  the  ad- 
hesions with  a  knife  and  passed  stout  silver  sutures  through  the 
detached  though  short  remains  of  the  soft  palate,  and  sutured  soft 
palate  to  the  muco-periostium  of  the  hard  palate.  In  fact,  the  stump 
of  the  soft  palate  was  sutured  tightly  up — rolled  up — to  the  hard  pal- 
ate, and  it  was  left  to  nature  to  allow  the  sutures  to  cut  their  way  out. 
The  result  was  good,  although  later  a  good  deal  of  recontraction 
operation.  Not  long  after  a  quite  similar  case  came  under  Mr.  de 
Santi's  care,  and  he  performed  the  same  operation.  In  this  case 
there  was  luckily  but  little  hemorrhage,  and  the  eventual  result  was 
very  good.  Some  years  had  elapsed  since  the  operation,  and  the 
patient  remained  well  with  a  free  passage  between  the  naso-pharynx 
and  the  oro-pharynx,  and  dilatation  was  unnecessary.  He  could 
with  confidence  recommend  the  operation  to  Dr.  Lack. 

Case  of  Persistent  Epistaxis  in  a  Man  set.  42. 

Shown  by  Mr.  Charles  A.  Parker.  The  patient  complained  of 
epistaxis,  which  had  lasted  over  twelve  months  and  had  entirely 
incapacitated  him  for  work.  During  this  period  there  had  been 
constant  slight  hemorrhage,  and  three  or  four  times  a  week  most 
severe  attacks  of  bleeding.  The  bleeding  came  from  first  one  nos- 
tril and  then  the  other,  but  more  often  from  the  right.  When  first 
seen,  in  August,  1902,  he  was  anemic,  breathless  and  exhausted.  On 
removing  a  plug  which  had  been  inserted  into  the  right  nostril, 
blood  spurted  from  a  small  vessel  on  to  the  septum.  The  mucous 
membrane  covering  both  sides  of  the  septum  as  far  back  as  could  be 
seen  was  soft  and  boggy,  and  bled  profusely  on  the  slightest  touch 
of  a  probe.  Since  then  the  condition  had  been  treated  by  the  con- 
stant use  of  the  electric  cautery,  but  without  much  success.  The 
hemorrhage  could  be  controlled  by  its  use  for  the  time  being,  but 
after  a  day  or  two  it  recurred  from  other  spots,  and  sometimes 
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from  the  floor  of  the  nose  as  well  as  the  septum.  A  blood-count 
has  been  kindly  made  by  Dr.  Emery,  who  reported  the  findings,  sug- 
gested a  moderate  grade  of  secondary  anemia,  which  might  be  due 
to  the  repeated  hemorrhages  and  did  not  raise  the  suspicion  of  a 
more  serious  form  of  anemia 

Mr.  Parker  raised  the  question  of  the  best  method  for  further 
treatment.  He  asked  the  members  whether  they  would  think  it  a 
suitable  case  for  trying  the  method  recently  recommended  by  Mr. 
Hunter  Mackenzie,  namely,  of  denuding  the  septum  of  mucous 
membrane,  or  whether,  seeing  that  both  sides  of  the  septum  were 
affected,  it  w^ould  be  justifiable  to  remove  a  portion  of  the  septum 
itself. 

A  Case  of  Paralysis  of  the  Abductors  of  the  Vocal  Cords  and  of 
the  Palatal  Muscles,  and  Slight  Paresis  of  the  Tongue,  in  a 
Man  oet.  25. 

Shown  by  Dr.  Dundas  Grant.  J.  W — ,  set.  25,  was  first  seen  in 
March,  1900,  on  account  of  cough  and  groaning  sound  when  in  bed. 
The  condition  had  lasted  two  or  three  months,  and  had  come  on 
after  an  attack  of  hiccough  lasting  on  and  off  for  about  ten  days. 
He  had  had  a  cough  on  and  off  for  about  one  year,  especially  when 
drinking  quickly.  For  six  months  he  had  occasional  stridor  on  in- 
spiration. Examination  of  the  throat  revealed  slight  paresis  of 
the  right  half  of  the  palate,  but  no  abnormality  in  the  movements 
of  the  tongue.  The  vocal  cords  approximated  during  phonation,  but 
on  inspiration  the  vocal  processes  did  not  move  from  the  middle  line. 
There  was,  however,  an  elliptical  slit  between  the  cords.  The  case 
was  obviously  one  of  paralysis  of  the  abductors  and  internal  ten- 
sors of  both  cords  and  paresis  of  half  the  palate,  and  the  lesion 
was,  therefore,  in  all  probability  one  of  the  vagus  nerves  in  or 
near  the  medulla  oblongata. 

In  seeking  for  a  cause,  especially  for  any  signs  of  syphilis,  there 
were  found  enlarged  post-cervical  glands  of  about  six  months'  du- 
ration, and  a  flat  ulcer  on  the  scalp  on  the  parietal  region,  with 
slightly  indurated  edges.  This  was  asserted  to  have  been  in  exist- 
ence for  nearly  three  or  four  months,  but  it  seems  more  probable 
that  it  preceded  the  enlargement  of  glands.  There  was  also  gen- 
eral enlargement  of  the  lymphatic  glands  over  the  body.  The  pulse 
almost  disappeared  during  inspiration ;  the  knee  jerks  were  normal. 
An  anti-syphilitic  course  of  treatment  was  instituted,  and  when 
seen  a  fortnight  later  it  was  reported  that  there  was  less  noise  in 
sleep  since  the  second  occasion  on  which  the  mercurial  ointment 
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was  rubbed  in ;  the  vocal  slit  appeared  to  be  rather  wider  during  in- 
spiration.    There  was  some  degree  of  mercurial  stomatitis. 

The  patient  disappeared  from  the  observation  of  the  exhibitor, 
but  returned  again  a  fortnight  ago — namely,  more  than  two  years 
after  being  first  seen — on  account  of  great  difficulty  and  marked  in- 
spiratory stridor,  also  such  a  degree  of  paralysis  of  the  palate  that 
fluids  usually  regurgitated  through  the  nose  when  he  drank,  while 
his  speech  was  so  indistinct  that  he  was  obliged  to  pinch  his  nostrils 
in  order  to  make  himself  understood  at  all.  The  protrusion  of  the 
tongue  into  the  right  cheek  was  not  quite  so  strong  as  into  the  left ; 
he  was  unable  to  channel  the  tongue,  but  was  not  aware  of  ever 
having  been  able  to  do  this.  He  stated  that  under  the  previous 
course  of  treatment  he  recovered  sufficiently  to  be  able  to  attend  to 
his  work  as  a  butcher ;  he  was  at  present,  however,  unable  to  do  so. 
He  was  again  placed  on  anti-syphilitic  treatment,  and  when  seen 
a  week  later  reported  slight  improvement  in  the  breathing  and 
greater  ease  in  speaking.  He  yesterday  drew  attention  to  the  fact 
that  he  had  a  difficulty  in  raising  his  left  arm,  but  he  had  left  the 
out-patient  department  before  an  investigation  of  this  symptom  had 
been  made.  It  remains  to  be  seen  whether  or  not  this  is  due  to  par- 
alysis of  the  muscles  supplied  by  the  spinal  accessory.  The  re- 
porter would  be  glad  to  have  suggestions  as  to  the  possible  source 
of  infection,  as  there  is  nothing  to  give  color  to  the  idea  that  it  is 
hereditary  and  there  is  no  history  of  genital  infection.  It  seems 
possible  that  the  ulcer  on  the  head  was  developed  at  the  site  of  the 
primary  sore,  but  the  early  development  of  the  nervous  symptoms 
would,  in  that  case,  be  remarkable.  Dr.  Grant  hoped  to  show  the 
case  at  the  next  meeting  of  the  Society. 
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The  Treatment  of  Ozoena  by  Cupric  Electrolysis. — Yonge,  Eugene 

S.— Lancet,  November  9,  1901. 

It  was  not  until  the  year  1892  that  Jouslain^  proposed  the  method 
of  cupric  interstitial  electrolysis  which  up  to  the  present  date 
appears  to  have  progressed  farthest  in  the  direction  of  cure.  Che- 
val  described  the  procedure  in  1895,  ^^^  asserted  that  he  had  ob- 
tained 90  per  cent,  of  cures,  the  majority  of  these  after  a  single 
seance ;  but  a  committee  appointed  to  investigate  the  matter  by  the 
Society  of  Belgian  Laryngologists  and  Otologists,  to  whom  he  had 
communicated  his  paper,  were  far  from  being  able  to  share  his 
optimism,  Bayer,^  Brindel,  Gouguenheim  and  Lombard,^  and  Mc- 
Bride^  have  all  given  their  experiences  of  cupric  electrolysis. 

The  author  had  the  opportunity  of  testing  the  efficacy  of  this 
treatment  in  fifteen  cases,  and  the  details  of  the  method  as  em- 
ployed are  briefly  as  follows :  The  nasal  cavities  were  first  thor- 
oughly cleansed  by  a  warm  alkaline  and  antiseptic  douche.  Co- 
caine was  then  applied  fo  the  nasal  cavity  to  be  treated,  and  after 
a  few  minutes  the  parts  were  dried  and  the  electrolysis  needles  in- 
serted. The  copper  needle,  attached  to  the  positive  pole,  was  passed 
into  the  inferior  or  middle  turbinal — usually  the  former — and  the 
steel  needle  into  the  septum.  The  strength  of  the  current  varied, 
but  it  was  found  that  from  3  to  10  milliamperes  were  the  most 
suitable  intensities,  although  currents  as  strong  as  20  milliamperes 
were  on  a  few  occasions  used.  As  a  general  rule,  the  current  was 
allowed  to  pass  for  ten  minutes,  and  it  appeared  that  no  advantage 
accrued  from  prolonging  the  application  beyond  this<  period  of  time. 
After  each  seance  the  patient  was  usually  instructed  to  refrain  from 
syringing  the  nose  until  the  next  examination.  The  number  of  ap- 
pHcations  given  depended  upon  the  improvement  noted;  five 
seances  were  the  maximum. 


1  Moure:  Bulietin  de  la  Societe  Francaise  d'Otologie,  etc.,  vol.  xiii,  p.  1. 

2  Revue  Hebdomadaire  de  lyaryngologie,  May,  18.6. 

3  Annales  des  Maladies  de  TOreille,  November,  1898. 

4  Edinburgh  Medical  Journal,  March,  1899. 
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Although  at  least  one  death  has  been  attributed  to,  this  treat- 
ment, the  author  did  not  himself  observe  any  after-effects  which 
were  calculated  to  give  rise  to  alarm.  In  analyzing  his  own  obser- 
vations he  has  divided  the  cases  into  (i)  those  in  which  the  pa- 
tients were  cured;  (2)  those  in  which  the  patients  were  much  im- 
proved ;  (3)  those  in  which  the  patients  were  temporarily  improved, 
but  relapsed;  and  (4)  those  in  which  the  patients  were  not  im- 
proved. \ 

1.  Cases  in  Which  the  Patients  Were  Cured. — These  were  two 
in  number. 

2.  Cases  in  Which  the  Patients  Were  Much  Improved. — These 
case  amounted  to  five,  all  of  whom,  with  one  exception,  were  seen 
in  October,  1901,  and  the  reports  were  made  at  that  date. 

All  the  cases  were  females,  and  in  all  except  one  the  disease  was 
bilateral.  The  patients  who  suffered  from  marked  atrophic  pharyn- 
gitis gave  the  most  trouble ;  and  it  was  observed  that  whilst  the 
treatment  applied  to  one  nostril  had  a  beneficial  and,  so  far  as  could 
be  ascertained,  an  equal  effect  on  the  other,  the  action  of  the  rem- 
edy on  the  dry  naso-pharynx  was  practically  nil.  The  exact  means 
by  which  the  treatment  takes  effect  is  still  a  matter  for  conjecture. 
Possibly  fetid  atrophic  rhinitis  is  a  tropho-neurosis  which  is  bene- 
fited by  the  stimulating  effect  of  the  electrical  current  on  the  part 
on  the  other  hand,  it  may  be  that  the  formation  of  copper  salts  at 
the  positive  pole  is  the  essential  factor. 

Whilst  quite  convinced  of  the  relative  value  of  this  method  of 
treatment,  the  author's  own  small  experience  leads  him  to  be  some- 
what diffident  of  concluding  that  a  permanent  cure  is  to  be  ex- 
pected in  any  but  a  minority  of  the  cases ;  and  a  re-examination, 
after  an  interval  of  several  months,  of  a  number  of  patients  who 
were  all  too  prematurely  considered  to  be  cured,  has  impressed 
upon  him  that  freedom  from  symptoms  for  one,  two,  or  even  three 
months  does  not  insure  that  a  patient  shall  be  free  from  relapse. 
At  the  same  time,  the  benefits  of  cupric  electrolysis  appear  to  be 
so  far  superior  to  those  of  other  procedures  that  it  may  be  looked 
upon  as  the  best  remedy  that  has  yet  been  found ;  and  although 
for  the  victims  of  "ozena"  it  will  not  repair  the  shrunken  turbinals 
or  restore  intact  the  sense  of  smell,  it  will,  in  a  certain  percentage 
of  cases,  so  reduce,  or  even  banish,  the  tendency  to  fetid  crust- 
formation  that  a  state  of  wholesome  comfort — the  ultima  Thule  of 
these  unfortunate  sufferers — is  safely  reached. 

St.  CivAir  Thomson. 
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Affections  of  the  Mouth  and  Throat  Associated  with  the  Fusiform 
Bacillus,  and  Spirillum  of  Vincent. — E.  Mayer,  M.D.  ,  (New 

York). — The  Am.  Jour,  of  the  Med.  Sciences,  Feb.  1902. 

The  bacillus  and  spirochete  were  first  described  by  Vincent  in 
1896,  in  an  article  on  hospital  gangrene,  and  he  declared  that  the 
same  bacillus  and  spirillium  could  be  found  in  certain  anginas  of 
an  ulcerative  type.  In  1897  Bernheim  recorded  thirty  cases  of 
stomatitis  and  angina  wherein  a  fusiform  bacillus  and  spirilHum 
were  found.  In  1898  Vincent  reported  fourteen  further  cases. 
Since  then  many  writers  have  reported  cases  showing  the  bacillus 
of  Vincent  present. 

The  importance  of  this  new  bacillus  is  its  bearing  upon  mem- 
branous and  ulcerative  affections  in  the  mouth,  and  its  elucidation 
of  usually  accompanying  difficulties  in  distinguishing  such  lesions, 
thereby  influencing  treatment.  The  affection  demonstrates  one 
or  more  of  the  following  characteristics :  A  predilection  for  the 
male  adult,  having  an  etiology  in  tobacco,  eruption  of  wisdom 
teeth,  defective  teeth  in  general,  tartar  on  teeth,  the  lympoid  tend- 
ency, syphiHs  and  mercurial  stomatitis.  It  is  mainly  an  affection  of 
the  tonsils,  but  occurs  as  a  stomatitis.  This  bacillus  precludes  the 
diphtheritic  bacillus.  Because  of  our  inability  to  inoculate  with  or 
produce  pure  cultures  of  the  bacilli  and  spirochetae,  we  cannot  de- 
clare that  they  are  the  controlling  factors  in  the  etiology  of  this 
affection,  therefore  they  are  usually  described  as  "associated  with," 
etc.  The  disease  may  be  engrafted  upon  a  sphyilitic  soil.  Symp- 
toms present  are  sHght,  and  may  exist  for  sometime  without  being 
noticed.  There  may  be  a  chancriform  appearance,  the  surface  be- 
ing whitish,  and  showing  a  raw  surface  where  the  whitish  mem- 
brane is  removed,  which  is  easily  accomplished.  The  breath  has  a 
pesuliar  odor,  and  there  may  be  sHght  pai  nin  deglutination. 

The  two  most  important  diseases  to  be  differentiated  are  diph- 
theria and  syphilis,  though  the  cardinal  symptoms  of  diphtheria 
may  be  considered,  a  bacteriologic  examination  in  the  true  and 
final  test.  Treatment  consists  in  simple  boric  acid,  peroxid  of 
hydrogen  and  iodine  washes.  F.  C.  E. 

Extirpation  of  the  Larynx  for  Carcinoma.    Presentation  of  a  Case 
w^ith  Specimen. — H.   L.  Niktert  (St.  Louis). — St.  Louis Mea,^ 
Reu.,  Aug.  23,  1902. 

The  patient,  56  years  old,  entered  the  hospital  February  13,  1902, 
and  stated  that  one  year  ago  he  noticed  a  fullness  in  his  larynx  and 
that  articulation  became  difficult.  A  short  time  after  that  he  could 
not  speak  above  a  whisper. 
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On  examination  articulation  was  very  difficult;  both  inspiration 
and  expiration  were  labored.  Palpation  showed  no  tumefaction, 
but  elicited  considerable  pain  over  the  larynx.  The  closest  exam- 
ination did  not  show  any  glandular  enlargement  about  the  neck. 

Examination  with  the  laryngoscope  showed  that  both  cords 
moved,  but  did  not  approximate.  The  borders  of  the  cords  ap- 
peared irregular  in  outline.  Mucous  membrane  of  epiglottis  and 
cords  appeared  red  and  swollen.  This  examination  of  the  larynx 
was  made  only  with  the  greatest  difficulty,  as  it  was  impossible  to 
see  into  the  trachea. 

February  19th,  six  days  after  entrance,  respiration  became  very 
labored,  lips  and  face  became  cyanosed.  It  was  evident  that  im- 
mediate tracheotomy  was  necessary.  A  very  rapid  tracheotomy 
was  made,  an  incision  being  made  through  the  cricoid  cartilage  and 
first  ring  of  the  trachea.  A  large  tracheotomy  tube  was  inserted. 
The  breathing  then  became  normal,  and  lips  and  face  reiurned 
to  their  normal  color.  In  the  upper  portion  of  the  cut  was  a 
growth  which  appeared  to  fill  almost  the  entire  lumen.  It  did  not 
involve  the  cords,  but  extended  up  to  them.  A  piece  was  removed 
and  by  microscope  found  to  be  an  epitheHoma.  Patient  was  care- 
fully watched  and  well  fed,  ^^  he  was  in  a  greatly  debilitated  state. 

March  5th,  under  general  anesthetic  administration  through  the 
tracheotomy  tube,  the  entire  larynx  with  two  rings  of  the  trachea 
was  removed.  A  median  incision  was  made  extending  from  the 
hyoid  bone  down  to  a  point  corresponding  to  the  third  ring  of  the 
trachea.  The  soft  parts  were  removed  from  both  sides  of  the 
larynx  with  scissors.  After  severing  all  the  muscles,  the  trache- 
Oitomy  tube  was  recovered  and  the  extent  of  the  growth  do"Wiwards 
was  determined  to  extend  to  the  second  ring  of  the  trachea.  The 
soft  parts  were  removed  from  both  sides  of  the  larynx  with  scissors. 
After  severing  all  the  muscles,  the  tracheotomy  tube  was  recov- 
ered and  the  extent  of  the  growth  downwards  was  determined  to 
extend  to  the  second  ring  of  the  trachea.  The  trachea  was  then 
divided  transversly  between  the  second  and  third  cartilages.  Be- 
fore dividing  it  completely  the  lower  portion  of  the  trachea  was 
fixed  to  the  skin  by  three  silk  sutures  passed  around  the  third  ring 
of  the  trachea.  The  larynx  with  two  rings  of  the  trachea  were 
then  drawn  forward  and  carefully  recovered  from  the  esophagus 
from  below  upward.  The  mucous  membrane  and  muscles  of  the 
pharynx  were  then  approximated  by  the  two  lines  of  catgut  sutures. 
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Patient  was  not  allowed  to  swallow  for  six  days  and  received 
nourishment  per  rectum.  On  the  sixth  day  the  rectal  feeding  was 
discontinued  on  account  of  irritability  of  the  bowel.  Feeding  by 
the  mouth  was  then  resorted  to  and  small  quantities  of  liquid  food 
were  administered  in  this  manner  for  several  days,  when  it  was 
found  that  some  of  the  sutures  in  the  pharynx  had  given  away 
and  a  small  fistula  was  established  between  the  pharynx  and  wound. 
Therefore  feeding  was  done  through  an  esophageal  tube.  This 
was  continued  for  several  weeks  until  the  fistula  had  closed. 

At  present  the  patient  swallows  any  kind  of  food  and  is  gaining 
in  weight  and  strength,  and  there  are  no  signs  of  return  of  the 
disease.  Eaton. 

Adenoid  Vegetation  of  the  Naso-Pharynx  as  a  Case  of  Enuresis. 

M.  J.    Fischer.— -^^ww^  Heb,  ae  Laryngologie,  D'Otoldgie  et  de 
Rhimlogie,  May  17,  1902,  No.  20. 

The  author  testifies  to  the  well-known  relation  between  mcon- 
tinence  of  urine  and  adenoid  vegetation.  He  states  that  15  per 
cent  of  adenoid  patients  suffered  from  enuresis  at  the  time  that 
these  vegetations  were  removed,  while  after  the  operation  everv 
case,  with  five  exceptions,  was  cured  or  benefited. 

The  role  which  adenoids  play  in  such  cases  is  due  to  the  dif- 
ficulty of  respiration  of  the  little  patient  which  enduces  the  enuresis. 

In  a  case  of  incontinence  of  urine  that  persisted  after  the  opera- 
tion, the  author  found  it  to  be  due  to  a  traumatic  tumefaction  of 
naso-pharyngeal  mucosa,  as  it  disappeared  a  few  days  later. 

He  believes  that  enuresis  is  found  onlv  in  children  with  large 
vegetations. 

(The  last  statement  of  Fischer  is  erroneous.  Not  only  is  enure- 
sis sometimes  found  m  cases  in  which  the  adenoids  are  not  large, 
but  even  when  these  are  entirely  absent.  Only  a  few  days  ago  a 
child  of  seven  years  sufifering  from  enuresis  was  brought  to  my 
office.  The  child  suffered  frorn  chronic  purulent  atrophic  rhinitis, 
but  without  any  enlargement  of  the  pharyngeal  tonsil.  The  asso- 
ciation between  the  nasal  disease  and  the  enuresis  was  distinct, 
however,  as  syringing  the  nose  before  retiring  and  thus  allowing 
free  breathing  would  invariably  ward  off  an  attack  of  enuresis.— 
Scheppegrell.) 

SCHEPPEGRELL. 


94  SELECTED  ABSTRACTS. 

Surgery  of  the  Thyroid  Gland. — B.  Merrill  Ricketts. — Kansas 
City  Med.  Index-Lancet y  Sept.  1902. 

The  thyroid  gland  is  subject  to  nearly  all  forms  of  benign  and 
malignant  neoplasms.    The  treatment  is  classified  as: 

I.     Medicative.     2.     Operative. 

Medicative  is  of  but  little  avail  except  to  palliate. 

Operative :  Dyspnoea,  stridor,  rapid  growth,  dysphagia,  de- 
formity, exophthalmic  goiter,  malignancy  and  emaciation,  one  or 
all  indicate  operation.  Removal  of  all  or  a  part  of  the  gland  sho,uld 
be  given  preference  to  the  injection  of  iodine,  zinc,  iodoform,  alco- 
hol or  any  other  solution.  Excision  is  safer,  more  radical,  and 
requires  less  time  for  recovery.  Even  cases  of  exophthalmic  goiter 
should  be  operated.  All  operative  experience  leads  to  this  conclu- 
sion.    Great  relief  has  been  given  in  exophthalmic  goiter. 

Method:  If  the  disease  is  confined  to  one  or. two  lobes  without 
an  isthmus,  the  diseased  lobe  may  be  completely  removed  without 
much  likelihood  of  recurrence  of  the  growth.  If  an  isthmus  be 
present,  the  other  gland  may  become  involved. 

So  far  as  possible,  the  presence  or  absence  of  the  second  lobe 
should  be  determined  at  time  of  operation.  If  the  second  lobe  can- 
not be  found,  the  entire  diseased  lobe  should  not  be  removed  un- 
less it  be  malignant. 

Division  o,f  the  capsule  will  permit  of  a  thyroid  gland  being 
enucleated  with  ease  and  with  the  loss  of  but  little  blood. 

The  rapid  pulse  following  removal  of  a  thyroid  gland  is  probably 
due  to  the  rapid  absorption  of  thyroidine  in  the  process  of  repair. 

Eaton. 
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A  Text- Book  of  Diseases  of  the  Ear.  For  students  and  Practitioners. 
By  Dr.  Adam  Politzer,  Imperial-Royal  Professor  of  Aural  Therapeutics  in 
the  University  of  Vienna.  Translated  and  edited  by  Milton  J.  Ballin,  Ph.  B., 
M.D.,  and  Clarence  L.  Heller,  M.D.  New  (4th)  edition,  revised  and  en- 
larged. In  one  octavo  volume  of  896  pages  with  346  original  illustrations. 
Cloth,  $7.50,  net.  Lea  Brothers  &  Co.,  publishers,  Philadelphia  and  New 
York,  1902. 

In  a  recent  correspondence  with  Prof.  Politzer,  the  author  of  this  great 
classic  expresses  himself  that  the  translation  of  this  fourth  revised  edition 
is  the  best  English  translation  which  has  as  yet  appeared  of  his  work.  The 
demand  for  a  careful  English  translation  of  this  valuable  book  is  great,  and 
American  and  English  conferes  should  hail  the  appearance  of  this  latest 
edition  with  pleasure. 

"The  author's  position  among  otologists ;  his  numerous  investigations,  which 
form  the  basis  of  the  modem  science  of  otology;  the  masterly  manner  in 
which  he  discusses  the  various  diseases  of  the  ear;  the  thoroughness  with 
which  he  treats  aural  surgery,  all  abundantly  guarantee  the  excellence  of 
his  work,"  and  make  it  invaluable  to  the  library  of  every  otologist. 

We  believe  this  volume  to  be  the  greatest  classic  in  otology  thus  far  pub- 
lished in  any  language,  and  the  present  revision  brings  the  subject  matter 
thoroughly  up  to  date.  M.  A.  G. 

A  Treatise  on  tlie  Eye,  Nose,  Tliroat  and  Ear.  For  Students  and  prac- 
titioners. By  Eminent  American  and  English  authors.  Edited  by  William 
Campbell  Posey,  M.D.,  Surgeon  to  Wills  Eye  Hospital,  Philadelphia,  and 
Jonathan  Wright,  M.D.,  Laryngologist  to  the  Brooklyn  Eye  and  Ear  Hos- 
pital, etc.  In  one  octavo  volume  of  1234  pages,  with  650  engravings  and  35 
plates  in  colors  and  monochrome.  Cloth,  $7.00,  net;  leather,  $8,00,  net.  Lea 
Brothers  &  Co.,  publishers,  Philadelphia  and  New  York. 

Under  the  able  editorship  of  Dr.  William  Campbell  Posey,  of  Philadelphia, 
and  Dr.  Jonathan  Wright,  of  Brooklyn,  N.  Y.,  this  volume  is  presented  as 
a  comprehensive,  accurate  and  carefully  prepared  treatise  on  the  associated 
sciences,  Ophthalmology,  Otology,  Rhinology  and  Laryngolog3^  There  is 
still  some  difference  of  opinion  as  to  the  practicability  of  publishing  a  treatise 
on  these  allied  sciences  under  one  cover,  as  a  detailed  exposition  of  such 
a  work  produces  a  very  bulky  book,  and  as  the  old  combination  of  Ophthal- 
mology and  Otology  is  but  rarely  adhered  to.  Then,  too,  there  is  no  close 
relationship  between  ophthalmology  on  the  one  hand  and  laryngology  on  the 
other  and  the  relationship  of  certain  diseases  of  the  ear  and  nose  to  those  of 
the  eye  can  be  conveniently  expressed  in  one  chapter.  We  hope  that  in  future 
editions  of  this  valuable  publication  both  the  publisher  and  the  authors  will 
deem  it  advisable  to  present  two  independent  volumes,  one  on  Ophthalmology, 
the  other  on  diseases  of  the  ear,  nose  and  throat. 
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Like  the  several  American  text  books  in  medical  and  surgical  specialties 
which  have  been  previously  published,  this  treatise  is  the  j  esult  of  the  efforts 
of  a  number  of  well  known  contributors  to  special  literature.  The  volume, 
therefore,  does  not  represent  the  individual  experiences  of  the  authors,  but 
rather  presents  independent  monographs  of  the  various  contributors. 

With  the  exception  of  the  chapters  by  Mr.  Arthur  Chea^k  and  Dr.  St.  Clair 
Thomson,  the  contributors  to  the  section  on  the  diseases  of  the  nose,  throat 
and  ear  are  all  Americans. 

Special  attention  should  be  directed  to  the  contributions  by  Dr.  St.  Clair 
Thomson,  on  the  Diseases  of  the  Accessory  Sinuses,  Dr.  Henry  A.  Alderton, 
on  Purulent  Inflammation  of  the  Ear,  and  Dr.  J.  L.  Gooda 'e,  on  the  Histolog- 
ical Pathology  of  Diseases  of  the  Nose  and  Throat. 

The  chapters  devoted  to  diseases  of  the  nose,  throat  and  ear  are  presented 
in  the  following  order : 

"The  Histological  Pathology  of  Diseases  of  the  Nose  and  Throat,"  by  J. 
L.  Goodale,  M.D.  "Methods  of  Examination;  Instruments  and  Apparatus 
and  Their  Use,"  by  J.  E.  Newcomb,  M.D.  "Inflammatory  Diseases  of  the 
Upper  Air  Passages ;  Hay  Fever ;  Rhinorrhoea ;  Asthma ;  Influenza,"  by  Chas. 
W.  Richardson,  M.D.  "Diphtheria  of  Nose  and  Throat;  Intubation;  Syphilis, 
Tuberculosis,  Lupus  and  Leprosy  of  Nose  and  Throat;  Chronic  Laryngeal 
Stenosis ;  Foreign  Bodies  in  Nose  and  Throat ;  Rhinolitis,"  by  William  Kelly 
Simpson,  M.D.  "Neoplasms  of  the  Nose  and  Larynx;  the  Local,  Medical 
and  Surgical  Treatment  of  the  Larynx,"  by  W.  E.  Casselberry,  M.D.  "Dis- 
eases of  the  Accessory  Sinuses,"  by  St.  Clair  Thomson,  M.D.,  F.  R.  C.  S.  E. 
"Diseases  of  the  Oropharynx  and  Nasopharynx,"  by  H.  S.  Birkett,  M.D. 
"Neuroses  of  the  Nose  and  Throat,"  by  Emil  Mayer,  M.D.  "External  De- 
formities of  the  Nose ;  Cleft  Palate,"  by  F.  E.  Hopkins,  M.D.  "Examination 
of  the  Ear ;  Diseases  of  the  External  Ear ;  Diseases  of  the  External  Auditory 
Meatus;  Otomycosis;  Foreign  Bodies;  Wounds  of  the  Membrana  Tympani," 
by  F.  E.  Hopkins,  M.D.  "Diseases  of  the  Internal  Ear  and  Auditory  Nerve ; 
Deaf  Mutism,"  by  E.  A.  Crockett,  M.D.  "Purulent  Inflammation  of  the  Mid- 
dle Ear,"  by  Henry  Arnold  Alderton,  M.D.  "Chronic  Non-suppurative  Mid- 
dle-ear Disease,"  by  Arthur  H.  Cheatle,  F.  .R.  C.  S.  E. 

Another  feature  to  be  mentioned  is  the  fact  that  there  are  no  individual 
references  to  authors  or  monographs  throughout  this  work.  The  subject 
matter  has  been  brought  thoroughly  up  to  date  in  every  Chapter,  is  concisely 
expressed,  and  the  complete  volume  of  1240  pages  is  meaty  from  cover  to 
cover. 

It  is  difficult  to  say  whether  the  perusal  of  this  book  would  be  of  most 
value  to  the  general  practitioner  or  to  the  specialist,  as  it  certainly  contains 
valuable  information  for  the  entire  profession.  M.  A.  G. 

Intubation  du  Larynx.  Instruments— Technique— Advantages.  By  Dr. 
Perez  Avendano,  Ancien  Interne  des  Hospitaux  de  Beunos  Ayres,  membre 
correspondent  de  la  Societe  de  Pediatric  de  Paris.  Preface  by  Dr.  Marfan. 
67  illustrations,  10  tables.  Published  by  C.  Naud,  3  Rue  Racine,  3,  Paris. 
France. 

This  volume  is  a  plea  for  intubation  wherever  possible,  in  place  of  the 
older  operation  of  tracheotomy.  Dr.  Avendano  is  a  firm  believer  in  the  ad- 
vantages of  the  former.  He  bases  his  reasons  upon  his  experience  derived 
from  work  in  the  hospitals  of  Beunos  Ayres  and  Paris.  _    . . 

The  first  part  of  the  book  is  devoted  to  the  historical  phase  of  the  subject, 
in  which  he  traces  the  first  ideas  of  the  subject  to  those  of  the  present  day. 

The  second  part  of  the  book  is  devoted  to  the  consideration  of  the  actual 
operation,  the  technique  of  intubation,  as  well  as  the  removal  of  the  tubes; 
the  precautions  to  be  observed,  the  difficulties,  accidents  and  complications 
arising  from  the  operation,  when  performed  upon  children  and  adults. 

The  last  chapter  in  the  book  is  devoted  to  the  statistics  upon  the  sub- 
ject. M.  A.  G. 
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CONGENITAL  CLEFT  OF  THE  PALATE.  A  FURTHER  RE- 
PORT UPON  THE  OPERATIVE  TECHNIQUE  AND 
ITS  RESULTS. 

BY  JAMES  F.   MCKERNON,  M.  D.^  NEW  YORK. 
Aural  Surgeon  to  the  New  York  Eye  and  Ear  Infirmary. 

In  May,  1899,  I  submitted  to  the  Council  of  this  Association,  as 
a  candidate's  thesis,  a  paper  deaHng  with  the  operative  technique 
of  congenital  clefts  of  the  hard  and  soft  palate,  and  detailed  in  full 
the  history  of  four  cases  operated  upon  by  this  method.  Since  that 
time  several  more  cases  have  been  operated  upon,  twenty-four  in 
all,  and  the  technique  of  the  operation  somewhat  modified;  and  it 
is  for  this  reason,  as  well  as  to  show  the  results  in  the  subsequent 
cases  operated  upon,  that  this  report  is  made.  The  operation  as 
described  at  that  time  was  as  follows : 

The  operation. — The  antiseptic  precautions  observed  for  patient, 
instruments  and  attendants  should  be  the  same  as  those  for  any 
other  successful  operation.  The  first  step  is  to,  administer  the 
anaesthetic  in  the  usual  way,  chloroform  being  used.  The  second  is 
to  perform  a  tracheotomy,  which  takes  but  a  few  moments;  then 
connect  with  the  tracheotomy  tube  a  long  rubber  tube  covered  at 
the  distal  end  by  a  membrane  of  gauze  on  which  the  chloroform 
can  be  dropped.  Ether  can  also  be  given  in  this  way  if  desired, 
though  it  is  not  so  satisfactory  an  anseesthetic  if  so  given  as  chloro- 
form.    Next,  a  gag  is  inserted  between  the  teeth,  preferably  the 


♦Presented  at  the  Twenty-fourth  Annual  Meeting  of  the  American  I^aryngological  Asso- 
ciation, held  at  Boston,  Mass.,  May  28th,  1902. 
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Smith  gag,  as  in  connection  with  it  we  have  a  tongue  depressor  that 
holds  the  tongue  well  downward.  The  gag,  when  separated,  opens 
the  mouth  to  its  widest  extent  and  is  self-retaining,  which  in  itself  is 
an  important  factor,  as  here  we  need  all  the  room  that  it  is  possi- 
ble to  obtain  for  digital  and  instrumental  manipulation. 

A  large,  flat,  thick  piece  of  plain  sterilized  gauze,  with  a  string 
attached,  is  now  placed  below  the  base  of  the  tongue,  covering  the 
entrance  of  the  larynx  and  oesophagus,  thus  shutting  off  all  possi- 
bility of  foreign  substances,  such  as  blood,  solutions,  etc.,  from  be- 
ing carried  into  the  larynx  and  the  parts  below,  or  into  the  stomach 
by  way  of  the  oesophagus.  The  string  attached  to  this  piece  of 
gauze  is  allowed  to  hang  out  of  the  mouth,  with  a  clamp  attached 
to  it,  so  that  it  can,  if  necessary,  be  quickly  removed  at  any  time. 
There  should  be  several  of  these  pieces  of  gauze  on  hand  in  case 
the  one  in  position  has  to  be  removed,  as  sometimes  occurs  when  it 
becomes  saturated  with  blood. 

The  face,  lips,  teeth,  tongue,  pharynx  and  the  hard  and  soft 
palate,  as  well  as  the  nose,  are  now  thoroughly  cleansed  with  a 
warm  boric-acid  solution,  or  a  warm  normal  salt  solution.  The  lat- 
ter is  preferable.  After  thoroughly  going  over  these  parts  with 
either  of  these  solutions,  a  weak  solution  of  formaldehyde  is  used 
to  mop  the  surfaces  again,  and  make  them  as  sterile  as  it  is  possi- 
ble to  do  in  this  region  and  not  injure  any  of  these  tissues. 

The  next  step  is  to  prepare  the  edges  of  the  cleft,  and  this  is  done 
by  beginning  below  at  the  soft  palate,  using  a  long-handled  vol- 
sella  to  gr^sp  the  tissue  about  to  be  removed;  the  cutting  can  be 
done  with  either  a  long,  narrow,  curved  scissors  or  a  long-handled 
curved  scalpel  with  a  small  blade.  As  a  rule,  the  scissors  are  pre- 
ferable, as  in  severing  the  tissue  they  leave  a  beveled  surface,  so 
that  when  the  edges  are  brought  together  there  is  more  accurate 
approximation,  owing  to  this  beveling,  and  a  thicker  base  is  left 
beneath. 

After  freshening  the  edges  of  the  soft  palate,  we  can  pass  directly 
upward  on  that  side  and  prepare  the  edges  of  the  hard  palate  in 
the  same  manner.  When  close  to  the  angle,  and  directly  back  of 
the  teeth,  I  have  found  it  better  to  continue  the  incision  in  the 
form  of  an  ellipse  rather  than  a  circle  round  the  angle  to  the  oppo- 
site side,  as  it  gives  us  a  better  approximation  when  sutured  than 
if  the  incision  had  ended  in  the  apex  of  the  cleft. 

The  opposite  side  is  proceeded  with  in  exactly  the  same  manner, 
beginning  below  and  working  upward.    When  a  rudimentary  uvula 
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is  present,  great  care  should  be  taken  to  destroy  as  little  as  possi- 
ble of  this  muscle,  as  its  presence  helps  very  materially  when  the 
time  comes  to  introduce  our  sutures.  All  the  time  the  edges  are 
being  freshened  an  assistant  (and  there  should  be  two  present), 
should  mop  up  the  blood  with  gauze  sponges  on  long-handled 
sponge  holders,  and  between  times  press  the  gauze  against  the 
bleeding  surface  to  control  the  flow  of  blood. 

Next,  a  curved  incision  is  made  in  the  hard  palate  close  to  the 
alveolar  border  of  the  jaw,  this  incision  extending  through  mucOus 
membrane  and  periosteum  to  the  bone.  The  extent  or  length  of 
the  incision  should  be  guided  by  the  extent  and  length  of  the  cleft. 
When  a  complete  cleft  is  present,  then  it  should  extend  from  di- 
rectly behind  the  teeth  in  front,  as  far  backward  as  the  hard  or  bony 
palate  extends.  A  small,  rather  sharp  and  curved,  pointed  perios- 
teal elevator  is  now  used  to  separate  the  periosteum  from  the  bone. 
This  separation  must  be  done  slowly  and  carefully,  in  order  not  to 
injure  unnecessarily  the  palatine  vessels.  The  periosteum  should 
be  completely  separated  from  all  its  attachments  to  the  hard  palate, 
except  a  small  portion  directly  behind  the  front  teeth,  so  that  with 
its  covering  it  forms  a  muco-periosteal  flap  that  can  be  slid  easily 
into  the  median  line  without  tension  of  any  kind,  and  when  both 
sides  are  loosened  it  forms  a  perfectly  loose  apron,  easily  approxi- 
mated in  the  centre. 

To  relieve  the  possibility  of  any  tension  being  exerted  by  the 
soft  palate,  an  incision  should  always  be  made  on  either  side,  in- 
ternal to  the  hamular  process  and  carried  well  backward.  As  a 
rule,  this  incision  is  made  after  the  edges  are  sutured.  This  will 
prevent  tension  at  the  junction  of  the  hard  and  soft  palates,  as  well 
as  prevent  tension  of  the  soft  palate  alone,  which  it  was  formerly 
supposed  to  relieve.  Before  introducing  the  sutures,  the  bleeding 
from  the  edges  should  be  stopped  by  sponges  of  gauze  wrung  out  of 
a  hot  normal  salt  solution  and  applied  to  their  surfaces. 

The  next  step  is  the  introduction  of  the  sutures,  and  I  have  found 
the  needles  which  I  show  here  of  the  greatest  help  in  their  introduc- 
tion. They  consist  of  a  right  and  left,  and  a  suture  can  be  easily 
introduced,  no  matter  how  abrupt  the  angle  or  small  the  space. 

The  material  for  sutures  can  be  either  a  medium-sized  silk,  a  silk- 
worm gut,  or  a  silver  wire.  In  all  my  cases  I  used  iron-dyed  silk, 
except  in  one,  and  in  this  I  used  silver  wire  with  a  gratifying  result. 
The  sutures  should  be  passed  from  before  backward — that  is,  be- 
ginning directly  behind  the  front  teeth  and  extending  backward  to 
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the  end  of  the  soft  palate.  As  a  rule,  the  sutures  should  be  about  a 
third  of  an  inch  apart,  and,  if  of  silk,  can  be  tied  by  the  slip-knot 
method  or  the  ordinary  surgeon's  knot.  The  edges  should  ap- 
proximate perfectly  and  there  should  be  absolute  freedom  from  ten- 
sion. After  the  oral  cavity  has  been  cleansed  again  by  the  normal 
salt  solution,  and  the  pad  removed  and  replaced  by  a  fresh  one,  a 
thin  strip  of  sterilized  gauze,  about  an  inch  and  a  half  wide,  is 
passed  between  the  under  surface  of  the  repaired  palate  and  the 
posterior  pharyngeal  wall.  Plain,  sterilized  gauze  is  then  used  to 
pack  the  lateral  incisions,  and  here  the  packing  should  be  quite 
firm.  Sterilized  gauze  is  also  used  over  the  whole  of  the  operative 
field,  the  cavity  of  the  mouth  is  filled  completely  to  the  front  teeth, 
and  the  gauze  is  pressed  rather  firmly  against  the  under  surface  of 
the  new  palate. 

,  The  patient  breathes  freely  through  the  tracheotomy  tube,  and 
we  are  enabled  to  treat  the  wound  in  somewhat  the  same  manner 
as  we  would  were  it  on  any  other  surface  of  the  body. 

Should  vomiting  occur  and  soil  the  dressings  while  the  patient  is 
recovering  from  the  anseesthetic,  then  we  must  redress  the  wound. 
This  happened  twice  in  one  of  my  cases,  and  not  at  all  in  the  others. 

Nourishment  is  carxied  on  entirely  by  the  rectum,  and  consists  of 
peptonized  milk,  four  ounces  given  every  four  hours.  After  the 
first  twenty-four  hours  this  is  alternated  with  liquid  beef  pepton- 
oids,  and  later  malted  milk,  given  in  the  same  quantity  and  at  the 
same  intervals.  A  patient  can  be  nourished  in  this^way  with  per- 
fect ease  for  ten  or  twelve  days  and  lose  but  very  little  weight.  In 
giving  the  nourishment  by  rectum,  the  nurse  should  always  apply 
a  pad  after  the  introduction  of  the  fluid,  and  hold  it  firmly  in  posi- 
tion for  at  least  half  an  hour  to  insure  its  absorption,  for  many 
times  the  bowel  will  become  very  irritable  and  often  reject  the 
smallest  quantity  introduced  if  this  precaution  is  omitted. 

If  no  vomiting  has  taken  place  the  packing  should  be  removed 
at  the  end  of  forty-eight  hours,  and  the  parts  gently  sponged  with 
either  a  hot  saline  solution  or  with  sterile  water  and  the  wound 
gently  repacked. 

Owing  to  the  salivary  secretions,  which  are  now  increased  by 
the  mechanical  irritation  of  the  dressing,  we  should  remove  the 
packing  each  day  and  cleanse  as  before,  at  the  same  time  inspect- 
ing our  sutures ;  and  if  any  are  found  drawing  they  had  best  be 
severed  at  once,  but  not  removed  until  the  next  dressing,  as  then 
they  will  have  become  loosened  and  easv  to  remove  and  have  helped 
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to  hold  the  parts  together  several  hours  longer  than  they  would 
otherwise  have  done  had  they  been  removed  at  the  time  of  the 
cutting,  and  this  in  itself  is  an  advantage  in  promoting  the  healing. 

The  length  of  time  for  the  sutures  to  be  left  in  depends  entirely 
upon  how  the  case  does.  They  should  not  be  removed  all  at  one 
time,  but  one  removed  here  and  there  as  seems  best  from  the  in- 
spection. Silk  sutures  can  rarely  be  left  in  over  eight  days,  and 
that  is  time' enough,  for  if  they  have  not  served  the  purpose  for 
which  they  were  used  by  this  time  they  never  will.  Silver  wire 
can  be  retained  much  longer,  and  in  a  recent  case  which  I  operated 
upon,  it  was  left  in  for  fourteen  days. 

The  tracheotomy  tube  should  be  retained  until  the  patient  is  able 
to  take  food  by  the  mouth,  which  is  usually  by  the  tenth  or  twelfth 
day.  It  can  then  be  removed  and  the  wound  left  by  it  will  quickly 
heal  by  granulation  in  a  very  few  days.  As  an  adjunct  to  the  nutri- 
tion, I  have  found  of  very  great  value  the  introduction  into  the 
bowel  at  night  of  ten  to  twelve  ounces  of  a  warm  saline  solution. 
This  also  materially  diminished  the  thirst  and  adds  to  the  general 
comfort  of  the  patient. 

Since  describing  the  operation  as  just  detailed,  several  more 
cases  have  been  operated  upon;  and  as  we  all  learn  by  experience, 
there  have  been  made  since  then  a  few  modifications,  both  from 
the  standpoint  of  operative  technique  and  after  treatment,  which  to 
the  writer  seem  beneficial. 

At  the  present  time  a  preliminary  tracheotomy  is  done  under 
cocaine  the  day  before  the  operation.  As  most  of  the  cases  oper- 
ated upon  have  been  adults,  this  has  been  a  comparatively  easy 
matter.  If  the  case  has  been  that  of  a  very  young  child,  then  the 
operation  of  tracheotomy  is  done  prior  to  beginning  work  upon 
the  palate. 

In  administering  the  chloroform,  it  has  been  found  preferable 
to  drop  it  on  an  inhaler  directly  over  the  tracheotomy  tube,  rather 
than  through  a  long  rubber  tube  as  first  described. 

The  large,  flat,  thick  pieces  of  gauze  with  strings  attached  are 
used  to  cover  the  entrance  to  the  larynx  and  oesophagus  as  de- 
scribed in  the  earlier  operations. 

In  preparing  the  edges  of  the  cleft,  a  long-handled  mouse-tooth 
forceps  is  used  to  grasp  the  edge  of  the  tissue  about  to  be  removed, 
and  the  cutting  is  done  with  a  pair  of  long-handled,  curved  scissors. 
In  some  cases  the  edges  can  not  be  pared  with  the  scissors  further 
than  the  junction  of  the  hard  and  soft  palate,  as  here  the  edge  of 
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the  cleft  is  firmly  adherent  to  the  palate  process  of  the  superior 
maxillary  bone.  If  this  condition  be  present,  a  knife  can  be  used, 
and  a  thin  margin  of  the  flap  cut  directly  down  to  the  bone  upon 
which  it  rests,  and  this  can  be  easily  removed  with  a  periosteal  ele- 
vator. 

Especial  care  should  be  taken  to  save  as  much  of  the  tissue  of 
the  uvula  as  possible,  for  it  will  unite  when  only  a  very  small  area 
of  it  be  freshened. 

Before  proceeding  further  as  was  formerly  done,  we  now  intro- 
duce the  sutures  through  both  sides  of  the  soft  palate,  and  through 
as  much  of  the  hard  palate  as  overlaps  the  bone,  provided  the  over- 
lapping be  of  sufficient  width  to  introduce  a  suture.  If  it  be  of 
insufficient  width,  then  they  are  passed  through  only  to  the  hard 
palate. 

The  material  used  in  suturing  has  been  invariably  silver  wire 
for  the  last  three  years. 

After  the  alveolar  incision  has  been  made,  care  should  be  taken 
to  have  that  portion  of  the  flap  situated  just  behind  the  front  teeth 
left  with  as  broad  a  margin  of  attachment  as  possible,  in  order  to 
preserve  the  circulation  between  the  flap  and  the  adjacent  tissue,  as 
in  one  of  my  cases  the  flap  at  this  point  was  narrowed  down  to  a 
small  point  of  attachment,  and  on  the  sixth  day  parted,  but  for- 
tunately later  closed  by  granulation. 

Where  formerly  a  curved  incision  was  made  in  the  tissue  of  the 
soft  palate  internal  to  the  hamular  process,  it  is  now  extended  down- 
ward, keeping  well  to  the  outer  attachment  of  the  soft  palate,  un- 
til in  some  cases  the  incision  stops  just  before  the  fibres  of  the  pillar 
are  severed.  An  incision  made  in  this  way  is  an  absolute  safe- 
guard against  tension;  it  also  prevents  the  arching  of  the  palate 
after  healing  has  taken  place,  and  this  alone  is  a  valuable  adjunct 
when  our  patients  begin  to  articulate. 

This  incision  can  be  made  either  before  or  after  suturing  the 
edges.  Usually,  it  is  partially  done  prior  to  suturing,  and  then  after 
our  edges  are  united,  it  is  extended  downward  in  the  manner 
spoken  of  above. 

In  all  the  cases  operated  upon  during  the  past  two  years,  there 
has  been  but  little  trouble  from  hemorrhage  while  operating;  it 
has  always  been  easily  controlled  by  gauze  sponges  wrung  out  of 
hot  sterile  water. 

The  needles  used  in  the  introduction  of  the  sutures  are  the  ones 
already  spoken  of.     They  are,  as  you  will  see,  a  right  and  left ;  as 


MCKERNON  :      CONGENITAL  CLEFT  OF  THE   PALATE.  103 

many  times,  on  account  of  an  abrupt  angle,  we  can  more  easily  pass 
the  suture  from  left  to  right  than  from  right  to  left,  and  it  is  for 
this  reason  that  the  left  is  used. 

Where  formerly  the  introduction  of  the  sutures  was  begun  just 
behind  the  teeth  in  the  hard  palate,  we  now  commence  to  insert 
them  in  the  soft  palate  first  and  go  forward  rather  than  from  before 
backward,  as  was  first  advised. 

The  size  of  the  suture  material  will,  of  course,  vary  according 
to  the  tissue  to  be  repaired.  For  ordinary  use,  No.  26  silver  wire 
will  be  found  useful  and  all  that  is  needed. 

In  closing  the  cleft  and  twisting  the  wire,  the  utmost  care  should 
be  taken  not  to  draw  the  suture  too  tight,  for  if  this  be  done,  the 
wire  will  cut  through  the  edges  of  the  flap  on  the  second  or  third 
day,  and  thus  prevent  healing  at  this  point  by  a  separation  of  the 
edges. 

The  edges  should  be  drawn  together  just  tight  enough  to  give 
them  moderate  approximation;  and  in  all  cases  a  shield  should  be 
used  while  twisting  the  wire,  as  this  enables  one  to  see  just  how 
tight  we  are  making  our  suture. 

After  the  wire  sutures  are  in  place,  the  ends  should  all  be  bent 
from  behind  forward,  so  as  later  to  prevent  irritation  of  the  tongue 
as  much  as  possible. 

The  lateral  incisions  should  be  packed  quite  firmly  with  sterile 
gauze,  and  this  gauze  left  in  position  for  at  least  twenty-four  hours, 
as  it  tends  to  push  the  flaps  together,  thus  avoiding  any  tension. 
It  also  aids  materially  in  checking  hemorrhage. 

In  all  the  more  recent  cases  operated  upon,  the  second  dressing 
was  done  from  twelve  to  fifteen  hours  after  operation  instead  of 
twenty-four  hours,  as  was  first  practiced,  the  reason  for  this  being 
that  the  salivary  secretion  is  always  more  profuse  after  anaesthesia, 
and  our  dressings  are,  up  to  this  time,  saturated  quite  as  much  as 
they  are  later  by  allowing  them  to  remain  the  full  twenty-four  hours. 
The  best  results  have  been  obtained  by  dressing  the  whole  operative 
field  twice  a  day  for  the  first  six  days  after  the  primary  dressing. 

The  dressings  are  all  appHed  moist,  being  previously  wrung  out 
of  hot  sterile  water. 

The  dressings  applied  in  this  way  and  packed  firmly  against  the 
new  palate  act  as  a  splint  does  to  an  injured  limb,  and  allow  of  but 
a  minimum  degree  of  motion,  holding  the  palate  almost  stationary 
except  while  we  are  changing  the  dressings.  While  not  an  ideal 
splint,  still  it  roughly  takes  the  place  of  one.  and  until  something 


104  MCKERNON  :      CONGENITAL   CLEFT   OF   THE   PALATE. 

better  is  devised,  helps  us  very  much  in  bringing  about  a  favorable 
result. 

It  has  been  suggested  that  lead  clamps  would  help  here,  and  act 
as  splints,  and  I  am  now  having  some  constructed  with  this  end  in 
view. 

The  lateral  alveolar  incisions  should  not  be  repacked  after  the 
first  twenty-four  hours ;  for  if  they  be  repacked  for  even  a  second 
twenty-four  hours,  there  will  be  a  tendency  to  a  curling  over  of  the 
edge  which  has  been  severed,  and  such  curling  will  take  place 
toward  the  median  line  rather  than  toward  the  tissue  from  which  it 
was  severed.  This  will  prevent  healing  by  granulation  at  this  point 
as  too  much  space  will  exist  for  complete  filling  by  granulation  tis- 
sue, and  the  result  will  be  a  fissure  near  the  alveolar  border  when 
the  surface  in  the  median  line  is  healed. 

Instead  of  nourishing  by  the  rectum  during  the  whole  period  of 
convalescence  as  was  formerly  advised,  we  now,  after  the  third 
day,  while  dressing,  give  them  a  glass  of  peptonized  milk,  which  is 
followed  by  a  glass  of  warm  sterilized  water  to  cleanse  the  parts. 
Later  this  quantity  of  nourishment  is  increased  to  a  pint  of  milk 
at  each  dressing  as  the  days  go  op.  The  rectal  nourishment  is  in 
no  way  diminished  on  this  account. 

In  this  way  but  very  little  weight  is  lost  and  the  strength  is  main- 
tained very  well.  A  point  of  importance  in  rectal  nourishment 
should  be  very  strongly  emphasized ;  that  is,  that  after  the  nutritive 
enema  has  been  placed  in  the  bowel,  the  nurse  should  always  hold  a 
pad  firmly  over  the  anus  for  from  twenty  minutes  to  half  an  hour 
to  prevent  its  expulsion. 

In  only  one  case  operated  upon  was  there  any  difficulty  in  hav- 
ing the  nutrition  retained.  The  bowel  is  always  washed  out  at 
least  half  an  hour  prior  to  the  time  for  rectal  feeding.  At  least 
twice  a  day  eight  to  twelve  ounces  of  a  warm  saline  solution  is  in- 
troduced into  the  bowel,  the  last  introduction  for  the  day  being  at 
night,  and  this  prevents  the  intense  thirst  usually  complained  of  by 
these  patients. 

The  sutures  are  left  in  much  longer  than  was  formerly  advised, 
as  it  has  been  found  the  union  is  made  firmer  than  if  they  were  re- 
moved earlier.  The  usual  time  for  the  tracheotomy  tube  to  be  left 
in  is  ten  days,  and  the  resultant  wound  from  its  use  heals  very  rapid- 
ly, and  does  not  leave  a  large  and  unsightly  scar,  if  properly  dressed 
each  day  while  in  position.  Much  adverse  criticism  has  been 
brought  to  bear  upon  this  method  of  operating  because  a  trache- 
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otomy  tube  is  advised  as  an  adjunct  in  its  performance.  First,  it 
has  been  said  that  it  is  a  dangerous  procedure ;  that  we  unnecessar- 
ily jeopardize  a  patient's  Hfe  by  its  performance. 

That  this  is  not  so,  I  think  has  been  proven,  for  of  the  twenty- 
four  cases  operated  upon,  I  can  assure  you  that  I  have  never  seen 
the  sHghtest  harmful  result.  An  uncomplicated  tracheotomy  is, 
I  believe,  as  free  from  danger  as  many  other  operations  that  are 
advised  and  said  to  be  void  of  danger;  and  if  the  proper  care  be 
given  a  case  after  a  tracheotomy  has  been  done,  I  do  not  believe 
complications  will  arise. 

The  routine  followed  in  my  cases  after  the  introduction  of  the 
tube,  has  been  to  place  the  patients  in  bed  in  a  warm  room,  with 
a  temperature  for  tne  first  three  or  four  days  of  at  least  80°  F.  A 
steam  kettle  is  kept  going  all  the  time,  day  and  night;  and  over 
the  end  of  the  tube  is  placed  a  piece  of  gauze  moistened  with  a 
saline  solution,  which  is  changed  every  two  hours.  This  enables 
the  patient  to  continually  breathe  in  a  warm  moist  atmosphere, 
and  I  believe  minimizes  the  danger  of  bronchitis  or  a  broncho- 
pneumonia developing. 

In  former  times  the  reason  why  a  tracheotomy  was  looked  upon 
with  so  much  fear  was  because  it  was  rarely  if  ever  done  except  in 
an  emergency  to  try  and  save  life,  and  being  used  so  as  a  last  re- 
sort, it  is  not  strange  that  the  mortality  in  the  cases  in  which  this 
operation  was  done,  should  be  large.  But  in  no  sense  should  a  sim- 
ple, uncomplicated  tracheotomy  be  called  dangerous,  nor  should  it 
be  compared,  from  the  standpoint  of  danger,  to  a  tracheotomy  done 
in  an  emergency  case,  when  the  tissues  as  well  as  the  patient's  phy- 
sical condition  are  diseased  and  far  below  the  normal  health  stan- 
dard. 

Then,  too,  by  the  aid  of  tracheotomy,  we  are  enabled  to  operate 
in  practically  one-half  the  time  it  takes  to  do  the  operation  if  this 
procedure  be  dispensed  with ;  and  this  in  itself  is,  I  believe,  of  very 
great  importance,  and  aids  us  materially  in  bringing  about  a  rapid 
convalescence. 

It  also  aids  us  very  much  indeed,  in  keeping  the  blood  and  solu- 
tions from  entering  the  larynx  and  stomach. 

To  be  sure,  we  can  operate  without  the  introduction  of  a  trache- 
otomy tube,  by  having  the  head  extended  and  lowered  over  the 
end  of  the  table,  but  even  in  this  way,  I  have  seen  large  quantities 
of  blood  pass  into  the  larynx  and  stomach ;  and  in  two  cases  (not 
my  own)  the  flaps  w^ere  torn  apart  during  the  next  twelve  hours  on 
account  of  the  vomiting  of  the  blood  swallowed. 
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It  has  been  said  that  if  the  same  technique  were  followed  in  oper- 
ating, minus  the  tracheotomy,  we  should  obtain  the  same  results. 
Wishing  to  test  this,  I  operated  upon  three  cases:  two  adults  and 
one  child  7  years  of  age,  following  the  technique  as  described  in 
every  detail.  The  results  were  that  at  the  end  of  five  days  I  had 
nothing  but  ragged  flaps  in  the  adult  cases;  and  at  the  end  of  the 
second  day  in  the  child's  case,  there  was  not  a  stitch  intact.  Of  the 
twenty-four  cases  operated  upon,  all  were  not  successful ;  sixteen 
were  closed  by  primary  union  in  both  hard  and  soft  palate.  In 
two,  there  was  a  slough  at  the  junction  of  the  hard  and  soft  palate, 
that  looked  on  the  eighth  day  as  though  there  was  going  to  be  a 
large  hole  left  permanently ;  but  under  stimulation,  these  closed 
completly,  but  in  doing  so  caused  the  arch  of  the  soft  palate  to 
become  somewhat  higher  than  in  those  that  healed  by  primary 
union  throughout. 

Two  of  the  cases  united  by  primary  union  except  just  behind  the 
front  teeth,  and  here  a  small  but  permanent  sinus  was  left,  which 
three  months  later  was  closed  by  a  small  flap  operation. 

In  one  of  the  cases,  a  boy  16  years  of  age,  a  large  hole  was  left 
permanently  by  the  sloughing  of  the  attached  end  of  the  flap  on  the 
right  side, "next  the  alveolar  border.  The  reason,  I  believe,  why 
this  was  not  completely  closed,  was  that  the  cleft  in  the  hard  palate 
was  an  unusually  wide  one,  and  in  trying  to  completely  close  the 
cleft,  an  insufflcient  attachment  of  the  flap  on  that  side  was  left, 
and  there  was  not  enough  circulation  brought  to  the  flap  to  proper- 
ly nourish  the  tissue,  so  that  on  the  fourth  day  a  separation  took 
place.  This  I  had  hoped  to  close  in  later,  but  the  boy,  who  was  a 
hospital  case,  disappeared  from  observation,  and  I  was  unable  to 
obtain  any  trace  of  him. 

The  other  three  cases,  one  child  5  years  of  age,  and  two  adults, 
were  almost  complete  failures. 

The  cause  of  failure  in  the  child's  case,  so  far  as  we  were  able  to 
judge,  was  due  to  the  child's  working  the  tongue  back,  and  in  some 
way  getting  it  beneath  and  behind  the  new  palate,  thus  forcing  the 
dressing  out  of  the  mouth,  and  in  this  way  pulHng  the  stitches  out 
of  the  soft  palate.     A  portion  of  the  hard  palate  united. 

Of  the  two  adult  cases,  one  was  a  complete  failure,  due  to  a  sec- 
ondary hemorrhage  occurring  on  the  second  day,  caused  by  the 
removal  of  a  large  group  of  adenoids  two  days  before  operation  on 
the  palate. 
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In  this  case,  the  bleeding  was  so  profuse  that  all  efforts  to  stop 
it  failed,  until  we  had  packed  beneath  the  newly  formed  palate,  and 
this  so  disturbed  the  symmetry  of  the  flap  that  sloughing  followed, 
and  it  was  three  days  before  the  hemorrhage  finally  ceased. 

Failure  in  the  other  case,  I  am  unable  to  attribute  to  any  definite 
cause,  except  possibly  that  of  infection,  as  one  of  the  assistants  who 
helped  operate  on  the  case  was  at  the  time  suffering  from  a  sup- 
purative tonsillitis  of  which  I  was  unaware. 

Of  the  twenty-four  cases  operated  upon  by  this  method,  the 
youngest  was  a  few  weeks  under  three  years  of  age,  and  the  oldest 
a  few  months  under  thirty-six  years  of  age. 

It  would  be  better,  I  believe,  if  all  cases  were  operated  upon  at 
an  early  age,  the  earlier  the  better,  both  from  the  standpoint  of 
surgical  results,  as  well  as  for  the  function  of  speech.  Dr.  Brophy, 
of  Chicago,  operates  upon  these  cases  in  infancy,  and  the  brilliant 
results  which  he  obtains  in  so  doing  are  second  to  none. 

I  have  never  had  a  case  under  observation  but  once  when  the 
child  was  a  young  infant,  and  then  the  operation  was  done  by  the 
old  method  at  six  months  of  age,  the  result  being  that  a  part  of 
the  hard  palate  was  closed,  but  the  soft  palate  and  the  remainder 
of  the  hard  palate  failed  to  unite. 

Nearly  all  of  my  cases  have  been  adults  or  those  nearing  adult 
age,  but  in  the  future,  if  all  young  infants  are  operated  upon,  we 
shall  as  time  goes  by  see  fewer  and  fewer  cases  of  the  adult  type. 

In  my  former  paper  I  advised  the  closure  of  congenital  clefts 
of  the  lip,  when  existing,  at  the  same  time  the  palate  operation  is 
done.  Since  then,  experience  has  proved  to  me  that  we  had  better 
postpone  the  operative  work  on  the  lip  until  there  is  firm  union  of 
the  palate,  as  the  frequent  dressings  of  the  palate  wound  tend  to 
moisten  and  delay  union  of  the  lip.  The  lip  can  be  easily  closed 
later  if  desired,  under  cocaine  or  eucaine  anaesthesia,  and  if  done  at 
this  time  it  is  much  less  trouble  and  work  to  care  for  it,  than  if  done 
at  the  time  of  the  palate  operation. 

While  this  operation  is  by  no  means  an  ideal  one,  yet  by  a  con- 
stant care,  and  close  observation  of  our  cases,  it  is  to  be  hoped  that 
in  the  future  an  ideal  method  maj  be  devised  which  will  aid  us  in 
more  successfully  caring  for  this  unfortunate  class  of  human  beings. 

62  West  Fifty-second  St. 


THE  FALSETTO  VOICE;    ORIGIN  AND  RESPIRATORY 
TREATMENT;  DENTAL  IRREGULARITIES.* 

BY   MARCEL  NATIER^   M.   D.,   PARIS. 

From  a  pathological  point  of  view,  the  falsetto  voice  is  one  pre- 
senting a  shrill  timbre  and  very  disagreeable  to  the  ear.  It  may  be 
temporary  or  permanent.  Its  duration  is  quite  indefinite.  It  appears 
to  start  especially  from  the  period  of  the  establishment  of  menstrua- 
tion and  some  have  claimed  that  it  stands  in  correlation  with  an 
arrest  of  development  of  the  genital  organs.  This  is  an  error.  Its 
explanation  has  also  been  sought  in  various  obstacles  situated  at  the 
level  of  the  upper  air  passages.  Tuberculosis  evident  or  latent,  has 
also  been  mentioned  in  this  etiological  connection,  but  these  are 
merely  hypotheses. 

We  believe  for  our  part  that  the  condition  is  referable  to  a  pro- 
found disturbance  of  the  respiratory  function.  This  assertion  is 
founded  upon  the  study  of  a  recent  case.  Having  followed  it  very 
closely  we  have  taken  a  series  of  tracings  which  our  collaborator, 
TAbbe  Rousselot,  has,  with  his  accustomed  skill,  clearly  interpreted. 
A  perusal  of  these  will  aid  in  giving  a  clear  idea  6f  the  pathogeny 
of  this  affection. 

Observation. — Boy  of  17  years,  of  vigorous  appearance,  suffering 
for  the  past  two  years  from  falsetto  voice;  has  never  been  treated. 
January  24,  1902.  The  first  tracing  shows  a  definite  defect  in  res- 
piration.    (Fig.  I.) 

The  holding  of  the  vowel  sound  is  quite  bad.  After  inspiration 
marked  by  the  descent  of  the  line,  the  glottis  closes,  then  opens 
itself  for  an  instant ;  it  then  closes  again,  the  vowel  sound  is  emitted 
and  lasts  about  three  seconds. 

March  24th. — The  patient  has  not  been  able  hitherto  to  place  him- 
self under  treatment  as  he  has  not  wished  to  interrupt  his  studies. 
Before  taking  him  in  charge  a  second  tracing  was  taken  as  follows 
(explanation  as  before).     (Fig.  2.) 

There  is  also  a  slight  progress  in  the  holding  of  the  "A."  The 
vowel  commences  just  at  the  moment  when  the  line  of  expiration 
commences  to  rise.  There  is,  then,  in  the  larynx  a  slowness  of 
movement  greater  than  on  January  29th. 

*  Read  by  title  at  the  Twenty-fourth  Annual  Congress  of  the  American  I^aryneolosfical 
Association,  held  at  Boston  May  26-28,  1902.— Translation  by  J,  E.  Newcomb. 
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March  29th. — The  exercises  begun  on  March  26th,  have  been 
regularly  followed.  The  patient  appears  more  nervous  than  at  the 
two  previous  seances.     (Fig.  3.) 

The  interest  centers  on  the  emission  of  the  vo^Yel  "A."  It  es- 
capes after  a  slight  loss  of  expired  air  and  last  ten  seconds. 


Fig.  1.    January  29,  1902. 

I.  Ordinary  upper-costal  respiration.        I'  forced. 

II.  Ordinary  middle-costal  respiration.    II'  forced. 

III.  Ordinary  abdominal  respiration. 

IV.  The  vowel  "A." 


The  respiration  not  having  been  modified  sensibly  even  to  the 
end  of  treatment  we  have  considered  it  needless  to  reproduce  further 
respiratory  tracings. 

We  have  therefore  confined  ourselves  to  the  reproduction  of  the 
successive  tracings  of  the  vowel  "A." 
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Fig:.  2. 
A  progress  is  noted  in  the  amplitude  and  especially  in  the  regularity  of  the  respiration. 
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The  vowel  sound  is  much  improved,  lasting  23  seconds. 
The  improvement  in  the  utterance  of  the  vowel  "A"  continues. 
It  lasts  about  30  seconds.     (Fig.  4.) 


Fig.  3.     March  29th. 

The  vowel  sound  lasts  33  seconds.     The  approximation  of  the 
vocal  cords  is  more  rapid  and  the  air-loss  less.    This  latter  is  grad- 
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ually  reduced  until  it  appears  merely  as  a  slight  bend  in  the  curve 
following  inspiration.  The  curve  of  expiration  during  the  emission 
of  the  vowel  sound  becomes  more  and  more  regular.  The  patient 
is  not  yet  entirely  cured.     (Fig.  5.) 

•  The  history  of  the  case  shows  that  the  patient  had  at  an  early 
age  nervous  tendencies.  Even  at  the  present  time  he  has  a  very 
marked  anesthesia  of  the  posterior  pharyngeal  wall.  He  has  always 
experienced  a  certain  difficulty  in  respiration  and  easily  becomes 
hoarse.  Direct  inspection  shows  a  certain  degree  of  the  condition 
known  as  "funnel-shaped  sternum,"  characterized  by  a  depression 
more  or  less  marked,  of  this  bone.     The  dental  irregularities  exist- 


Fig.  4.    April  3d. 

ing  in  the  patient  can  be  easily  determined  by  reference  to  Figs. 
7  and  8. 

There  is  noticed  an  excessive  asymmetry  that  has  caused  a  very 
marked  dental  irregularities.  Analogoues  case-histories  have  led  us 
to  believe  that  these  dental  irregularities  are  referable  to  respiratory 
disorders.  The  important  conclusions  from  the  points  of  view  of 
both  laryngologists  and  dentists  are  obvious. 

In  this  particular  case  the  larynx  was  in  a  measure  of  the  infantile 
type.  The  vocal  cords  did  not  come  in  contact  at  the  moment  of 
sound  emission.  Their  free  borders  formed  a  regular  triangle  with 
a  base  measuring  about  a  millimeter.  The  patient  was  not  able  to 
maintain  the  sound  for  more  than  an  average  of  seven  seconds. 
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Under  these  circumstances  respiratory  gymnastics  have  appeared  to 
us  clearly  indicated  in  order  to  restore  to  the  organ  its  functional 
integrity.  Success  has  been  immediate.  In  fact  at  the  first  exercise 
the  young  man  was  able  to  speak  in  a  low  voice  and  sustained  tone. 
He  succeeded  in  holding  the  sound  two  seconds.  From  this  time 
the  improvement  has  been  uninterrupted.  He  has  quickly  been 
freed  from  all  vocal  faults.  The  nasal  tone  has  disappeared  and 
the  power  of  singing  has  been  completely  recovered.     There  still 


Fig.  5.    April  5th. 


persists  at  the  moment  of  vocal  emission  a  bi-tonal  quality  of  the 
vowel  "A."  This  is  the  result  of  the  former  habit  of  the  patient  who 
contracted  his  vocal  cords  too  energetically. 

Corresponding  to  restoration  of  function  there  have  been  interest- 
ing changes  in  the  vocal  organs.  We  cannot  omit  to  mention  them, 
for  they  explain  the  cure.  Thus  we  have  been  able  to  note  each  day 
the  progress  made  by  the  vocal  cords.  These,  at  first  more  or  less 
rolled  up,  have  become  extended.  Abduction,  at  first  limited,  has 
quickly  recovered  its  amplitude.     If  adduction  has  required  more 
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time  for  its  complete  restoration,  it  is  nevertheless  returning.  The 
thoracic  perimeter  has  increased  in  four  days  about  three  cm.  and 
finally  the  patient  has  been  able  to  maintain  the  sound  for  an  aver- 


Fig.  6.    April  7th. 


age  of  thirty  seconds,  that  is  to  say,  three  times  ^s  long  as  at  the 
beginning. 

For  all  these  reasons  and  strengthening  our  views  by  the  proofs 
afforded  by  the  graphic  method,  we  believe  that  we  can  rightly 
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Fifif.  7.    Superior  Maxilla. 


Fig.  8.    Inferior  Maxilla. 


affirm  that  falsetto  voice  is  occasioned  by  respiratory  troubles.  These 
must  be  corrected  if  we  would  gain  the  mastery  over  the  disagree- 
able conditions  referred  to.  Respiratory  gymnastics  appear  to  us  to 
constitute  the  most  efficacious  and  most  rapid  plan  of  treatment. 


EXCISION  OF  THE  EPIGLOTTIS  FOR  LUPUS. 

BY  TALBOT  R.   CHAMBERS,  M.   D.,  JERSEY  CITY,   N.   J. 

Surgeon  in  charge  Eye,  Ear,  Nose  and  Throat  Depts.  City  and  Christ  Hospitals, 
Jersey  City,  N.  J. 

The  case  here  reported  has  four  points  of  interest — the  operation, 
the  anesthetic,  the  diagnosis  and  its  comparative  rarity. 

Lizzie  Jansen,  aet.  21,  born  in  Sweden  of  good  inheritance,  a 
domestic,  came  to  this  country  one  year  ago.  On  February  27th  last 
she  was  sent  to  me  by  her  mistress  who,  having  small  children  in 
the  family,  feared  to  have  Lizzie  mingle  with  them,  in  case  she  might 
have  tuberculosis.  Her  only  symptoms  were  an  infrequent  cough 
and  peculiar  hoarse  voice.  Otherwise  she  was  well  and  hearty. 
There  was  no  history  of  syphilis,  malaria  nor  rheumatism,  except 
for  some  pains  in  shins,  worse  at  night,  and  an  amenorrhoea  of  four 
months'  duration.  Her  loss  of  voice  had  a  duration  also  of  only 
four  months.    Any  connection  between  the  two  does  not  appear. 

Examination  showed  the  rima  glottidis  partially  obstructed  by  a 
bi-lobular  tumor  of  the  epiglottis,  about  the  size  of  half  an  almond, 
which  almost  prevented  vision  of  the  cords.  There  were  three 
punched-out  holes  on  the  lingual  surface  of  the  tumor.  There  was 
some  swelling  of  the  arytenoids  and  no  involvement  of  the  cervical 
glands.    The  chest  was  negative. 

March  17th— No  tubercle  bacilli  were  found  in  the  sputum  nor  in 
a  section  excised  for  the  purpose  of  examination.  The  report  was 
that  this  was  of  an  endothelial  type. 

The  treatment  from  February  2^  to  May  i  was  the  mixed  treat- 
ment — Hydrarg.  Bichlorid.  004  and  Kali  Iodide  .30  t.  i.  d.  During^ 
the  last  six  weeks  she  took  in  addition  3.00  of  Kali  Iodide  t.  i.  d. 
There  being  no  appreciable  change  in  the  tumor,  she  was  exposed 
to  the  X  rays  three  times  weekly  for  three  weeks,  still  without 
any  change  in  the  tumor  or  symptoms. 

June  6th. — Her  condition,  while  not  serious,  was  threatening,, 
and  she  was  very  uncomfortable  with  a  feeling  of  anxiety  lest 
breathing  might  be  suddenly  stopped,  and  she  welcomed  operation 
for  removal  of  the  laryngeal  obstruction. 

She  was  anesthetized  and  the  epiglottis  with  its  tumor  was  excised. 
She  was  then  put  to  bed.  She  had  no  disagreeable  after  effects. 
Precautions  were  taken,  and  for  two  days  she  was  fed  very  care- 
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fully,  but  had  not  a  single  cough  nor  choking  spell  when  swallowing 
food.  One  explanation  of  this  seemed  to  be  that  she  had,  with  the 
imperfectly  closed  rima,  already  learned  how  to  swallow  under  the 
altered  conditions.  Today  she  is  well  nourished,  strong  and  happy. 
The  return  of  the  tumor  has  become  positive  and  she  recognizes  that 
her  breathing  is  not  as  free  as  immediately  after  the  operation.  She 
has  an  occasional  cough  and  low,  hissing  voice.  It  is  to  be  noted 
that  the  menstrual  flow  has  been  reestablished  after  an  absence  of  one 
year. 

Operation. — It  was  decided  not  to  do  tracheotomy  unless  abso- 
lutely necessary,  and  it  was  found  unnecessary,  though  we  were  pre- 
pared (and  perhaps  expectant)  for  it  at  any  moment.  We  were 
afraid  particularly  of  hemorrhage,  but  by  swabbing  the  parts  freely 
with  Adrenalin  from  time  to  time,  this  danger  was  avoided. 

With  the  kindly  co-operation  of  Dr.  Wolff  Freudenthal,  of  New 
York,  and  of  the  hospital  staff  of  Christ  Hospital,  the  patient  was 
anesthetized  and  several  attempts  were  made  to  catch  hold  of  the 
tumor,  but  these  were  all  futile,  though  several  of  the  most  im- 
proved instruments  were  employed;  some  had  teeth  or  sharp  inden- 
tations. All  failed.  A  so-called  Brandigee  adenoid  forceps,  having 
three  cutting  edges,  was  then  successfully  employed.  With  the 
first  finger  of  the  left  hand  as  a  guide,  the  cutting  jaws  of  the  for- 
ceps were  engaged  about  the  tumor  and  epiglottis.  The  anterior 
jaw  was  pushed  well  down  toward  the  neck  of  the  epiglottis.  With 
one  closure  of  the  handles  the  epiglottis  and  its  tumor  were  severed 
and  Adrenalin  was  swabbed  into  the  wound.  There  was  quite  some 
bleeding,  which,  however,  was  soon  controlled. 

On  June  i8th,  with  the  patient  in  the  chair  in  my  office,  after 
Cocain  and  Adrenalin  had  been  freely  applied,  a  small  lump  of  tumor, 
about  8  cubic  mm.  in  size,  was  bitten  off  with  the  same  forceps,  from 
the  right  epiglotto-tonsillar  membrane.  This  was  easily  done  while 
the  patient  was  awake  and  thus  confirmed  the  wisdom  of  Dr.  Freu- 
denthal's  assertion  at  the  previous  operation — that  on  another  similar 
occasion  he  would  prefer  to  have  the  patient  awake. 

The  Anesthetic. — The  anesthetic  was  chloroform  vaporized  by 
oxygen  gas.  This  was  done  by  Dr.  E.  W.  Harlan  in  an  experienced 
manner.  A  rubber  tube  from  a  cylinder  of  compressed  oxygen  was 
connected  with  the  bottom  of  a  four  ounce  bottle  containing  chlo- 
roform. This  bottle  was  suspended  from  the  doctor's  gown  at  a  point 
just  over  his  sternum,  where  it  could  be  under  constant  supervision. 
From  the  top  of  this  bottle  a  rubber  tubing  five  feet  long,  carried 
the  mixed  vapor  of  chloroform  and  oxygen  to  a  mask  held  over  the 
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face  of  the  patient  at  the  beginning  of  the  anesthesia.  When  the  pa- 
tient was  thoroughly  relaxed,  the  cone  was  removed  and  anesthesia 
continued  with  only  the  end  of  the  rubber  tubing  held  by  the  anes- 
thetist. The  tip  of  the  tubing  was  generally  held  an  inch  or  two 
from  the  mouth  or  nose  of  the  patient,  and  anesthesia  was  uninter- 
rupted. In  case  of  heart  failure  the  tubing  may  be  disconnected  in- 
stantaneously and  oxygen  substituted  for  the  chloroform  mixture, 
to  be  as  quickly  changed  back  when  necessary.  Many  anxious  mo- 
ments are  spared  the  operator  by  this  ingenious  device  and  as  it  has 
been  employed  by  me  in  prolonged  operations  with  great  comfort, 
I  take  this  opportunity  to  present  it  to  the  Section. 

This  form  of  anesthesia  was  introduced  into  this  country  by  Dr. 
H.  L.  Northrup,^  He  reported  for  an  anesthetic  commission  on  loo 
cases.  They  found  that  anesthesia  was  produced  by  this  oxygen- 
chloroform  mixture  in  from  one  to  ten  minutes,  with  an  average  of 
four  and  seven-tenths  minutes.  They  claimed  that  one  of  the  most 
prominent  and  satisfactory  points  attending  its  use  was  a  rosy  and 
healthful  blush  of  lips  and  cheeks,  and  a  bright  red  oxygenated  state 
of  the  blood  flowing  from  the  wound.  There  was  nausea  and  vomit- 
ing in  about  30  per  cent,  of  the  cases.  They  stated  that  the  pulse 
is  occasionally  slowed  but  it  is  full  and  strong ;  respiration  not  being 
affected.  All  these  claims  have  been  confirmed  in  my  experience. 
Dr.  T.  D.  Buchanan,^  of  New  York,  who  has  acted  as  special  an- 
esthetist for  Flower  Hospital,  and  after  an  experience  of  1,200  suc- 
cessful cases,  says:  Dr.  Northrup's  C.  and  O.  mixture  is  the  ideal 
anesthetic;  and  it  is  of  interest  to  note  that  he  holds  that  a  con- 
tracted pupil  is  the  sign  of  complete  anesthesia. 

Diagnosis. — The  diagnosis  of  the  section  taken  from  the  tumor 
while  in  situ  was  endothelioma.  Hence  the  possibility  of  cure  by 
the  X  rays.  This  means  of  cure  and  the  thorough  exhibition  of 
iodide  failing,  operation  was  called  for.  A  section  sent  to  Dr.  A.  O. 
J.  Kelly,  of  Philadelphia,  he  reported  upon  as  follows :  "The  spec- 
imen is  unquestionably  an  example  of  hyperplastic  tuberculosis;  it 
presents  not  the  slightest  resemblance  to  endothelioma.  I  am  en- 
tirely uninfluenced  in  my  opinion  by  the  failure  to  detect  tubercle 
bacilli  on  two  occasion  and  by  the  negative  results  of  the  use  of  the 
X  rays,  which  I  regard  as  of  no  differential  diagnostic  value — in 
this  case  at  least.  The  failure  to  detect  tubercle  bacilli  may  very 
well  have  been  due  to  relative  fewness  of  the  bacilli  or  to  technical 
deficiencies,  such  for  instance  as  the  use  of  inappropriate  fixing  and 
hardening  procedures  and  the  like.  I  venture  the  assertion,  however, 
that  had  a  portion  of  the  tissue  been  used  under  appropriate  con- 
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ditions  for  inoculation  purposes,  the  animals  inoculated  would  in 
all  probability  have  developed  tuberculosis." 

Having  two  contradictory  diagnoses,  I  sent  the  specimen  to  Dr. 
Jonathan  Wright,  with  the  two  reports  of  endothelioma  and  of  hy- 
perplastic tuberculosis.  His  report  is  as  follows :  "Examination  of 
the  slide  submitted  to  me  by  Dr.  Chambers  would  lead  me  to  sup- 
pose that  the  growth  is  made  up  of  low  grade  deposits  with  consid- 
erable hyperplasia  of  the  endothelium  of  the  lymph  spaces.  The 
.deposit  of  small  round  cells  in  the  neighborhood  of  the  blood  vessels, 
the  areas  of  degeneration  and  occasional  giant  cells  would  point 
to  a  syphilitic  or  a  tubercular  origin.  In  consideration  of  the  clin- 
ical history  and  of  the  facts  as  stated  by  Dr.  Chambers,  that  the 
Iodide  therapy  has  been  thoroughly  tried  unsuccessfully,  it  would 
appear  to  me  that  in  all  probability  the  case  was  one  of  lupus.  The 
three  diagnoses  of  lupus,  endothelioma  and  syphilis  are  of  course  to 
be  considered.  The  absence  of  the  tubercle  bacillus  and  the  ineffi- 
cacy  of  .the  Iodide  treatment  would  tend  to  rule  out  syphilis.  There 
is  not  sufficient  evidence  in  my  mind  to  warrant  the  diagnosis  of  en- 
dothelioma as  I  understand  the  term,  while  the  microscopic  findings 
are  not  at  all  inconsistent  with  the  diagnosis  of  lupus.  Primary 
lupus  of  the  epiglottis,  while  of  course  very  rare,  is  not  by  any 
means  unknown  by  experience,  and  I  should  be  inclined  to  think  that 
the  most  probable  of  the  three  diagnoses." 

Rarity. — A  careful  search  of  the  Index  Catalogue  of  the  Surgeon 
General's  library  fails  to  find  record  of  but  one  case  of  excision  of 
the  epiglottis  per  orem.  That  one  was  reported  by  Dr.  Miles^  as 
done  by  Dr.  Mackenzie,  of  London.  He  used  an  instrument,  which, 
from  its  description,  was  very  like  the  tonsillotome  which  goes  by 
the  same  name,  only  it  had  a  wooden  handle  fixed  at  about  60°. 
The  cutting  blade  was  pushed  forward  by  the  thumb  and  forced 
through  a  metal  ring.  The  patient  was  operated  upon  in  a  sitting 
position  and  awake.  The  tongue  was  firmly  held  by  the  operator 
and  cocain  was  liberally  applied.  After  the  operation  the  patient  was 
able  to  swallow  solids,  but  liquids  passed  into  the  larynx.  After 
the  third  day  the  patient  was  able  to  swallow  as  well  as  before  the 
operation.  Nine  months  after  the  operation  the  patient  complained 
of  the  cough  as  still  troublesome,  but  was  otherwise  greatly  im- 
proved. • 

Mr.  R.  Lake^^  has  just  reported  a  second  case,  "where  a  man,  30 
years  old,  whose  throat  had  been  exposed  to  a  very  thick  cloud  of 
nitrous  vapor.  Treatment  for  his  dyspagia  failing,  his  epiglottis 
was  removed  with  the  galvano  snare.     He  reports  the  stump  lis 
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quite  healed  and  healthy,  but  the  arytenoid  regions  as  slightly 
swollen." 

A  number  of  cases  have  been  reported  where  a  portion  of  the 
epiglottis  has  been  excised  per  orem. 

Dr.  C.  C.  Rice,*  after  trying  and  giving  up  galvano-cautery,  re- 
ports two  cases  in  which  he  cut  off  one-eighth  from  the  sides  of  the 
epiglottis  where  they  rested  on  the  pharynx.  The  epiglottis  was 
reached  by  using  a  tongue-depressor  alone.  One  of  the  cases  bled 
rather  freely,  but  was  checked  by  the  application  of  Silver  Nitrate, 

60  gr.  to  the  ounce.  The  inflammation  following  in  both  cases  was 
moderate  and  subsided  in  two  weeks. 

Dr.  Thos  Hubbard^  relates  a  case  where  a  woman  35  years  old, 
was,  when  first  seen  by  him,  suffering  with  a  low-pitched  voice 
which  was  rather  coarse,  and  spoke  with  some  effort.  Examination 
revealed  almost  entire  loss  of  the  epiglottis,  probably  through  tuber- 
cular ulceration.  There  was  only  a  small  stump  a  centimetre  in 
breadth  and  half  a  centimetre  in  length. 

Dr.  Angelesco^  reported  a  rare  case  of  primary  epithelioma  of 
the  epiglottis,  which  in  its  general  clinical  aspects  resembled  the  case 
reported  tonight.  Tracheotomy  was  done  and  the  epiglottis  re- 
moved through  an  external  wound.  M.  Cornil  remarked  on  this 
case  that  tumors  of  the  larynx  are  accompanied  by  ganglionic  in- 
volvement of  the  neck  very  tardily  or  late,  while  the  reverse  holds 
good  for  tumors  of  the  oesophagus. 

Dr.  Wm.  Porter"^  has  this  to  say:  i.  A  diseased  and  ulcerated 
epiglottis  is  itself  often  times  an  obstacle  to  deglutition.  2.  In  cer- 
tain affections  of  the  epiglottis,  especially  of  a  malignant  nature, 
its  destruction  is  inevitable  and  involvement  of  surrounding  struc- 
tures certain,  if  the  process  is  not  previously  limited.  3.  Removal 
of  the  epiglottis  does  not  necessarily  directly  nor  indirectly  threaten 
either  the  life  or  the  comfort  of  the  patient. 

Dr.  Czerny^  tied  the  superior  thyroid  artery  and  vein  in  a  woman 

61  years  old,  gave  narcosis  through  a  tracheotomy  tube,  made  a 
cross-cut  8  to  9  cm.  long  tmder  the  hyoid  bone  and  though  the 
muscles,  and  removed  a  carcinoma  of  the  epiglottis  together  with  the 
right  arytenoid.  He  cauterized  the  edges  of  the  wound  and  stitched 
up  the  external  wound.   He  left  the  tracheotomy  tube  in. 

There  are  on  record  many  cases  of  loss  of  the  epiglottis  by  dis- 
ease, where  deglutition  is  readily  carried  on,  but  the  voice  has  a 
hissing  sound  and  is  rough,  coarse  and  indistinct. 

As  regards  the  tumor  presented  tonight,  it  was  necessary  to  re- 
move it.    Was  it  better  removed  through  an  external  wound  ?  Would 
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it  have  been  done  more  thoroughly  ?  Would  that  method  have  guaran- 
teed no  return?  By  no  means.  The  removal  through  the  mouth, 
simple  as  it  finally  was,  could  be  more  expertly  done  with  more 
experience,  is  admitted.  It  has  the  advantage  of  the  minimum  of 
cutting  and  has  no  external  wound  to  be  dressed.  Once  done,  that 
is  all — until  the  return  of  the  disease,  which  is  almost  certain  in 
any  event. 

The  diversity  of  opinion  of  the  new  growth  both  before  and  afte^- 
removal,  by  men  of  unquestioned  ability  is  an  interesting  feature. 
The  appearance  of  the  tumor  in  the  laryngeal  mirror  was  one  that 
with  no  lesions  elsewhere,  seemed  to  fall  into  the  syphilitic  group, 
especially  with  the  punched-out  holes  to  be  seen  on  its'  surface,  and 
its  insensitiveness.  Again,  its  insensitive  and  rounded  shape  and  the 
normal  surroundings  would  fit  lipoma.  Though  the  arytenoids  were 
somewhat  infiltrated,  there  was  wanting  symptoms  usually  classed 
as  tuberculosis.  Whether  it  be  lupus  or  hyperplastic  tuberculosis 
makes  considerable  difference.  If  the  tumor  is  lupus,  the  patient  has 
the  probability  of  years  of  life.  If  it  is  tuberculosis,  there  is  the 
greatest  probability  of  infection  by  other  germs  at  any  time,  speedily 
cutting  short  life  within  a  few  weeks  or  months. 

Dr.  M.  J.  Brooks^  has  emphasized  the  fact  so  well  known,  that 
phthisis  is  tuberculosis  plus  mixed  infection  by  staphylococcus  pyo- 
genus  aureus,  streptococcus  pyogenus.,  Frankel's  diplococcus,  Pfeif- 
fer's  bacillus  or  the  tetragenus. 

Pure  tuberculosis  consists  typically  of  closed  foci,  and  the  disin- 
tegration and  degeneration  of  the  tubercle  with  the  consequent  set- 
ting free  of  the  tubercle  bacilli  is  likewise  only  the  result  of  mixed 
infection. 

In  the  case  presented  tonight  the  infiltration  is  limited  to  the 
parts  above  the  larynx.  Thus  far  there  has  been  no  mixed  infec- 
tion and  consequently  no  sputum.  So  long  as  there  fails  to  be  any 
disintegration  of  the  tuberculosis,  so  long  will  the  surface  be  intact 
and  examination  of  the  sputum,  no  matter  how  carefully  made,  fail 
to  find  tubercle*  bacilli. 

If  the  patient  could  go  to  the  high  plateaus  of  New  Mexico  and 
be  placed  under  the  highest  sanitary  and  hygienic  manner  of  living 
she  might  recover  health,  be  the  disease  tuberculosis.  It  is  doubtful 
if  lupus  would  so  yield. 

Primary  tuberculosis  of  the  epiglottis  is  generally  admitted.  The 
primary  tuberculosis  of  the  larynx  which  I  have  seen  or  read  about, 
are  without  exception  active  and  rapidly  progressive  to  ulceration. 
This  is  one  reason  why  lupus  fits  the  diagnosis  of  the  case  presented 
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tonight  better  than  tuberculosis.  As  to  lupus,  Dr.  Emil  Mayer^^ 
was  the  first  to  make  the  statement  that  primary  lupus  of  the  larynx 
was  a  fact.  His  is  the  best  history  of  laryngeal  lupus  and  his  article 
has  an  abundant  bibliography.  Langie,  he  quotes  as  saying:  "If 
secondary  lupus  is  rare,  primary  lupus  of  the  larynx  belongs  to  the 
rarest  of  diseases."  Mayer  says  it  occurs  in  the  young,  usually  about 
the  age  of  puberty,  more  often  in  the  female,  and  may  have  as  pre- 
disposing causes,  poverty,  bad  hygienic  conditions  and  that  tendency 
that  has  been  termed  scrofulous.  He  says  that  lupus  is  tuberculosis, 
but  is  a  certain  form  due  to  unknown  biological  characteristics  of 
the  bacilli  and  that  in  the  larynx  it  attacks  the  epiglottis  by  prefer- 
ence. Shurley's^^  comprehensive  and  readable  account  in  his  book 
is  acknowledged.  He  states,  as  do  other  writers,  that  the  lingual  face 
of  the  epiglottis  is  usually  first  aflFected.  Its  duration  is  slow  and 
may  cover  a  number  of  years,  and  may  terminate  in  pulmonary  or 
meningeal  tuberculosis,  or  epithelioma  (ace.  to  Morrow).  Burnett^^ 
speaks  of  contracting  bands  or  membranes  or  a  general  matting  to- 
gether of  the  parts,  rather  than  the  development  of  hyperplastic 
elevations.  Gottstein  has  made  the  statement,  verified  by  others,  that 
the  infiltration  is  often  absorbed,  at  least  partially.  One  month  after 
operation  on  my  case  I  reported  to  Dr.  Freudenthal  that  the  tumor 
was  reappearing.  There  was  difficulty  in  obtaining  a  view  of  the 
cords,  but  tonight,  after  five  months,  these  swellings  have  disap- 
peared and  are  replaced  by  firm  bands,  and  a  distinct  view  of  the 
cords  is  obtained  between  these  bands.  This  is  a  second  reason  why 
I  feel  justified  in  applying  to  the  growth  the  term  lupus. 
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PERICHONDRITIS   OF   THE   LARYNX. 

BY  MARSHALL  R.   WARD^   M.  D.,  PITTSBURG,  PA. 

Perichondritis  of  the  laryng^eal  cartilages  is  bv  no  means  a  com- 
mon affection.  It  usually  precedes  a  chrondritis,  in  which  case  the 
attending  results  are  always  of  the  most  serious  import.  If  we 
exclude  traumatism  the  etiology  is  always  more  or  less  obscure. 
We  have  it  following  tubercular  and  malignant  disease  of  the 
larynx,  syphilis,  typhoid  fever,  diphtheria,  scarlet  fever,  erysipelas, 
in  fact,  any  infectious  process,  wherein  there  is  serious  disturbance 
to  nutrition.  Bosworth^  reports  thirty-three  cases  collated  by 
him,  two  of  which  occurred  in  his  own  practice.  Of  these  thirty- 
three  cases,  nine  are  given  as  idiopathic,  nine  as  syphilitic,  eleven 
followed  typhoid  fever,  one  was  diphtheritic,  one  traumatic  and 
two  were  probably  due  to  lordosis.  No  mention  is  made  of  the 
cases  due  to  tuliercular  and  malignant  disease,  they  being  excluded 
on  account  of  the  graver  symptoms  which  over-shadow  the  acute 
idiopatic  form  of  the  disease.  This  tabulated  list  while  not  large 
gives  us  an  approximate  idea  of  their  frequency  from  an  etiologic 
standpoint. 

The  morbid  changes  which  may  take  place  in  the  laryngeal  car- 
tilages differ  in  no  respect  from  cartilages  elsewhere.  In  a  chon- 
dritis and  perichondritis  due  to  traumatism  and  rheumatism,  the 
inflammatory  exudate  will  likely  terminate  in  absorption  and  res- 
olution. The  same  may  follow  as  a  result  of  typhoid  fever.  But 
in  the  specific  forms  of  the  disease  where  the  pathological  changes 
are  due  to  an  infectious  process,  serious  destruction  to  the  car- 
tilages and  consequent  deformity  of  the  larynx  may  be  expected. 

The  perichondrium  being  a  dense  fibrous  membrane,  when 
suppuration  once  begins  beneath  it,  the  pus  will  burrow  along  be- 
tween the  cartilages  and  its  coverings  cutting  off  the  blood  supply, 
when  necrosis  follows  and  the  cartilages  may  be  exfoliated  en 
masse.  When  this  stage  is  reached  the  tumefaction  becomes 
marked,  greatly  interfering  with  the  function  of  the  parts.  If 
spontaneous  evacuation  occurs  or  the  pus  cavity  be  freely  incised 
the  sequestrum,  if  detached,  may  come  away  with  the  first  rush 
of  pus,  and  the  process  of  repair  be  rapid.  When,  however,  the 
sequestrum  or  parts  of  sequestrum  remain  intact  and  the  necrosis 
affects  only  a  part  of  the  cartilage,  a  profuse  and  long  continued 
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suppuration  and  consequent  impairment  of  the  health  supervenes. 

Any  one  or  all  of  the  cartilages  of  the  larynx  may  become  in- 
volved in  the  inflammatory  process.  The  thyroid,  on  account  of  its 
location  and  increased  vascularity,  is  perhaps,  the  least  likely  to 
become  affected,  is  less  dangerous  to  life  and  is  followed  by  less 
deformity  and  impairment  to  phonation.  The  frequency  with  which 
we  meet  with  specific  and  tubercular  ulcers  on  the  posterior  wall 
of  the  larynx  will,  I  think,  account  for  the  relative  frequency  of 
involvement  of  the  arytenoids.  When  we  consider  the  amount  of 
destruction  to  the  mucous  and  submucous  tissue  that  sometimes 
result  from  a  process  so  infectious,  it  is  a  matter  of  no  little  sur- 
prise that  the  cartilages  ever  escape. 

The  early  diagnosis  of  an  acute  idiopathic  perichondritis  and 
chondritis  of  the  larynx  is  often  attended  with  serious  difficulty. 
Much  will  depend  on  the  part  or  parts  affected  and  the  character 
of  the  infection.  In  the  rheumatic  and  non-specific  form  of  the 
disease  where  there  is  no  suppuration  or  destruction  of  cartilage, 
and  only  slight  defomiity,  the  onset  is  insiduous,  the  symptoms 
are  at  no  time  pronounced,  and  it  will  often  escape  detection.  If, 
however,  the  process  should  be  an  infectious  one,  it  will  be  fol- 
lowed by  marked  constitutional  disturbance  the  same  as  we  might 
expect  to  find  in  a  similar  process  elsewhere.  There  is  a  feeling 
of  general  malaise,  with  chilly  sensation,  and  in  rare  instances, 
a  distinct  chill,  pain  in  the  limbs  and  back,  loss  of  apetite,  rapid 
pulse,  elevation  of  temperature,  etc.  The  functional  disability, 
which  is  always  an  early  and  pronounced  symptom,  now  mani- 
fests itself,  and  then  we  have  well-marked  disturbances  to  phona- 
tion, respiration  and  deglutition.  These  symptoms  will  vary  in 
intensity  according  to  the  cartilages  involved  and  the  amount  of 
edema  present.  There  is  usually  a  sense  of  fullness  or  distention 
in  the  parts,  together  with  tenderness  on  pressure,  especially  if 
the  disease  is  of  a  specific  or  tubercular  origin.  As  a  rule,  however, 
pain  is  not  a  prominent  symptom. 

In  the  early  stage,  a  laryngoscopic  examination  will  aid  us  but 
little  to  establish  a  positive  diagnosis.  The  structural  changes  are 
by  no  means  pathognomonic  and  the  swelling  and  inflammation 
present  may  be  readily  mistaken  for  a  more  trifling  affection.  The 
history  of  the  case,  the  external  subjective  and  objective  symp- 
toms, together  with  a  careful  laryngoscopic  examination  may  aid 
us  much;  but  it  is  only,  where  we  have  a  well  advanced  case  with 
denuded  or  exfoliated  cartilage,  open  fistula  into  which  a  probe 
can  be  passed,  that  the  amount  of  destruction,  or  the  true  state  of 
affairs  can  be  determined. 
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The  prognosis  must  always  be  guarded.  No  one  can  forecast 
with  any  degree  of  certainty  the  extent  of  destruction  that  may 
follow  and  the  consequent  danger  to  life. 

The  treatment  is  both  local  and  constitutional.  In  the  acute 
stage,  if  seen  early,  much  can  be  accomplished  by  the  external 
application  of  cold  in  the  form  of  an  ice-pack  or  Leiter's  coil,  to- 
gether with  the  internal  administration  of  pellets  of  ice.  Failing 
in  this  way  to  promote  resolution  we  may  resort  to  scarification  to 
establish  local  depletion  and  proper  drainage.  Absorbents,  pref- 
erably in  the  form  of  ichthyol  and  lanolin  in  equal  part  applied 
externally,  is  recommended  by  Kyle.^  In  the  rheumatic  and  specific 
forms,  appropriate  constitutional  remedies  should  be  given.  Later 
the  measures  must  be  directed  to  the  relief  of  the  dyspnea,  the  man- 
agement of  the  abscess,  if  any,  and  finally  the  relief  of  the  resulting 
or  threatened  stenosis  from  cicatrices.  When  tracheotomy  becomes 
necessary,  the  high  operation  is  considered  preferable,  in  that  it  af- 
fords local  depletion,  and  a  better  opportunity  for  exploration  and 
subsequent  surgical  procedure. 

In  this  connection  permit  me  to  append  the  report  of  a  case  of 
specific  perichondritis  and  chrondritis  at  present  under  my  observa- 
tion: 

L.  K.,  age  53,  of  German  descent,  and  a  saloonkeeper  by  occu- 
pation. Eight  years  ago  I  treated  him  for  a  specific  necrosis  of 
the  nose.  Present  trouble  began  in  July,  1900.  The  onset  was 
gradual  and  affected  chiefly  his  voice,  until  in  the  course  of  two 
or  three  weeks  there  was  complete  aphonia,  a  troublesome  cough 
and  some  difficulty  in  breathing.  Pain  was  not  a  prominent  symp- 
tom. The  trouble  was  thought  to  be  a  simple  and  persistent  cold, 
and  for  that  reason  no  physician  had  been  consulted  until  late  in 
September,  1900,  at  which  time  he  came  under  my  observation. 

Patient  stated  he  had  lost  considerable  flesh,  which  was  prob- 
ably due  to  his  difficulty  in  swallowing.  There  was  complete 
aphonia,  stridulous  cough  and  breathing,  and  marked  dyspnea  on 
the  slightest  exertion.  There  was  no  tumefaction,  or  perceptible 
tenderness  to  pressure  over  the  larynx.  A  laryngoscopic  examina- 
tion revealed  a  swelling  distinctly  circumscribed,  of  considerable 
size,  and  confined  to  the  left  arytenoid.  (See  Cut  No.  i)  The 
chink  of  the  glottis  was  so  much  encroached  upon  that  no  view 
could  be  had  of  the  vocal  and  sub-vocal  region.  The  swelling 
was  dark  red  in  color,  solid  and  firm  to  the  touch,  and  the  pres- 
ence of  pus  could  not  be  demonstrated  either  by  puncture  or  in- 
cision, both  of  which  were  freely  applied. 
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A  diagnosis  of  specific  perichondritis  of  the  left  arytenoid  was 
diagnosed,  and  on  account  of  the  serious  obstruction  to  breathing 
and  the  gravity  of  the  case,  the  patient  was  advised  to^go  to  a 
hospital,  which  he  refused  to  do.  He  was  then  placed  upon  po- 
tassium iodide  and  allowed  to  go  to  his  home.  The  next  day  I 
was  hastily  summoned  and  found  him  cyanosed  and  gasping  for 
breath.  Death  was  imminent.  A  tracheotomy  was  hastily  per- 
formed, and  on  introducing  the  tube  I  found  it  angled  off  to  the 
right.  The  patient  was  then  sent  to  the  hospital,  where  he  re- 
mained for  two  months.     After  the  operation  there  was  consid- 


Fisr.  1. 


erable  inflammation  and  swelling  around  the  tracheal  wound.  This 
was  so  out  of  proportion  to  the  inflammatory  reaction  that  usually 
follows  a  tracheotomy,  that  I  strongly  suspected  the  presence  of  a 
malignant  disease.  Giving  him,  however,  the  benefit  of  the  doubt, 
the  iodides  were  pushed  to  their  fullest  extent  until  he  -was  taking 
300  grs.  a  day,  and  after  a  period  of  three  or  four  weeks  the  swell- 
ing began  to  subside.  The  odor  of  necrosed  bone  was  distinctly 
perceptible,  and  soon  exfoliation  began.  The  left  arytenoid  was 
the  first  to  become  detached  and  be  expelled  while  in  a  fit  of  cough- 
ing. 
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Numerous  other  small  pieces  of  ossified  and  necrosed  cartilage, 
presumably  from  the  cricoid,  have  since  been  removed.  At  pres- 
ent writing,  April  i6,  1900,  I  can  still  demonstrate  the  presence 
of  necrosed  cartilage,  which  cannot  be  detached  or  removed.     The 


Fig.  2. 


tracheal  tube  is  worn  with  comparatively  little  discomfort.  Any 
attempt  to  introduce  an  intubation  tube  has  always  proved  futile 
owing  to  the  collapse  of  the  larynx  (see  Cut  No.  2),  due  to  the 
displacement  and  destruction  of  the  laryngeal  cartilages. 
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SOME   CRITICAL   AND    DESULTORY  REMARKS  ON  RECENT 
LARYNGOLOGICAL   AND    RHINOLOQICAL  LITERATURE. 

BY  JONATHAN  WRIGHT,  M.  D.,  BROOKLYN,  N.  Y. 
(Fourteenth  Paper,  Second  Series.) 

During  the  last  year  or  two  much  Hght  has  been  thrown  on  the 
etiology  of  accessory  sinus  disease,  but  it  must  be  confessed  that 
the  etilogy  of  ozoena  still  remains  as  great  an  enigma  as  before. 
In  previous  reviews  I  have  had  occasion  to  speak  of  the  importance 
of  keeping  in  mind  variations  in  the  anatomy  of  the  accessory  sin- 
uses, and  have  urged  the  probability  that  abnormalities  of  congenital 
origin  may  be  marked  predisposing  causes  in  the  occurrence  of 
sinus  disease. 

As  time  has  gone  on,  it  has  become  evident  that  this  is  a  point 
to  which  the  attention  of  other  observers  has  been  attracted.  Any- 
one who  has  examined  a  large  number  of  skulls  has  noticed  how 
much  variation  exists.  The  frequent  absence  of  the  frontal  sinus 
is  a  matter  of  great  significance  to  the  rhinologist  called  to  operate 
on  it  when  diseased.  Mouret*  in  a  very  clear  and  concise  paper, 
goes  into  the  matter  somewhat  exhaustively,  showing  with  con- 
siderable plausibility  how  the  frontal  sinus  is  really  nothing  but 
the  development  of  one  of  the  anterior  ethmoidal  cells  pushed  up 
into  the  frontal  bone.  However  true  this  may  be  embryologically, 
it  seems  well  supported  by  observations  made  on  the  adult  skull  and 
seems  to  explain  very  satisfactorily  the  numerous  variations  noted 
in  the  anatomy  of  the  part.  A  similar  work  would  be  of  still 
greater  value  if  devoted  to  the  elucidation  of  the  variations  of  the 
sphenoidal  antrum,  a  cavity  vastly  more  inaccessible  in  a  diagnostic 
sense,  but  also  more  frequently  the  site  of  disease  which,  were  the 
diagnosis  always  possible,  would  demand  frequent  operation.  Be- 
yond the  control  of  vision  and  to  be  only  imperfectly  investigated 
by  the  probe,  it  is  an  uncertain,  and  at  present  an  unsatisfactory 
field,  not  only  for  the  operation  but  for  diagnosis.  Fortunately  we 
now  known  that  the  old  declaration  of  Hyrtl, — that  the  sinus  is  inac- 
cessible to  operative  procedure, — is  entirely  erroneous.  Destruction 
of  the  middle  turbinated  bone  is  not  at  all  an  imperative  neces- 
sity in  reaching  it,  though  the  ablation  of  turbinal  tissues  is  fre- 
quently indicated. 

*  Rapports  du   Sinus   Frontal   avec  les   Cellules   Ethmoidales.     Par  Ic  Dr.  Jules  Mouret.     Rev. 
Hebd.  de  Laiyng.  etc.     Nos.  46-67,  1901. 
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There  is  another  French  paper  which  may  be  noted  here  apropos 
of  the  anatomy  of  the  accessory  sinuses  by  Dr.  Sieur.*  While  he 
points  out  that  the  absence  of  the  frontal  sinus  is  less  frequent 
than  has  hitherto  been  thought,  he  emphasizes  his  assertion  that  in 
almost  a  third  of  the  cases,  these  sinuses  have  no  relation  with  the 
ascending  squamous  portion  of  the  frontal  bone,  thus  supporting  to 
some  extent  the  remarks  I  have  commented  upon  by  Mouret.  He, 
however,  fails  to  make  the  point  to  which  I  drew  attention,  and 
which  I  think  is  by  far  the  most  important  in  a  practical  sense  for 
the  diagnostician  and  operator  to  keep  in  mind — that  is,  the  very 
evident  probability  that  these  abnormalities  are  met  with  in  a  much 
larger  proportion  of  cases  on  the  operating  table  than  on  the  dissect- 
ing table.  Distortion  or  dimunition  in  the  size  of  the  frontal  sinus 
and  its  infundibulum,  we  are  warranted  in  believing,  must  often  in 
themselves  be  the  predisposing  causes  of  inflammatory  conditions 
of  the  mucosae  of  that  cavity,  leading  to  suppuration  and  to  indica- 
tions for  operative  procedures.  This  is  a  consideration  which 
must  of  necessity  apply  to  other  surgical  regions  of  the  body  as  well, 
but,  so  far  as  I  have  observed,  it  has  received  little  or  no  discus- 
sion. 

In  No.  50  of  the  Rev.  Hehd.  de  LaryngoL,  1901,  Moure  and  La- 
farelle  published  some  studies  on  morphological  characteristics  of 
the  naso-pharynx.  They  show  that  the  shape  and  dimensions  of 
this  cavity,  its  curvature  and  its  anatomical  relations,  vary  widely, 
not  only  in  the  adult  but  in  the  child.  This  fact,  demonstrated  on 
the  cadaver  by  the  numerous  carefully  reported  observations  of 
these  gentlemen,  only  confirms  the  clinical  impression  which  every 
operator  of  extensive  experience  must  have  formed.  Without  dwell- 
ing upon  the  conclusions  the  authors  draw  as  to  the  methods  of 
operation,  and  the  instruments  therefor,  which  all  operators  know 
must  vary  with  the  case,  I  desire  again  to  make  the  suggestion  that 
here  in  the  naso-pharynx,  as  in  the  accessory  cavities,  variations 
in  the  shape  and  dimensions  of  the  space  must  render  some  patients 
more  liable  to  pharyngeal  disease — adenoids  and  their  sequelae,  than 
others.  The  narrowness  of  the  nasal  chambers  themselves,  usually 
accompanied  by  narrow  jaws,  has  always  seemed  to  me,  both  theo- 
retically and  from  clinical  experience,  the  predisposing  local  cause 
rather  than  the  sequelae  of  lymphoid  hypertrophy  in  the  naso-pharynx. 
I  think  this  has  been  the  tendency  of  belief  amongst  rhinologlsts  of 
late  years,  supported  by  many  manometric  and  anthropometric  ob- 
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servations,  but  recently  Mayo  Collier*  returns  to  the  well-worn 
theme  of  distortion  of  the  jaws  from  the  presence  of  nasal  obstruc- 
tion in  childhood.  His  connecting  link  is  the  usual  one  of  the  rare- 
faction of  air  due  to  buccal  inspiration.  I  confess  it  has  always 
been  impossible  for  me  to  comprehend  how  rarefaction  of  the  air 
can  take  place  above  or  in  front  of  the  post  nasal  adenoids  during 
buccal  inspiration  more  than  in  normal  respiration.  One  must 
inevitably  expect  that  the  rarefaction  within  the  nasal  chambers 
is  less,  the  greater  the  obstruction  of  the  naso-pharynx.  The  rare- 
faction of  the  air  must  be  greater  below  the  adenoids — in  the  pharynx 
— but  if  the  pressure  thus  exerted  from  the  outside  air  amounts  to 
anything  here,  we  should  get  a  sinking  in  of  the  fauces.  Conversely 
we  should  suppose  in  normal  unobstructed  inspiration  with  closed 
mouth,  keeping  in  mind  as  before  the  principle  of  the  Sprengel  air 
pump,  that  the  air  current  descending  from  behind  the  curtain  of 
the  soft  palate  would  cause  a  rarefaction  of  air  in  the  buccal  cavity, 
thus  causing  a  lateral  external  pressure  on  the  ends  of  the  buccal 
arch.  So  far  as  I  am  able  to  see,  therefore,  on  the  theory  of  air 
pressure,  there  is  a  greater  tendency  to  the  production  of  the  ogival 
arch  in  the  upper  jaw  during  normal  nasal  inspiration  than  dur- 
ing buccal  breathing.  Now,  if  we  assume  that  the  narrow  arch 
comes  only  from  nasal  obstruction,  we  must  perforce  imagine  that 
the  further  forward  nasal  obstruction  is,  the  greater  is  the  tendency 
to,  its  production,  an  hypothesis  which  would  exclude  post-nasal 
adenoids.  Such  an  assumption,  however,  the  mechanical  configu- 
ration of  the  arches  of  the  superior  maxilla  does  not  warrant.  If 
the  nostrils  are  sewed  up  anteriorly  in  guinea  pigs,  we  know,  as 
the  law  of  disease  teaches,  that  the  jaw  atrophies  and  its  foramina 
are  smaller  from  disuse,  but  this  teaches  us  nothing  of  the  vicious 
influence  of  adenoids,  because  the  obstruction  in  these  latter  is 
post-nasal — not  antenasal,  and  the  rarefaction  of  air  is  intra-pharyn- 
geal,  not  intranasal.  No  satisfactory  explanation  has  ever  been  ad- 
vanced in  the  formerly  widely  accepted  doctrine  that  adenoids  are 
the  cause  of  narrow  jaws.  As  I  have  frequently  said,  I  myself 
firmly  believe  not  only  from  a  priori  reasoning  but  from  careful 
clinical  observation  that  the  adenoids  are  the  result,  not  the  cause 
of  narrow  jaws — or  better  to  put  it — narrow  obstructing,  badly 
draining  nasal  passages,  as  so  often  occurs  in  the  lepto-prosopic 
type  of  patient,  are  an  important  factor  in  the  etiology  of  adenoids. 
They  may  occur,  but  less  frequently,  in  other  types  of  face,  and  the 
narrow  jaw  occasionally  occurs  without  a  trace  of  adenoids.    There- 
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fore  we  must  suppose  that  either  as  a  result  or  a  cause,  the  relation- 
ship of  the  two  is  far  from  being  an  absolute  one.  If  I  fail  to  see 
the  force  of  all  the  arguments  and  experiments  which  have  been 
advanced  to  sustain  the  views  held  by  Collier  and  others,  I  have 
no  excuse  to  offer,  for  I  have  tried  very  hard  to  do  so  in  the  many 
years  which  have  elapsed  since  they  were  first  advanced. 

As  to  intranasal  conditions,  an  error  of  observation  is  easily  com- 
mitted by  accepting  the  patient's  declaration  of  obstructed  nasal  res- 
piration. Such  subjective  symptoms  without  objective  explanation 
are  common  enough.  Another  error  of  observation  may  arise  from 
simple  rhinoscopic  inspection.  Obstruction  to  the  view  does  not 
necessarily  mean  obstruction  to  respiration.  The  nasal  passages 
may  be  tortuous  and  yet  patent  enough  for  respiration.  The  more 
general  use  of  a  proper  manometer  would  frequently  cause  a  more 
accurate  apprehension  of  intranasal  air  currents.  Note  may  here 
be  made  of  the  revival  of  a  former  invention  by  Courtade.*  He 
describes  an  instrument  for  the  "Graphic  mensuration  of  the  per- 
meability of  the  nasal  fossae."  It  is  simply  several  glass  plates  upon 
which  the  air  in  expiration  is  condensed  in  a  cloud  simultaneously 
from  each  nostril  and  from  the  mouth.  While  somewhat  differing 
in  design,  the  principle  has  been  used  by  others.  Perhaps  on  the 
whole  it  answers  as  well  as  the  manometer,  a  form  of  which  I 
experimented  with  some  years  ago,  but  it  labors  under  the  serious 
disadvantage  of  measuring  the  expired  and  not  the  inspired  air, 
the  force  and  direction  of  the  latter  being  the  part  of  the  problem 
in  which  the  most  interest  centers.  One  can  readily  understand 
the  direction,  the  volume  and  the  force  of  the  expired  air  may  differ 
radically  from  those  of  the  inspired  air.  From  the  tracing  of  the 
vapor  left  on  glass  in  expiration,  one  can  not  draw  any  very  re- 
liable or  very  instructive  deductions  as  to  the  degree  of  obstruction 
to  inspiration. 

It  is  not  only  in  the  gross  anatomy  of  the  parts  that  the  morpho- 
logical factor  in  the  etiology  of  the  diseases  of  the  upper  air  tract  is 
neglected  in  the  discussions  of  nasal  and  of  post-nasal  catarrh. 
We  must  keep  in  mind  the  assertions  which  have  recently  been  made 
in  Germany  as  to  the  congenital  metaplasia  of  the  epithelium  in 
the  nose  being  a  factor  in  the  etiology  of  ozoena.  This  reminds  me 
the  Grtinwaldt  has  reiterated  his  belief  in  what  he  now  terms  the 
focal  origin  of  ozoena,  but  he  so  broadens  the  term  ozoena  as  not  only 
to  include  the  lesion  of  atrophic  rhinitis,  accompanied  by  the  charac- 
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teristic  crusts  and  odor,  but  all  other  nasal  affections  accompanied 
by  the  presence  of  dried  secretions  in  the  nasal  chambers.  He  ad- 
mits the  difficulty  of  establishing  in  very  many  of  the  cases  the  sit- 
uation of  the  focal  suppuration,  especially  in  the  sinuses,  during 
life,  but  he  says  nothing  of  the  overwhelming  concensus  of  opinion 
founded  on  post  mortem  examinations  which  has  gradually  formed 
since  his  brochure,  now  some  ten  years  old,  first  saw  the  light.  His 
ideas  of  etiology  are  now  generally  rejected. 

Minder,*  a  member  of  Siebenmann's  staff,  publishes  a  long  and 
very  confused  account  of  observations  of  the  nasal  chambers  and 
the  accessory  sinuses  made  in  fifty  autopsies  with  especial  relation 
to  the  connection  between  ozoena  and  sinusitis.  He  arrives  at  the 
conclusion  of  the  majority  of  both  pathological  and  clinical  observ- 
ers in  the  statement  that  the  latter,  when  it  co-exists  is  a  result 
and  not  a  cause  of  the  former.  His  confirmation  of  the  facts  ad- 
duced by  Siebenmann  as  to  the  metaplasia  of  the  epithelium  of  the 
middle  turbinate  in  its  relation  to  atrophic  rhinitis  with  ozoena  is 
even  more  open  to  criticism  than  the  original  assertions  of  Sieben- 
mann himself  were — inasmuch  as  his  autopsies  were  more  than  half 
of  them  on  subjects  over  50  years  of  age,  a  period  of  life  in  which 
we  expect  to  find  considerable  metaplasia  of  columnar  cells  into 
pavement  epithelium  everywhere,  and  especially  in  the  anterior  re- 
gion of  the  nose.  An  investigation  of  the  state  of  the  epithelium  in 
the  posterior  regions  of  the  nasal  mucosa  is  promised  and  from  this 
we  may  hope  for  considerably  more  light  on  this  very  problematic 
subject  recently  broached  in  nasal  pathology.  Still  more  instructive 
would  be  observations  on  the  shape  of  the  nasal  epithelial  cells  in 
infants  and  still-born  children,  and  in  the  foetus. 

Another  cause  of  sinus  disease  has  been  more  generally  recognized 
in  serious  pulmonary  lesions.  Kirkland  and  Stacy,  in  their  articles 
in  the  Journal  of  Laryngology  (Nov.,  1902),  rather  incline  to  the 
opinion  of  Lennox  Browne,  that  the  frequent  coincidence  of  sinus 
disease  with  fatal  infectious  and  pulmonary  lesions  indicates  that 
the  former  is  the  primary  affection,  thus  negativing  the  opinion  of 
E.  Frankel  and  others  that  the  sinus  affection  is  as  a  rule  only  an 
incident  in  the  course  of  an  acute  pneumonia  or  a  chronic  empyema 
of  the  thorax.  Stacy  examined  64  cases  which  had  died  from  disease 
due  to  infection  by  micro-organisms.  Of  these  64,  34 — more  than 
50  per  cent — showed  some  affection  of  the  sinuses,  thus  far  in  a 
general  way  confirming  the  observations  of  others ;  but  while  others 
have  shown  that  the  antrum  of  Highmore  was  involved  at  least 
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twice  as  frequently  as  the  sphenoidal  sinus,  Stacy  more  than  re- 
verses the  proportion,  showing  the  sphenoidal  sinus  affected  in  29 
of  the  cases,  19  of  which  were  purulent  in  nature.  The  maxillary 
sinus  was  the  least  frequently  involved.  There  is  no  indication  to 
support  the  suggestion  of  Kirkland  that  these  variations  from  the 
results  observed  in  other  autopsies  are  due  to  the  climate  or  the 
latitude,  Stacy  and  Kirkland  having  reported  their  cases  from  Syd- 
ney, New  South  Wales,  in  the  Southern  hemisphere. 

The  extent  to  which  I  have  dwelt  on  the  etiological  aspects  of 
sinus  disease  is  warranted  by  the  greatly  increasing  frequency  with 
which  all  the  sinuses  are  now  explored  by  operative  procedure,  the 
increase  being  especially  marked  in  the  surgery  of  the  sphenoidal 
sinus.  Besides  the  papers  recently  contributed  to  this  journal  by 
Hinkel  (Oct.,  1902)  and  the  paper  of  Bryan,  in  the  American 
Journal  of  the  Medical  Sciences,  (Sept.,  1902).  Guye  of  Amster- 
dam,* has  reported  four  cases,  in  which  the  sinus  was  thoroughly 
opened  and  curetted  for  recurring  nasal  polypi.  In^  former  reports 
by  Holmes,  and  indeed  also  in  those  of  Knapp  and  other  ophthal- 
mologists, the  relation  of  disease  of  this  sinus  to  the  optic  nerves 
and  to  the  orbit,  had  been  formerly  pointed  out.  The  involvement 
of  the  fundus  of  the  eye  in  inflammatory  changes  is  by  no  means 
uncommon  in  sphenoidal  sinus  diseases,  usually  indicative  of  grave 
cerebral  complications.  While  the  very  gravest  symptoms  are  not 
infrequently  observed  in  the  course  of  suppuration  of  the  sphenoidal 
sinus  which  frequently  results  fatally,  it  is  becoming  more  evident 
constantly  that  there  are  other  less  severe  forms  of  sphenoidal  sinus 
trouble  which  give  rise  to  annoying,  but  not  necessarily  dangerous 
symptoms.  Polypi,  suppurative  and  catarrhal  sinusitis  must  now 
be  considered  as  only  partially  investigated  in  any  given  case  of 
these  affections  if  the  sphenoidal  sinus  is  not  thoroughly  explored. 
Many  an  obstinate  case  of  lateral  pharyngitis,  as  well  as  the  in- 
flammation supposed  to  have  its  site  in  the  pharyngeal  tonsil,  will 
in  the  future  be  found  to  depend  on  a  vice  of  the  sphenoidal  sinus. 
Even  if  direct  proof  of  this  is  at  present  often  wanting,  circumstan- 
tial evidence,  especially  in  the  form  of  the  inexplicable  obstinacy 
of  the  so-called  simple  post-nasal  catarrh,  has  for  many  years  been 
at  hand  in  the  experience  of  every  rhinologist.  While  any  distention 
of  the  sphenoidal  antrum,  either  from  neoplasm  or  secretion  gives 
rise  to  much  more  severe  cephalalgia  than  of  the  other  accessory 
sinuses,  polypoid  degeneration  and  post-nasal  dropping  may  be 
no  more  urgent  in  the  affections  of  the  sphenoid  than  in  those  of 
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the  other  cavities.  Sir  Felix  Semon,  in  his  recent  brochure,*  re- 
plete w^ith  the  maxims  of  common  sense,  strikes  a  note  which  is  as 
important  as  it  has  been  foreign  to  recent  discussions  of  the  sub- 
ject, and  one  in  which  I  can  heartily  join.  He  advises  delaying 
radical  measures  in  ethmoidal  sinus  suppuration,  where  the  symp- 
toms are  not  distressing,  and  rightly  intimates  that  brain  complica- 
tions are  rare  contingencies.  In  this  regard  so  far  as  I  have  been 
able  to  note,  it  would  seem  that  brain  complications  arise  more 
often  from  operations  for  the  relief  of  ethmoidal  suppuration  than 
from  the  disease  itself. 

Some  very  interesting  work  has  been  done  in  cultivating  blastomy- 
cetes  or  yeast  forms  of  micro-organisms  from  excised  tonsils.  It 
is  impossible  to  differentiate  some  of  these  morphologically,  if  dif- 
ferentiation really  exists,  from  those  forms  which  Gaylord  and 
others  declare  are  certain  cycles  of  the  development  of  the  micro- 
organisrns  found  in  cancerous  growths.  The  demonstration  of  these 
organisms  in  tonsillar  structure  has  been  attempted  for  the  most 
part  in  Italy,  the  country  of  Sansfelici. 

Such  a  communication  with  a  fairly  complete  literature  reference 
may  be  found  in  the  Archivio  Italiano  di  Otologia  (Oct.,  1901),  made 
by  Bertarelli  and  Calamida.  It  seems  to  me  the  fatal  objection  to 
all  this  sort  of  work  on  the  faucial  and  pharyngeal  tonsils  lies  in 
the  impossibility  of  an  assured  faultlessness  of  technique.  In  order 
to  make  plants  on  culture  media,  it  is  almost  impossible  to  exclude 
the  possibility  of  surface  contamination,  a  consideration  which  has 
entered  so  largely  into  the  critical  discussion  of  the  question  of 
tubercular  tonsils.  The  crypts  and  lacunae  of  the  lymphoid  tissue 
which  lie  on  the  surface  of  the  mucous  membranes  dip  down  and 
include  the  thickness  of  the  tissue  and  leave  such  little  space  of  solid 
substance  between  that  it  is  impossible  to  make  a  culture  as  is  done 
from  a  section  of  a  solid  organ  like  the  liver.  The  presence  of 
those  very  crypts  and  lacunae  at  the  junction  of  the  deglutitory  and 
respiratory  tract  argues  for  the  probability  that  surface  contamina- 
tion must  be  frequent  from  the  passage  of  the  vegetable  and  fruit 
which  is  so  apt  to  contain  yeast  plants  as  well  as  from  the  passing 
air  current.  It  is  in  these  crevices  we  may  at  any  time  find  the 
richest  microbian  flora  in  the  human  body. 

The  fact,  therefore,  that  they  can  grow  the  so-called  blastomy- 
cetes  out  of  culture  plants  from  the  tonsils  is  credible  enough,  but  it 
is  incredible  that  they  can  by  any  turn  of  aseptic  technique  exclude 
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the  possibility  of  surface  contamination.  As  for  the  presence  of 
blastomycetes  demonstrated  in  the  tissues  by  means  of  stains,  which 
appear  no  more  satisfactory  for  being  highly  complicated  and  for 
having  in  the  formulae  numbers  of  unheard  of  or  unfamiliar  ingre- 
dients, this,  so  -far  as  I  have  been  able  to  pursue  the  literature,  to- 
gether with  the  claims  of  Gaylord  and  Schiiller,  is  also  unsatisfac- 
tory. A  few  years  ago  I  described*  such  forms  in  an  adenoma  of 
the  nose.  Since  then,  I  have  noted  their  occurrence  occasionally  in 
various  pathological  tissues.  Very  numerous  articles  have  in  the 
last  year  or  two  appeared  in  many  journals,  which  seem  to  confirm 
the  wide-spread  belief  of  earlier  observers  that  these  peculiar  forms 
are  not  really  protozoa  or  blastomycetes,  but  are  hyaline  degenera- 
tions of  the  fixed  cells  of  the  connective  tissue. 

Citelli,  in  a  recent  paper,t  again  describes  them  as  occurring  in 
the  hypertrophied  and  degenerated  mucosa  of  the  inferior  turbinated 
bodies,  but  they  as  well  as  the  so-called  protozoa  of  Gaylord  and 
others  are  to  be  found  most  abundantly  in  the  adenomata,  either 
benign  or  malignant.  The  only  criticism  I  have  to  offer  to  the 
conclusions  of  Citelli  is  that  these  bodies  are  not  of  the  same  char- 
acter as  "Mastzellen"  or  the  eosinphilous  cells,  as  he  claims.  I  am 
inclined  to  believe  that  they  are  composed  of  the  protoplasm  found  in 
the  cell  bodies,  while  the  mastzellen  granules  are  derived  from  the 
nuclei,  but  that  both  are  the  result  of  degenerative  changes. 


It  is  probable  that  in  this  country  and  in  England  we  have  ac- 
cepted a  little  too  absolutely  the  dicta  of  those  who  operate  by 
extra  laryngeal  methods  for  laryngeal  cancer,  if  the  case  is  an 
operable  one  at  all.  The  statistics  of  late,  adduced  from  time  to  time 
by  the  expenditure  of  much  ingenuity,  show  considerable  advance 
in  so-called  cures  over  those  of  20  years  ago,  yet  at  the  best  they 
are  melancholy  reading.  It  would  be  amply  sufficient  to  remind 
us  of  the  impotency  of  our  art  in  the  fight  against  cancer  even  were 
we  to  forget,  as  we  sometimes  do,  the  inoperable  cases  which  are 
not  reported  at  all.  After  all,  cancer  is — at  least  in  its  manifesta- 
tions, at  first  a  local  disease,  and  if  it  is  so  localized  at  the  edge  of 
a  vocal  cord,  or  otherwise  projects  from  a  surface  within  the  larynx, 
which  it  does  not  infiltrate,  the  statement  that  it  may  be  eradicated 
by  endo-laryngeal  forceps  does  not  outrage  our  common  sense  as 
not  being  within  the  range  of  possibilities. 
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Arslan*  summarizes  the  reports  of  successful  endo-laryngeal  op- 
erations, 1 6  in  all,  and  adds  two  of  his  own.  To  have  freed  i8 
patients  of  carcinoma  of  the  larynx  by  endo-laryngeal  methods  is  no 
small  triumph,  while  freedom  from  recurrence  of  the  disease,  in 
some  cases  lasting  for  twenty  years,  can  hardly  be  surpassed  in 
the  annals  of  the  extra  laryngeal  operation.  We  must  agree,  there- 
fore, that  this  endo-laryngeal  operation  is  more  than  indicated  in 
certain  cases,  but  it  is  impossible  to  believe  that  it  can  be  success- 
ful where  the  infiltration  extends  beyond  the  superficial  tissues. 
Now  the  important  point  is  that  by  endo-laryngoscopic  inspection 
alone,  neither  before  nor  at  the  time  of  operation  can  the  degree 
of  that  infiltration  be  ascertained.  During  the  course  of  the  extra- 
laryngeal  operation,  both  by  direct  inspection  and  by  palpation,  a 
degree  of  information  as  to  the  infiltration  may  be  reached  and 
advantage  taken  of  it,  which  is  manifestly  impossible  in  the  endo- 
laryngeal  operation.  On  the  other  hand,  as  with  intubation  in  diph- 
theria, almost  every  case  will  promptly  submit  to  an  endo-laryngeal 
operation  at  an  early  stage,  while  many  a  case  will  delay  or  refuse 
the  extra  laryngeal  operation  at  a  time  when  the  prognosis  is  not 
yet  entirely  hopeless.  In  the  face  of  the  facts  submitted  by  Arslan, 
indisposed  as  we  may  be  to  allow  the  admissibility  of  endo-laryn- 
geal methods  in  many  cases  where  laryngotomy  is  indicated,  we 
can  not  but  believe  that  each  procedure  has  its  own  field,  however 
much  those  fields  may  overlap  and  give  rise  to  individual  choice. 
The  results  attained  by  endo-laryngeal  methods  are  not  necessarily 
incompatible  with  what  we  know  of  epithelial  cancer,  but  the  operator 
can  necessarily  never  feel  that  assurance  that  the  whole  of  the  growth, 
has  been  removed,  while  with  laryngotomy,  such  confidence  is  more 
frequently  warranted.  The  cases  of  Frankel  and  Schmidt  have  dem- 
onstrated that  recurrence  does  not  always  defeat  the  ultimate  re- 
sult, but  that  subsequent  operations  are  occasionally  able  to  retrieve 
the  failure  of  the  primary  intervention. 

Arslan  might  very  properly  have  drawn  attention  to  a  point  that 
is  usually  ignored  in  the  statistical  reports  of  the  results  of  opera- 
tion for  endo-laryngeal  cancer,  and  that  is  the  degrees  of  malignity 
in  epitheliomata.  Perhaps  not  in  the  larynx,  but  it  is  an  undoubted 
fact  that  the  phenomenon  is  occasionally  observed  of  a  benign  clin- 
ical course  in  growths  which  bear  every  microscopical  evidence  of 
malignity.  Now,  when  we  arrive  at  the  very  small  percentage  of 
so-called  cures  and  remember  that  these  percentages  are  only  made 
up  from  selected  cases,  we  can  not  but  question  how  much  operation 

*  Archivio  Italiano  di  Otologia,  Vol.  xii,  1901,  fasc.  2. 
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really  had  to  do  with  the  results.  When  we  know  that  a  very  large 
proportion  of  the  cases  of  laryngeal  cancer  we  see  are  at  once  dis- 
missed as  inoperable,  and  when  we  consider  that  these  cases  are  par 
excellence,  those  among  which  are  found  the  highly  malignant 
growths,  while  the  so-called  operable  cases  are  presumably  those 
among  which  the  feebly  malignant  growths  are  apt  to  be  found,  this 
query  assumes  a  very  debatable  aspect  and  even  the  ground  still 
taken  by  some  that  every  laryngeal  cancer  is  inoperable,  seems  to 
assume  a  more  rational  appearance.  The  author,  however,  fails  to 
place  this  matter  in  its  proper  light,  though  he,  as  do  all  others, 
remarks  upon  the  favorable  location  of  intralaryngeal  growths  for 
prompt  recognition  and  for  at  least  the  temporary  limitation  of  its 
infiltration.  Besides  the  favorable  location  of  the  growth,  the  tol- 
eration of  the  patient,  and  especially  the  manual  dexterity  of  the 
operator  are  the  most  important  factors  in  the  successful  eradica- 
tion of  the  laryngeal  growth.  This  manual  dexterity,  I  am  sure,  is 
not  so  great  among  the  younger  laryngologists  as^  was  possessed 
by  those  who  had  experience  with  the  more  numerous  instances  of 
benign  growths  which  appeared  in  the  clinics  and  offices  of  the 
early  laryngologists,  notwithstanding  the  fact  that  very  many  of  us 
in  the  large  cities  see  yearly  more  than  a  thousand  larynges.  Very 
few  of  use  ever  operate  in  a  year  on  more  than  a  half  dozen  endo- 
laryngeal  growths,  while  the  average,  I  fancy,  is  much  less  than 
this.  It  is  no  more  than  frankness,  therefore,  to  admit  that  few 
of  us  possess  the  requisite  dexterity  to  extirpate  anything  more  than 
a  superficial  or  pedunculated  growth  without  dangerous  mutilation 
of  intra-laryngeal  structure.  The  dangers  of  the  extralaryngeal 
operation  itself  and  the  loss  of  voice  it  is  hardly  necessary  to  dwell 
on  here  as  weighing  against  the  method.  They  are  sufficiently 
appreciated  by  all. 

Mention  may  be  made  of  a  report  of  two  cases  operated  on  in 
England  by  Yonge  and  reported  in  the  Lancet,  Nov.  15,  1902,  in 
which  the  extirpation  was  extralaryngeal  by  means  of  a  thyrotomy. 
The  result  as  to  voice  and  non-recurrence  fully  equals  the  two  re- 
ported by  Arslan  and  they  form  a  good  counterfoil  to  his  argument 
for  the  endo-laryngeal  method. 

In  the  Rev.  Hehd.  de  Laryngologie,  No.  43,  1901,  E.  Kraus,  of 
Paris,  relates  the  history  of  a  case  of  laryngeal  cancer  extending 
over  five  years.  The  patient  died  of  an  intercurrent  afifection  at  the 
age  of  84.  During  this  period,  while  subjected  to  considerable 
pain,  loss  of  voice  and  annoyance  and  the  necessity  for  a  time  of 
wearing  a  tracheotomy  tube,  his  days  were  spent  on  the  whole  with 
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a  fair  amount  of  comfort.  The  histories  of  three  cases  of  laryngeal 
cancer  occur  to  me,  two  seen  very  recently  in  which  that  period  has 
been  equaled  and  the  patients  are  still  alive  and  fairly  comfortable. 
The  other  case  was  seen  a  few  years  ago.  Nothing  like  a  radical 
operation  was  done  in  either  case,  but  in  all  of  them,  various  in- 
complete internal  procedures  with  cautery  and  forceps  and  caustic 
applications  had  been  carried  out  by  the  physicians  with  whom  I 
saw  the  cases  in  consultation. 

Now,  while  thus  far  I  am  of  the  opinion  that  an  early,  extensive 
and  radical  operation  is  indicated  in  almost  every  case  of  incipient 
intralaryngeal  cancer,  it  must  be  admitted  in  a  spirit  of  fairness, 
which  should  govern  the  discussion  of  every  such  question,  that  re- 
sults such  as  these  obtained  in  the  radical  operation,  would  be  par- 
aded by  its  advocates  as  instances  of  the  trimph  of  modern  laryngeal 
surgery.  I  am  sure  even  those  of  us  who  lean  toward  the  advisability 
of  even  total  laryngectomy  in  selected  cases,  will  readily  agree  with 
those  who  still  cling  to  the  "laissez  faire"  policy,  that  much  more 
time  must  elapse  before  a  proper  judgment  can  be  rendered  from  a 
study  of  the  cases  which  have  lately  been  reported.  An  insurance 
of  five  years  of  endurable  life  from  the  incipiency  of  such  cases  is 
a  proposition  from  which  the  most  sanguine  surgeon  would  naturally 
recede  in  even  the  most  promising  of  cases.  For  this  is  a  limit, 
which,  while  it  has  been  exceeded,  would  reduce  the  number  of 
cases  attaining  it  to  a  comparatively  insignificant  number. 

In  one  of  these  reviews  a  year  or  two  ago,  I  briefly  reported  two 
cases  of  epileptiform  seizures  following  palpation  of  post-nasal  ade- 
noids. Exception  was  taken  to  the  term  epileptiform  by  Dr.  James 
Hamilton  (Laryngoscope,  Oct.,  1901),  of  Hamilton,  Scotland. 
Having  the  impression  that  the  pathogenesis  of  epilepsy  was  in 
itself  only  imperfectly  understood,  it  seemed  to  me  that  "epileptiform'' 
was  a  term  sufficiently  vague  to  attach  to  a  phenomenon  which  I  do 
not  pretend  to  understand.  Without  stopping  to  take  up  a  discussion 
as  to  names,  which  is  always  an  unprofitable  occupation,  note  may 
be  made  that  Lennox  Browne  has  lately  pointed  out,  as  Hack  did 
30  years  ago,  that  the  nasal  fossa  may  be  the  seat  of  peripheral  irri- 
tation in  similar  seizures.  Ten  years  ago  Collet  dwelt  on  the  same 
phenomenon.  More  recently  Jousset*  adds  further  testimony  to 
the  same  clinical  connection.  The  importance  of  local  factors  in 
the  etiology  of  such  cases  is  easily  exaggerated.  The  rarity  with 
which  any  local  therapy  permanently  cures  the  nerve  storm  is  only 

*  Rev.  Hebd.  de  Lar.  etc.,  No.  11,  1902. 
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too  evident  to  the  candid  observer,  but  yet  witji  asthma,  hay  fever, 
cough  and  a  hundred  other  manifestations,  a  nasal  spur  or  a  vas- 
cular intumescence  of  the  nasal  mucosa  has  often  in  the  past  been 
erected  to  such  a  height  that  in  a  study  of  etiology  it  obscures  the 
whole  field.  However,  it  is  now  plainly  to  be  remarked  from 
quarters  which  are  apt  to  be  very  active  in  this  sort  of  architecture, 
that  a  juster  sense  of  proportion  is  being  acquired  and  the  local  fac- 
tors are  becoming  more  and  more  secondary  in  etiological  import- 
ance. Semon  (1.  c.)  drops  another  pearl  of  wisdom  in  the  declara- 
tion of  his  non-belief  in  the  frequency  of  "reflex  neuroses"  having 
their  origin  in  the  upper  air  passages.  I  can  only  acquiesce  in  his 
assertion  that  a  reflex  neurosis,  depending  on  a  lesion  in  the  nose 
or  naso-pharynx,  while  of  course  not  absolutely  unknown  to  my  ex- 
perience, is  a  very  great  rarity,  and  with  the  advance  in  experience 
which  only  years  can  bring,  I  am  much  readier  to  recant  my  belief 
in  some  instances  in  which  I  supposed  I  witnessed  the  phenomenon 
that  I  am  to  believe  I  am  now  too  obtuse  or  inexperienced  to  detect 
the  connection  between  some  lymphoid  or  cartilaginous  or  vascular 
swellings  and  the  asthma,  eneuresis,  cough  or  migraine  which  may 
accompany  it.  I  have  looked  long  and  earnestly,  I  have  stretched 
my  credulity  to  the  utmost,  I  have  allowed  my  imagination  to  run 
riot,  but  I  have  never  been  able  to  collect  in  my  mental  storehouse 
the  memory  of  any  such  category  of  cases  of  reflex  neuroses  as  may 
often  be  gleaned  from  a  single  page  of  contemporary  rhinological 
literature. 

It  is  therefore  hardly  worth  while  to  notice  this  still  abounding 
but,  happily,  diminishing  group  of  cases.  In  passing,  however,  men- 
tion may  be  made  of  the  report  by  Carli*  of  a  case  of  "reflex  vertigo 
of  the  nose,"  due  to  the  presence  of  crusts  following  curettage, 
which  repeatedly  ceased  when  the  crusts  were  removed.  As  pos- 
sessing a  peculiar  flavor  of  its  own  reference  may  also  be  made  to 
a  case  of  Aronsohn.f  The  perusal  of  the  report  leaves  one  in  doubt 
whether  to  ascribe  to  the  author  a  fund  of  humor  which  bursts  the 
bounds  of  sober  conventionalities,  or  a  mentality  to  which  that  gen- 
ial quality  is  a  total  stranger.  In  apparent  gravity,  he  tells  of  a  very 
intelligent  lady  of  the  highest  social  circles,  who,  every  time  she 
made  an  application  of  cocaine  to  her  nasal  mucosae  for  asthma, 
induced  defecation.  On  his  trying  it  with  water,  unknown  to  the 
noble  dame,  she  had  to  precipitately  retire  from  the  presence  of 
this  gentlemon  of  science.  As  a  reflex  phenomenon  this  story 
surpasses  the  far  famed  incident  of  Dr.  McKenzie's  artificial  rose. 


*  Archivio  Italiano  di  Otologia,  3  fasc,  1902. 
t  Archiv  f.  Laryngologie,  Bd.  xii,  Hft.  3. 
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NEW  YORK  ACADEMY   OF   MEDICINE. 

SECTION  ON  LARYNGOLOGY  AND  RHINOLOGY. 

Stated  Meeting,  December  23,   1902. 

Emil  Mayer,  M.  D.,  Chairman. 
Chronic  Laryngeal  Stenosis. 

Dr.  John  Rogers  presents  a  child  who  had  been  intubated  in  the 
Willard  Parker  Hospital  in  December,  1896.  The  tube  was  "re- 
tained" and  a  laryngotomy  was  performed  in  May,  1897,  ^^^  again 
in  October,  1897.  Nothing  was  found  but  a  diffuse  thickening 
of  the  larynx.  When  first  seen,  in  January,  1899,  she  was  wearing 
a  tracheal  canula.  Dr.  Rogers  said  that  he  did  a  laryngotomy  and 
found  nothing.  The  child  was  intubated  a  great  many  times  with  in- 
creasing sizes  of  tubes ;  finally  an  excrescence  formed  at  the  epiglot- 
tis, and  this  was  excised.  Last  spring  she  was  able  to  breathe  with- 
out a  tube  by  making  use  for  two  months  of  a  special  intubation 
tube,  which  had  to  be  introduced  with  a  good  deal  of  pressure. 
This  child  was  difficult  to  intubate,  and  she  had  been  tracheotomized 
at  least  ten  times.  In  the  course  of  two  or  three  days  after  the  re- 
moval of  the  tube  she  would  become  suddenly  asphyxiated.  This 
he  explained  by  supposing  that  as  a  result  of  the  adductors  being 
held  apart  so  long  they  became  more  or  less  atrophied,  and  when 
brought  into  use  suffered  from  cramp  and  so  closed  the  larynx. 

Dr.  Rogers  also  presented  a  boy  of  four  years  with  non-diph- 
theritic laryngeal  stenosis.  The  boy  had  been  first  tracheotomized, 
and  subsequently  laryngotomy  was  done,  but  only  general  thicken- 
ing of  the  larynx  was  found.  This  he  had  successfully  treated  with 
his  special  tube,  which  is  made  with  the  constricted  portion  just  be- 
low the  head  equal  to  the  size  of  the  retaining  swell  of  the  ordinary 
tube,  suitable  for  the  age  and  development  of  the  child.  The  re- 
taining swell  of  this  special  tube  is  3-32  of  an  inch  larger  than  the 
neck. 

A  third  case  presented  was  a  little  girl,  who  had  never  been 
tracheotomized,  but  had  worn  an  intubation  tube  steadily  for  23 
months  before  coming  to  him.  She  had  been  successfully  treated  in 
the  same  manner. 
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Pemphigus  of  the  Larynx. 

Dr.  Lewis  A.  Coffin,  at  the  request  of  Dr.  O.  B.  Douglas,  pre- 
sented .a  trained  nurse,  who  had  been  under  Dr.  Douglas'  care  for 
some  time  without  improvement.  The  principal  trouble  was  an  ul- 
ceration of  the  epiglottis.  In  other  parts  of  pharynx,  and  especially 
on  the  soft  palate,  there  would  suddenly  appear  a  pseudomembra- 
nous patch,  which  would  change  from  time  to  time.  The  bacter- 
iologists of  the  Massachusetts  General  Hospital  had  examined  these 
membranes  without  being  able  to  make  a  diagnosis,  and  the  laryng- 
ologists  there  were  also  in  doubt.  Dr.  Coffin  said  the  pseudomembra- 
nous patches  were  the  coverings  of  broken  down  blebs.  Dr.  Jona- 
than Wright  had  made  the  suggestion  that  this  was  a  case  of  pemph- 
igus or  of  herpes  of  the  throat,  which  diagnosis  was  born  out  by  a 
pemphigoid  eruption  about  the  umbilicus.  About  four  years  ago 
"blisters"  had  appeared  on  the  gums.  These  were  often  pro- 
duced, and  were  always  aggravated,  by  the  wearing  to  a  teeth  plate. 
Dr.  L.  Duncan  Bulkley  had  examined  her  and  confirmed  the  diagno- 
sis. The  eruption  about  the  umbilicus  did  not  present,  he  said,  the 
characteristics  of  eczema  of  this  region;  it  appeared  to  be  pemphi- 
goid. The  same  character  was  presented  by  the  lesions  on  the 
velum.  In  his  experience  it  was  very  rare  for  the  disease  to  develop 
so  slowly  and  remain  localized  in  the  air  passages  so  long.  The 
patient  complained  of  painful  deglutition  and  of  neuralgic  pains 
about  the  throat,  which  Dr.  Coffin  said  was  the  clinical  picture  of  an 
herpetic  condition  perhaps,  rather  than  pemphigus.  The  progno- 
sis as  to  cause  is  grave.  Arsenic  is  the  drug  which  has  proven  best 
results,  together  with  soothing  and,  so  far  as  practical,  protective 
applications. 
Fibroma  of  the  Naso= Pharynx. 

Dr.  Thomas  J.  Harris  presented  a  man  of  70  years,  with  fibroma 
of  the  naso-pharynx.  For  about  eighteen  months  he  had  had  in- 
creasing nasal  stenosis,  and  repeated  hemorrhages,  both  from  the 
nose  and  from  the  throat.  Examination  showed  a  nasal  spur  cov- 
ered with  muco-pus,  and  a  tumor  filling  the  naso-pharynx.  The 
latter  felt  very  hard,  and  bled  readily  when  touched.  It  apparently 
originated  from  the  vault  of  the  naso-pharynx.  Two  unsuccess- 
ful attempts  were  made  to  remove  the  tumor  by  passing  a  snare 
through  the  nose;  finally,  with  an  unusually  strong  snare  and  wire 
most  of  the  growth  was  removed  with  the  cold  wire,  and  then  the 
Brandegee  forceps  was  used  to  remove  the  base.  Microscopical 
examination  showed  the  growth  to  be  a  pure  fibroma.     Either  as 
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a  result  of  the  manipulation  or  of  infection  an  actue  otitis  developed 
on  the  right  side.  In  Bosworth's  book,  published  in  1881,  58  cases 
of  this  kind  were  reported.  Some  years  ago  no  effort  was  made 
to  operate  upon  such  growths  through  the  nose;  instead,  they  were 
treated  by  an  external  operation. 

Dr.  a.  B.  Duel  said  that  he  had  had  three  cases  of  chronic 
laryngeal  stenosis,  all  of  which  had  suffered  from  retained  intuba- 
tiwi  tubes,  and  had  been  tracheotomized  because  of  the  frequent 
auto-extubation.  In  all  of  these  tracheotomized  cases  a  cicatricial 
band  was  apt  to  form  just  above  the  tracheotmy  wound.  He  had 
obtained  the  larynx  of  a  child  who  had  died  in  an  attack  of  asphyxia 
after  the  expulsion  of  the  tube.  In  this  larynx  there  was  a  dense 
cicatricial  band  in  the  trachea  below  the  cords.  Two  of  his  cases 
had  good  speaking  voices,  and  the  third  spoke  in  a  whisper  except 
when  excited,  and  then  was  able  to  shout. 

Dr.  Francis  J.  Quinlan  said  that  in  two  cases  of  laryngeal  ste- 
nosis he  had  see-sawed  an  ordinary  piece  of  gauze  to  break  down 
the  adventitious  band,  and  this  simple  method  had  answered  very 
well,  as  it  made  room  for  the  intubation  tube  that  was  subsequently 
placed  in  position  and  retained  until  some  weeks  afterwards,  when 
auto  expulsion  took  place. 

Dr.  E.  Mayer  said  that  in  the  non-diphtheritic  case  of  stenosis 
it  was  possible  that  the  stenosis  had  been  due  to  a  papilloma.  Just 
as  soon  as  one  attempted  to  intubate  any  case  of  chronic  stenosis, 
while  exerting  the  necessary  force  the  air  was  cut  off  from  the 
patient's  lungs ;  hence,  in  such  cases  he  would  advise  the  use  of  the 
intubating  instrument  having  a  hollow  handle,  such  as  he  had  de- 
vised and  presented  to  this  Section.  Quite  recently  he  had  intubated 
a  case  of  chronic  stenosis,  and  it  was  to  the  non-membraneous  ste- 
nosis that  these  remarks  were  applicable  only,  and  it  was  remarkable 
how  easy  it  was  to  intubate  in  this  manner.  No  asphyxia  was  pro- 
duced, not  for  a  second. 

Dr.  Rogers  said  that  he  had  had  14  cases  of  retained  tubes,  and 
that  all  had  been  cured  except  one.  The  main  principles  in  the 
treatment  employed  was  to  keep  the  larynx  as  widely  dilated  as 
possible  in  the  region  of  the  vocal  cords  and  just  below  them,  and 
to  leave  the  dilating  tube  undisturbed  from  four  to  eight  weeks. 
The  one  failure  in  this  list  was  a  death  following  auto-extubation. 
A  child  of  four  years  had  worn  her  tube  quietly  in  the  hospital  sev- 
eral weeks  and  at  the  solicitation  of  her  parents  was  allowed  to  go 
home,  where  she  was  given  a  lobster  salad,  vomited  and  ejected  the 
tube   and  choked   before   assistance   could   be   obtained.      Though 
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auto-extubation  of  these  large  tubes  is  rare,  and  if  it  occurs  is  not 
apt  to  be  fatal,  as  the  accident  cannot  well  happen  before  consid- 
erable widening  of  the  larynx  has  taken  place.  Nevertheless  this 
fatal  case  shows  that  it  is  well  to  have  the  patient  constantly  in  a 
hospital,  or  at  least  close  to  skilled  aid. 

Dr.  Jonathan  Wright  said  he  had  seen  two  or  three  cases  of 
pemphigus  of  the  larynx.  Blisters  form  in  this  region  only  in  con- 
nection with  herpes  or  pemphigus,  traumatism  excepted.  He  was 
not  sure  whether  Dr.  Coffin's  case  was  one  of  herpes  or  pemphigus. 
The  most  successful  treatment  in  most  of  these  cases  was  by  general 
tonics.  According  to  the  literature,  over  half  of  these  patients  die 
eventually  of  pneumonia.  It  was  often  difficult  to  make  the  diag- 
nosis because  of  the  resemblance  to  diphtheria  and  to  syphilis  after 
the  blebs  had  collapsed.  On  microscopical  examination  he  had 
found  nothing  but  simple  blebs,  formed  by  the  effused  serum,  rais- 
ing the  epithelium. 

Dr.  George  B.  McAuliffe  said  that  in  view  o'Y  the  polymorphic 
character  of  the  eruptions  produced  by  iodide,  he  would  like  to  know 
whether  the  administration  of  this  drug  could  be  responsible  for  the 
case  presented  this  evening. 

Dr.  Francis  J.  Quinlan  said  that  the  patient  referred  to  by  Dr. 
Wright  he  had  seen  with  this  affection,  had  suffered  from  it  for 
eighteen  months,  and  her  companion  had  a  similar  herpetic  eruption, 
which  had  only  been  noticed  for  a  few  weeks.  These  patients  said 
that  there  was  neither  pain  nor  discomfort  with  the  condition  except 
when  spiced  food  was  used. 

Dr.  Thomas  J.  Harris  asked  how  the  clinical  picture  of  a  local- 
ized primary  lupus  of  the  epiglottis  would  differ  from  the  condition 
under  discussion. 

Dr.  Wendell  C.  Phillips  said  that  the  patient  told  him  she  had 
lost  twenty  pounds  since  the  beginning  of  this  affection,  and  that 
she  lost  several  pounds  with  each  attack.  He  had  been  impressed 
with  the  irregularity  of  the  epiglottis.  Possibly  this  was  due  to  the 
removal  of  portions  for  examination. 

Dr.  E.  Mayer  said  that  on  careful  examination  one  saw  a  num- 
ber of  small  blebs  on  each  side,  and  in  addition  an  enchondrosis  of 
the  epiglottis.  The  clinical  picture  presented  was  certainly  that  of 
herpes,  though  the  thickened  epiglottis  would  point  to  another  con- 
dition that  might  coexist.  This  last  might  be  lupus,  though  the 
swollen  epiglottis  in  this  latter  affection  was  more  turban-shaped 
than  here.  The  removal  of  a  small  piece  of  this  epiglottis  might 
show  a  very  few  tubercle  bacilli.  If  so,  the  diagnosis  of  herpes  would 
be  sustained. 
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Dr.  Coffin  said  that  three  snippings  had  been  taken  from  the 
epiglottis,  which,  to  an  extent,  accounted  for  its  irregular  appear- 
ance as  well,  perhaps,  as  for  its  angry  look.  In  answer  to  the 
question  raised  as  to  whether  some  of  the  eruptions  either  of  the 
mucous  membranus  of  the  throat  or  of  the  skin  might  not  be  from 
the  use  of  iodide  of  potassium,  Dr.  Coffin  said  that  the  eruption  had 
been  of  the  same  character  for  from  four  to  five  years,  while  the  pa- 
tient had  taken  the  iodide  of  potassium  for  less  than  four  months. 

Dr.  Bryson  Delavan,  speaking  of  Dr.  Harris'  case,  said  that  he 
had  carefully  searched  the  literature  with  regard  to  fibromata  of 
the  nose  and  pharynx,  and  had  been  able  to  find  only  about  200 
cases.  One  method  of  treatment  was  by  the  galvano-cautery  snare,  as 
introduced  by  Dr.  R.  P.  Lincoln;  another  was  by  electrolysis,  and 
a  third  was  by  the  use  of  the  snare.  The  electric  method  had  proved 
to  be  the  best  of  all,  though  it  was  more  difficult  than  the  others. 
Nevertheless  by  the  cold  snare  and  evulsion  the  very  best  results 
had  been  obtained  by  operators  abroad. 

Fein*s  New  Curette  for  Adenoids. 

Dr.  J.  E.  Newcomb  exhibited  this  curette  which,  he  said,  had 
recently  been  exploited  in  Vienna.  He  was  interested  in  it  chiefly 
as  a  curiosity. 

Soft  Steel  Probes. 

Dr.  C.  G.  Coakley  presented  some  soft  steel  probes  which  were 
graduated,  and  had  the  advantage  over  silver  of  being  less  yielding. 
Lip  Retractor. 

Dr.  E.  Mayer  presented  a  new  lip  retractor,  which  was  useful  in 
irrigating  the  antrum  of  Highmore,  and  for  use  in  operations  In 
this  region. 

The  Anatomy  of  the  Sphenoidal  Sinus,  with  Special  Reference 
to  its  Relation  to  the  Antrum  of  Highmore. 

Dr.  Harris  Peyton  Mosher,  of  Boston,  Mass.,  presented  11 
paper  on  this  subject.  This  paper  will  appear  in  full  in  the  March 
issue  of  The  Laryngoscope. 

Dr.  Coakley  said  that  the  Section  was  greatly  indebted  to  the 
author  for  this  valuable  contribution.  Some  years  ago  he  had 
himself  attempted  the  same  method  of  entering  the  sphenoid,  and 
had  found  it  a  very  painful  method,  because  it  was  very  difficult 
to  cocainize  the  under  surface  of  the  cribriform  plate.  The  method 
he  had  found  less  painful  and  more  serviceable  consisted  in  passing 
a  probe  across  the  middle  turbinate  at  an  angle  of  45°,  and  having 
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passed  in  a  distance  of  6.5  cm.,  he  felt  sure  he  was  at  the  lower  and 
anterior  border  of  the  sphenoid.  The  probe  was  then  pushed  up- 
ward gently  until  the  vault  was  reached.  Occasionally  the  open- 
ing of  the  sphenoid  sinus  was  visible.  He  had  tried  Jansen's  method 
on  the  cadaver,  and  he  was  not  in  favor  of  this  method,  unless  all 
of  the  sinuses  were  involved.  To  open  through  a  healthy  antrum 
and  enter  the  sphenoid  did  not  seem  to  him  a  wise  procedure. 

Dr.  Coakley  presented  specimens  to  illustrate  the  difficulties  re- 
ferred to. 

Dr.  a.  B.  Duel  remarked  that  he  had  seen  Jansen  operate  very 
boldly  last  summer  upon  several  cases.  Personally  he  was  of  the 
opinion  that  the  most  direct  route  was  through  the  maxillary  sinus. 

Dr.  E.  Mayer  said  that  in  severe  sphenoidal  disease  the  patient 
complained  of  very  severe  pain,  and  the  eye  symptoms  were  ex- 
ceedingly pronounced,  so  that  the  diagnosis  was  not  difficult.  There 
seemed  to  him  little  doubt  that  the  coming  operation  for  sphenoidal 
sinus  disease  had  been  outlined  by  Dr.  Mosher  in  his  paper,  and  !t 
was  probable  the  results  would  be  as  brilliant  as  those  obtained  in 
frontal  sinus  disease.  This  was  a  subject  worthy  of  the  most  careful 
study  and  serious  consideration. 

In  this  connection  he  would  say  that  he  had  seen  a  number  of 
cases  operated  on  by  Jansen,  and  there  had  not  been  any  insur- 
mountable obstacle  to  the  operation  on  the  sphenoidal  sinus  by  way 
of  the  antrum  of  Highmore.  The  results  will  have  to  be  carefully 
collated. 

Dr.  Mosher^  in  closing  the  discussion,  said  that  the  finger  in  the 
posterior  nares  at  the  choanae  would  be  found  a  very  useful  guide 
in  operating.  Of  course,  the  operation  was  most  suitable  in  cases 
of  combined  empyema,  but  the  method  was  certainly  very  tempting, 
even  in  bad  cases  of  ethmoiditis. 
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Seventy-seventh  Ordinary  Meeting,  December  ^th,  IQ02, 
E.  Cresswell  Baber,  M.B.,  President,  in  the  Chair. 

The  following  cases,  specimens  and  experiments  were  shown : 
Case  of  Nasal  Defot-mity  in  a  Woman. 

Shown  by  Mr.  W.  R.  H.  Stewart.  This  case  was  shown  to  the 
Society  in  February,  1894.  She  had  then  suffered  from  a  bad  smell 
from  the  nose  for  eight  years,  and  more  recently  the  nose  had  become 
blocked  and  sore,  followed  by  falling-in  of  the  sides  of  the  nose.  She 
had  been  treated  by  Mr.  Stewart  by  the  application  of  an  80  per 
cent,  solution  of  lactic  acid  and  the  passage  of  bougies,  which  was 
followed  by  some  improvement.  The  patient  then  became  pregnant 
and  was  lost  sight  of  until  a  month  ago.  At  the  present  time  the 
alae  had  quite  fallen  in,  and  there  was  considerable  contraction  in 
the  vestibule,  and  the  septal  cartilage  was  bent  over.  The  case 
was  shown  in  the  hope  of  obtaining  suggestions  as  to  treatment, 
operative  or  otherwise. 

Case  of  Strumous  Ulcers  of  the  Mouth  and  Tongue. 

Shown  by  Mr.  W.  R.  H.  Stewart.  The  patient,  a  domestic 
servant,  set.  30,  had  suffered  from  ulcers  on  the  tongue,  lips,  and 
cheeks  for  about  four  years,  recurring  at  interyals  and  lasting  for 
three  weeks  to  a  month.  She  had  been  under  treatment  for  two 
years.  Anti-specific  treatment  made  them  worse.  For  the  last 
twelve  months  she  had  been  taking  from  one  to  two  grains  of  sul- 
phide of  calcium  three  times  a  day,  and  Angler's  petroleum  emul- 
sion. At  the  present  time  she  did  not  have  so  many  ulcers,  and 
they  did  not  last  more  than  one  week.  Mr.  Stewart  wished  to  know 
if  anyone  could  suggest  a  better  line  of  treatment. 

Mr.  W.  G.  Spencer  said  he  thought  it  was  a  pity  to  apply  the 
term  "strumous"  to  the  conditions  here  seen,  for  that  term  was  gen- 
erally understood  to  mean  tuberculous.  They  were  herpetic  ulcers 
— or,  rather,  vesicles,  for  they  could  scarcely  be  called  ulcers — and 
as  such  kept  on  recurring.  They  were  very  easily  treated  by  some 
strong  astringent.  Mr.  Butlin's  treatment  was  10  per  cent,  solution 
of  bichromate  of  potassium,  but  even  with  this  they  reappeared 
in  three  weeks.    They  were  attended  by  stinging  pains. 

The  causes  were  not  known,  but  the  condition  was  due  to  some- 
thing more  active  than  nerve  lesions  and  neuralgic  pains. 
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Dr.  Furniss  Potter  thought  this  case  was  Hke  the  one  he  had 
shown  at  the  last  meeting,  and  he  should  acordingly  feel  inclined 
to  agree  with  the  previous  speaker  in  calling  it  a  case  of  herpes. 
In  his  own  case  he  had  tried  touching  the  ylcers  with  a  20  per  cent, 
solution  of  chromic  acid,  but  without  any  effect.  He  was  of  opin- 
ion that  these  cases  were  identical  with  those  mentioned  by  Osier 
as  "stomatitis  neurotica  chronica  Jacobi." 

Specimen  of  Malformation  of  the  Oesophag^us. 

Shown  by  Mr.  F.  J.  Steward.  The  specimen  was  taken  from 
a  baby  who  was  admitted  into  the  Hospital  for  Sick  Children  at 
the  age  of  five  days  with  a  history  that,  after  taking  the  breast,, 
apparently  the  whole  of  the  milk  taken  was  regurgitated  in  about 
five  minutes. 

Examination  demonstrated  a  complete  obstruction  in  the  oesoph- 
agus five  inches  from  the  gums. 

Gastrostomy  was  accordingly  performed,  and  feeding  commenced 
at  once. 

The  child  did  well  at  first,  but  sank  and  died  nine  days  after  oper- 
ation. 

The  specimen  would  be  seen  to  belong  to  the  most  common  va- 
riety of  malformation  of  the  oesophagus. 

The  upper  portion  of  the  oesophagus  was  dilated,  and  ended  in  a 
blind  extremity  about  one  inch  above  its  bifurcation  of  the  trachea. 
The  lower  portion  of  the  oesophagus  communicated  at  its  upper  end 
with  the  trachea  immediately  above  its  bifurcation.  The  opening 
into  the  trachea  admitted  a  No.  8  catheter.  The  actual  gap  in  the 
oesophagus  would  be  seen  to  be  about  half  an  inch  in  extent. 

The  other  organs  were  healthy,  with  the  exception  of  the  lungs,, 
which  contained  some  milk  presumably  regurgitated. 

Laryngitis  Hypertrophica  in  a  Girl  set.  21,  following  Prolonged 
Nasal  Trouble. 

Shown  by  Mr.  Hunter  Tod.  The  patient  had  suffered  from 
nasal  obstruction,  due  to  continuous  nasal  catarrh,  for  five  years. 
For  the  last  four  years  she  had  been  hoarse,  and  had  been  troubled 
with  a  severe  cough  and  continued  hawking  up  of  mucous  secre- 
tion from  the  throat. 

She  came  to  the  London  Hospital  three  months  ago,  and  was 
found  to  have  marked  hypertrophic  rhinitis,  with  much  muco-pus 
tricking  down  the  pharynx  into  the  larynx.  The  larynx  showed 
marked  hypertrophic  of  the  interarytenoid  region,  and  also  of  the 
vocal  cords,  which  latter  were  very  thick,  irregular,  and  of  a  red 
beefy  appearance,  and  there  was  considerable  muco-purulent  secre- 
tion to  be  seen. 
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The  nose  was  first  treated,  the  hypertrophic  tissue  being  removed 
by  the  snare.  The  nose  and  pharynx  were  now  practically  normal; 
there  was  no  longer  any  nasal  obstruction,  and  no  muco-purulent 
secretion  in  the  pharynx. 

Mr.  Tod  said  he  brought  forward  this  case  in  order  to  obtaiii 
advice  as  regards  the  further  treatment. 

Dr.  Herbert  Tilley  advised  that  the  interarytenoid  mass  should 
be  removed  by  cutting  forceps,  and  nitrate  of  silver  frequently  ap- 
plied to  the  cords.  He  had  completely  restored  the  voice  in  a  similar 
case  by  these  means.  The  hoarseness  was  mainly  due  to  the  fact 
that  the  heaped-up  epithelium  and  subepithelial  connective  tissue 
fonned  a  wedge  which  prevented  adduction  of  the  vocal  cords. 

Mr.  Steward  said,  apropos  of  Dr.  Tilley's  remarks,  that  this  girl 
had  been  under  his  care  for  a  great  many  months.  He  had  removed 
large  masses  on  four  or  five  occasions,  and  she  had,  as  in  Dr.  Tilley's 
case,  recovered  her  voice,  but  for  a  short  time  only,  when  the 
trouble  had  all  recurred.  Therefore  he  would  like  to  know  whether 
Dr.  Tilley's  case  had  been  watched  for  any  length  of  time,  and  if  so, 
whether  the  improvement  had  been  permanent. 

Dr.  Tilley,  in  reply  to  Mr.  Steward,  said  the  case  he  had  re- 
ferred to  had  kept  free  for  five  months. 

Dr.  FitzGerald  Powell  thought  the  condition  might  be  very 
much  improved  by  daily  washing  the  larynx  with  an  alkaline  anti- 
septic solution,  with  a  view  to  getting  away  the  tenacious  mucus. 
Possibly  the  insufflation  of  alum  in  addition  would  be  of  benefit. 
The  chronic  condition  was  possibly  the  result  of  nasal  obstruction 
and  the  septic  discharge  from  the  nose. 

Dr.  Dundas  Grant  had  described  such  cases  as  "post-rhinitic 
pseudo-pachydermia."  He  remembered  a  case  of  old  standing  in 
which  rapid  improvement  was  obtained  by  repeatedly  washing  out 
the  nose  and  applying  a  solution  of  salicylic  acid  to  the  laryngeal 
swelling. 

A  Lantern  Demonstration  showing  the  Normal  Fluctuations  of 
Air  Pressure  in  the  Upper  Respiratory  Tract,  By  Dr.  Scanes 
5picer. 

This  demonstration  was  given  to  bring  to  the  knowledge  of 
those  members  of  the  Laryngological  Society  present  some  of  the 
results  of  his  recent  investigations  on  the  normal  fluctuations  of 
air-pressure  in  the  upper  respiratory  tract,  and  the  effect  on  these 
fluctuations  of  experimentally  induced  alteration  in  calibre  of  the 
nasal  channels  in  himself.  He  also  showed  charts  with  observations 
automatically  recorded  on  persons  who  did  not  know  what  was 
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expected  of  them,  and  he  invited  the  members  present  to  repeat 
these  experiments  on  themselves  there  and  then,  and  test  the 
accuracy  of  his  conclusions.  He  suggested  that  a  naturally  wide 
rima,  with  the  consequent  diminution  of  normal  pressure  fluctua- 
tions and  lessened  rythmical  stimulus  to  circulation  in  the  blood-ves- 
sels, leading  to  diminished  nutrition  of  the  walls,  was  the  long- 
sought  explanation  of  the  origin  of  so-called  atrophic  rhinitis.  His 
researches  would  shortly  be  published  in  detail. 

The  President  thought  that  the  Society  was  much  indebted  to 
Dr.  Spicer  for  describing  to  them  these  experiments,  which  had 
extended  ever  so  long  a  period.  In  order  to  criticise  them  one 
would  need  to  be  a  physiological  physicist  as  well  as  a  rhinologist. 
He  would  like  to  ask  Dr.  Spicer  whether  he  had  found  the  apparatus 
of  any  practical  value  in  the  diagnosis,  prognosis  and  treatment  of 
cases.  He  understood  Dr.  Spicer  to  say  that  he  was  able  to  deter- 
mine by  the  results  of  these  experiments  whether  the  patency  of  the 
nasal  cavities  was  normal.  He  would  like  to  know  how  this  was 
done.  Dr.  Spicer's  remarks  as  to  the  causation  of  atrophic  rhinitis 
were  extremely  ingenious  and  suggestive,  and  lent  themselves  to  dis- 
cussion. 

Dr.  Dundas  Grant  said  he  thought  there  would  be  no  great  dif- 
ficulty in  accepting  Dr.  Spicer's  views,  in  so  far  as  they  related  to 
physical  facts,  even  if  some  members  might  dispute  his  interpre- 
tations of  them.  He  thought  the  occurrence  of  negative  pressure — 
if  they  understood  what  each  of  them  meant  by  the  use  of  that  term 
in  physical  science — was  beyond  dispute.  He  himself  was  quite  pre- 
pared to  accept  these  experiments  exactly  as  Dr.  Spicer  had  given 
them ;  his  little  knowledge  of  physical  science  would  have  led  him  to 
anticipate  such  results.  He  suggested  that  they  should  be  per- 
formed quietly  before  the  Societ}-,  either  at  a  special  meeting  or 
before  a  specially  appointed  sub-committee  of  the  Society  with 
power  to  add  to  its  numbers,  and  that,  in  order  to  make  them  still 
more  convincing,  they  should  be  carried  out  upon  individuals  who 
did  not  know  what  results  were  expected  or — might  he  go  the 
length  of  saying — desired  to  be  obtained. 

He  had  himself,  with  a  roughly  made  manometer,  tried  a  similar 
experiment  to  those  of  Dr.  Spicer.  By  watching  the  rise  and  fall 
of  a  colored  liquid  he  had,  in  this  rough  way,  obtained  results 
which  confirmed  those  of  Dr.  Spicer.  There  was  also  during  the 
moment  of  swallowing  a  distinct  dip  in  the  manometer  tube,  much 
more  marked  if  the  nose  was  obstructed  at  the  same  time.  He  had 
also  made  a  model  in  which  were  placed  manometer  tubes  corre- 
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spending^  to  the  two  Eustachian  tubes,  and  he  found  that,  in  the  one 
on  the  side  of  the  nostril  which  he  had  blocked,  there  was,  during 
inspiration,  a  more  distinct  dip  than  in  the  other.  He  allowed, 
however,  that  it  was  dangerous  to  apply  to  biology  results  derived 
simply  from  physical  materials.  It  had  always  seemed  a  little  diffi- 
cult to  explain  why  expiration  did  not  exactly  neutralise  what  was 
effected  by  inspiration ;  this  was  made  very  clear  by  Dr.  Spicer.  In 
Bonders'  experiment  the  ditterence  in  the  negative  pressure  during 
inspiration  and  in  the  positive  pressure  during  expiration  was  very 
marked,  but  he  thought  Dr.  Spicer  had  made  it  more  clear  to  them 
when  he  showed  them  that  it  was  only  when  obstruction  was  pres- 
ent that  the  difference  between  these  two  was  so  marked  as  Bon- 
ders found  it. 

Dr.  Lambert  Lack  thought  Dr.  Spicer's  experiments  were  quite 
unreliabfe,  and  that  his  instruments  would  give  any  desired  result. 
That  there  was  a  negative  pressure  in  the  upper  air-passages  during 
inspiration  and  a  smaller  positive  pressure  during  expiration  were 
surely  facts  that  needed  no  further  proof.  Of  necessity  also  these 
pressures  were  increased  by  any  obstruction  to  the  air  stream.  The 
unreliability  of  the  instrument  or  of  the  method  of  using  it  had  been 
demonstrated  that  afternoon  by  the  fact  that  two  observers  found 
quite  different  effects  on  the  air-pressure  resulting  from  the  act  of 
swallowing.  Again,  Dr.  Spicer  demonstrated  that  there  was  no 
variation  at  all  of  the  air-pressure  in  the  nose  when  the  nose  was 
completely  obstructed  and  mouth  breathing  was  resorted  to,  although 
a  little  consideration  would  show  that  this  result  was  absolutely  at 
variance  with  all  the  laws  of  physics.  There  must  be  a  negative  pres- 
sure during  inspiration,  not  only  in  the  direct  path  of  the  air  stream, 
but  in  every  column  of  air  in  direct  connection  with  it.  If  this 
were  not  so  Dr.  Spicer's  instrument  would  not  record  any  varia- 
tions at  all. 

Dr.  Hill  thought  the  subject  ought  to  be  thoroughly  discussed  in 
order  that  they  might  arrive  at  the  general  opinion  of  the  Society 
as  a  whole  regarding  it.  Some  members  might  discredit  Dr.  Spicer's 
interpretation  of  the  experiments,  as  Dr.  Lack  had  done;  others 
might  endorse  his  conclusions;  and  others,  again,  might  think 
there  was  some  truth  in  Dr.  Spicer's  position  without  exaggerating 
the  clinical  importance  of  negative  pressure.  They  ought  to  en- 
deavor to  thresh  the  subject  out  before  the  forthcoming  discussion 
on  nasal  obstruction  in  reference  to  some  forms  of  middle  ear  dis- 
ease. 
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Dr.  Scanes  Spicer,  in  reply  to  the  President  as  to  whether  these 
experiments  would  have  any  practical  value,  said  he  thought  that 
in  doubtful  cases  the  use  of  his  naso-manometer,  under  the  condi- 
tions he  had  stated,  would  afford  a  test  of  the  presence  or  not  of 
obstruction,  and  would  so  become  a  clinical  stenosimeter.  The  ap- 
paratus afforded  absolute  physical  evidence  of  the  normal  fluctu- 
ations of  air-pressure,  and  also  how  these  fluctuations  were  altered 
by  obstruction.  It  was  not  necessary  even  to  insert  the  tubes  in 
the  nose,  for  readings  taken  in  the  mouth — always,  be  it  under- 
stood, with  the  precautions  he  had  mentioned — accurately  indi- 
cated the  pressure  conditions  in  the  nose,  and  therefore  whether 
the  nasal  passages  were  sufliciently  patent,  other  conditions  being 
similar.  Fluctuations  of  the  column  in  excess  of  the  normal  indi- 
cated stenosis.  Provisionally  he  w^ould  suggest  +7  mm.  and  — 7 
mm.  of  water  as  the  limits  of  physiological  fluctuations  of*  pressure 
for  ordinary  quiet  breathing  at  rest,  whereas  the  normal  appeared 
to  be — 5  and  +4  respectively.  Dr.  Dundas  Grant  thought  that  it 
was  hardly  necessary  to  have  experiments  and  physical  measure- 
ments on  these  matters,  for  the  clinical  evidence  of  the  ill  effects  of 
nasal  obstruction  was  so  overwhelming.  He  quite  agreed  we  should 
be  quite  justified  in  all  other  practical  work  of  life  in  acting  on 
much  less  conclusive  evidence  than  we  had  in  clinical  proofs  here, 
but  he  thought  that  experiments  and  physical  measurements  were 
also  necessary  to  remove  any  shadow  of  doubt,  and  to  place  the 
subject  on  a  scientific  basis.  He  had  shown  them  a  number  of 
charts,  the  results  of  investigation  upon  persons  who  had  no  idea 
of  physics  or  physiology,  or  what  was  expected  of  them,  and  the 
results  in  essentials  were  the  same  as  those  in  himself.  With  ref- 
erence to  Dr.  Grant's  observations,  on  the  effect  of  swallowing,  and 
on  the  more  marked  fluctuations  of  pressure  if  nasal  obstruction  were 
present,  he  had  not  observed  these  phenomena;  but  had  found 
that,  in  himself  at  all  events,  there  was  no  fluctuation  of  pressure 
in  the  naso-pharynx  at  the  moment  of  swallowing,  but  a  positive 
fluctuation  during  the  expiration  which  followed.  Dr.  Lack  would 
find  that  he  could  not  manipulate  the  results  at  will.  If  he  would 
consent  to  be  tested  with  the  apparatus,  and  allow  the  speaker  to 
obstruct  the  former's  nose,  he  would  soon  find  the  limits  of  volun- 
tary and  intentional  manipulation. 

A  Series  of  Anatomical  Preparations  demonstrating  the  Arti- 
ficial Production  of  Edema  of  the  Larynx. 

Shown  by  Dr.  Logan  Turner.  Injections  of  carmine  gelatine 
were  made  into  the  loose  submucous  tissue  in  various  situations 
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in  fresh  specimens  of  healthy  larynges.  In  some  cases  moderate, 
in  others  forcible  injections  under  considerable  pressure,  were 
made,  and  in  this  way  both  the  amount  of  development  and  the 
limitations  of  the  loose  areolar  tissue  were  defined.  The  results 
thus  obtained  closely  simulated  the  conditions  met  with  clinically. 
The  injection  was  allowed  to  cool  and  set,  and  the  preparations 
were  then  hardened  in  Jores'  fluid  and  preserved  in  glycerine.  In 
this  way  the  spread  of  odema  from  the  tonsil  and  lateral  wall  of  the 
pharynx  was  demonstrated,  also  odema  of  the  glosso-epiglottic  fossae, 
ary-epiglottic  folds  and  pyriform  sinuses,  the  false  cords,  true  cords 
and  subglottic  region. 

Specimen   of   Abnormal   Narrowing:  of    Larynx    and    Trachea, 
probably  Congenital. 

Shown  by  Dr.  Logan  Turner.  This  specimen  was  removed  post 
mortem  from  a  man  get.  70.  He  was  markedly  alcoholic,  but  ap- 
parently suffered  from  no  respiratory  difficulty  during  life. 

The  post  mortem  examination,  which  was  carried  out  by  Dr. 
Harvey  Littlejohn,  from  whom  the  specimen  was  obtained,  showed 
the  body  to  be  well  nourished;  the  thorax  was  markedly  barrel- 
shaped,  and  there  was  drawing-in  of  the  lower  costal  cartilages. 
There  was  considerable  emphysema  of  the  lungs  and  some  old 
pleural  adhesions.  The  pericardium  was  universally  adherent  to 
the  heart,  the  aorta  was  dilated,  and  there  was  hypertrophy  of  the 
left  ventricle. 

There  was  no  glandular  or  other  enlargement  in  the  neck  or 
mediastinum. 

The  specimen  showed  the  epiglottis  of  the  infantile  type  being 
curved  backwards,  and  there  was  considerable  narrowing  of  the 
upper  laryngeal  aperture.  The  trachea  was  flattened  from  side 
to  side  throughout  its  entire  length,  the  lumen  of  the  tube  being 
considerably  narrowed. 

The  two  main  bronchi  presented  a  normal  contour. 

Mr.  W.  G.  Spencer  wished  Dr.  Turner  to  tell  them  about  the  thy- 
roid, as  the  trachea  was  scabbard-shaped.  He  asked  whether  there 
had  been  any  hypertrophic  change,  followed  by  atrophy,  which 
would  be  likely  to  produce  a  result  of  this  kind,  the  isthmus  acting 
like  a  strap  between  the  two  lobes. 

Dr.  Logan  Turner,  in  reply  to  Mr.  Spencer,  said  that  at  the 
time  of  the  post  mortem  examination  there  was  nothing  found  in  the 
neck  or  the  posterior  mediastinum  to  account  for  the  condition. 
There  were  no  enlarged  thyroid  or  lymphatic  glands. 
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Specimen  of  Malignant  Stricture  of  the  Upper  End  of  the  Eso- 
phagus. 

Shown  by  Dr.  Logan  Turner.  The  patient  was  a  woman  aet. 
58,  with  a  history  of  pain  and  difficulty  in  swallowing  for  six 
months  before  death.  She  refused  any  palliative  operation,  and 
died  after  rapid  emaciation.  The  case  had  additional  interest  from 
the  fact  that  it  was  one  of  three  cases  of  malignant  disease  of  the 
oesophagus  occurring  in  women  and  seen  within  a  comparatively 
short  period  of  time. 

The  specimen  showed  a  stricture  measuring  one  inch  vertically, 
and  with  a  diameter  of  2 — 3  mm.,  lying  behind  the  cricoid  cartilage 
and  upper  two  rings  of  the  trachea.  There  was  a  chain  of  enlarged 
glands  on  the  right  side.  The  right  recurrent  laryngeal  nerve  was 
involved  in  the  tumor  mass.  The  microscope  showed  \he  tumor  to 
be  a  squamous-celled  carcinoma. 

Case  of  Advanced  and  Inoperable  Epithelioma  of  Epiglottis 
with  Secondary  Infection  of  Cervical  Qlands.  Exhibited 
to  illustrate  Relief  obtained  by  Removal  by  "Morcellement*^ 
of  Primary  Growth  through  the  Mouth. 

Shown  by  Dr.  Herbert  Tilley.  The  patient  was  a  man  ajt. 
52.  He  sought  relief  for  fits  of  suffocation  at  night,  which  had  be- 
come frequent  and  distressing.  In  addition  he  could  only  swallow 
small  quantities  of  liquid  food,  and  even  these  often  caused  violent 
fits  of  coughing,  not  uncommonly  ending  in  regurgitation  of  the 
food.  His  breath  was  very  foul,  and  he  was  losing  weight  rapidly. 
Examination  revealed  a  fungating,  sloughy  mass,  the  size  of  a 
small  hen's  egg,  occupying  the  lower  half  of  the  pharynx. 

The  patient  was  seen  in  consultation  with  Mr.  Symonds,  who 
agreed  that  a  radical  operation  was  inadvisable,  and  advised  re- 
moval of  the  primary  growth  through  the  mouth  in  order  to  re- 
lieve symptoms. 

This  had  been  carried  out  in  the  course  of  several  sittings  by 
means  of  Krause's  and  Watson  Williams'  cutting  forceps. 

The  relief  to  symptoms  had  been  extraordinary.  The  patient's 
breathing  was  perfectly  easy,  and  he  could  eat  any  food  without 
the  slightest  difficulty. 

His  weight  had  increased  since  September  (when  the  treat- 
ment was  undertaken)  by  1J/2  stones. 

The  President  said  that  undoubtedly  this  man  had  greatly  im- 
proved as  regards  swallowing  by  removal  of  a  portion  of  the  epi- 
glottis. 
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Dr.  Furniss  Potter  fully  endorsed  what  Dr.  Tilley  had  said  as 
to  the  desirability  of  ''doing  something"  in  inoperable  cases  of 
malignant  disease  of  the  larynx  where  the  epiglottis  was  involved 
and  there  was  distressing  dysphagia.  He  had  had  a  similar  case 
under  his  care  last  May,  and  he  had  removed  about  five-sixths 
of  the  epigolttis  with  very  marked  relief  indeed;  before  this  the 
patient  had  suffered  greatly  from  dysphagia,  could  only  take  li- 
quids, and  any  attempt  at  swallowing  gave  great  pain.  The  opera- 
tion was  performed  with  the  galvano-cautery  snare,  and  three  or  four 
days  afterwards  the  man  w^as  able  to  eat  quite  comfortably  a  meal  of 
beef,  potatoes,  bread,  etc.  He  would  like  to  ask  Dr.  Tilley  why  he 
preferred  to  punch  out  the  epiglottis  (which  necessitated  a  number 
of  sittings)  in  preference  to  using  a  snare  and  completing  the  re- 
moval by  one  operation.  In  the  case  he  referred  to  he  had  removed 
the  epiglottis  quite  easily  at  one  sitting. 

In  answer  to  Dr.  Potter,  Dr.  Tilley  stated  that  it  was  impossible 
to  remove  the  whole  growth  at  once  by  a  snare,  because  it  was  not 
sufficiently  pedunculated. 

Case  of  Laryngeal  Growth  in  a  Man  aet.  50. 

Shown  by  Dr.  Wyatt  Wingrave.  This  patient,  a  dock  laborer 
aet.  50,  was  exhibited  in  April  last,  when  there  was  some  hesitation 
in  expressing  definite  opinions  as  to  the  nature  of  the  lesion.  At 
that  time  he  was  somewhat  hoarse,  and  had  suffered  slight  dyspnoea 
on  exertion.  There  were  three  myxoedematous-looking  swellings 
overhanging  the  right  half  of  the  glottis,  together  with  some  slight 
cfidema  of  the  uvula. 

During  the  interval  his  symptoms  had  greatly  improved,  but  the 
growths  had  distinctly  increased  in  size.  He  had  been  treated 
with  Pot.  lodid.,  as  he  gave  a  dubious  specific  history. 

He  had  no  dyspnoea,  no  swallowing  difficulty,  and  a  good  voice 
and  no  loss  of  flesh.  The  tendency  to  oedema  had  prohibited  the 
removal  of  portions  for  examinations. 

Case   of    Paralysis   of   the   Abductors   of  the  Vocal  Cords  in  a 
a  Youth  (shown  at  Last  Meeting). 

Shown  by  Dr.  Dundas  Grant.  The  patient's  palate  was  still  in 
a  highly  paretic  condition,  but  somewhat  less  than  before,  and  in 
the  larynx  there  could  be  now  distinctly  seen,  during  inspiration, 
a  linear  extension  forwards  and  backwards  of  the  elliptical  slit, 
which  alone  was  present  between  the  vocal  cords  on  the  last  in- 
spection. This  seemed  to  indicate  a  slight  increase  in  the  action  of 
the  abductors. 
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The  exhibitor  thought  it  unHkely  that  this  could'  be  accounted 
for  by  increasing  paralysis  of  the  internal  tensors,  although  he  was 
convinced  that  only  time  would  settle  this  question. 

The  patient  was  still  under  treatment  by  means  of  mercurial 
inunctions  and  iodide  of  potassium  internally. 

It  should  have  been  added  to  the  former  report  that  sensation 
on  both  sides  of  the  body  was  practically  normal,  both  for  touch 
and  for  temperature. 

Dr.  Grant  would  like  to  bring  this  case  before  the  Society  again. 

Mr.  W.  G.  Spencer  thought  this  case  made  an  interesting  com- 
parison with  others  of  a  similar  character  that  had  boen  shown  to 
the  Society.  The  man's  heart-rate  was  very  quick,  being  120 — 130; 
he  had  doubted  whether  it  was  in  excess  of  its  normal  rate,  for  this 
patient  did  not  seem  to  be  nervous  under  examination.  He  sug- 
gested that  the  lesion  in  this  instance  was  bilateral  and  in  the  fourth 
ventricle  somewhere  underneath  the  inferior  fovea  on  each  side.  He 
thought  it  was  a  local  lesion,  and  it  might  be  syphilitic;  but  it  was 
also  quite  as  possible  that  it  was  an  obscure  lesion  of  progressive 
muscular  atrophy.  It  corresponded  to  other  cases  of  this  disease 
shown  to  the  Society.  There  was  no  paralysis  of  the  sterno-mas- 
toid  and  trapezius  belonging  to  the  spinal  accessory  proper  coming 
from  the  spinal  cord,  and  there  was,  in  addition,  no  indication  of 
any  involvement  of  the  hypoglossal  with  the  nerves  which  are  usually 
involved  about  the  base  of  the  skull  in  syphilitic  inflammation  round 
the  foramina,  nor  was  there  any  sign  of  carious  disease  in  the  oc- 
cipitals.  He  had  not  stripped  the  man,  but  the  patient  had  evidently 
a  weakness  of  the  left  arm,  caused  by  the  involvement  of  the  ser- 
ratus  magnus,  and  so  possibly  this  was  a  case  of  progressive  mus- 
cular atrophy. 

Case  of  Comparative  Hemianesthesia  in  a  Young  Female,  with 
Subjective  Nasal  Obstruction  on  the  Affected  Side. 

Shown  by  Dr.  Dundas  Grant.  The  patient,  a  female,  unmar- 
ried, set.  30,  was  first  seen  a  few  days  ago  on  account  of  pain  and 
noises  in  the  right  ear,  attributable  to  chronic  suppurative  otitis. 
She  complained  further  of  the  air  not  passing  through  her  right 
nostril.  On  examination  no  obstruction  sufficient  to  occasion  this 
symptom  was  present,  but  the  mucous  membrane  was  found  to  be 
in  a  comparatively  anesthetic  condition.  There  was  found  to  be 
diminished  pharyngeal  reflex,  increase  of  knee-jerks,  comparative 
hemi-anesthesia  on  the  right  side,  and  erroneous  localization  of 
spots  touched,  too  low  on  the  arm,  too  high  on  the  leg.    Under  these 
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circumstances  he  looked  upon  the  alleged  nasal  obstruction  as  be- 
ing purely  subjective,  explainable  by  the  patient  (owing  to  the  anes- 
thesia of  the  mucous  membrane)  not  feeling  the  passage  of  air 
through  the  nostril,  consequently  not  believing  that  it  did  pass. 
The  foundation  was  probably  hysterical. 

Dr.  Fitz Gerald  Powell  said  that  frequently  there  was  some 
nervous  trouble  in  these  cases,  and  probably  it  existed  in  this  woman. 
This  subjective  obstruction  might  be  due  to  a  choreic  or  spas- 
modic condition  of  the  soft  palate.  Probably  the  opening  was  not 
sufficiently  large  to  allow  the  patient  to  breathe  properly,  the  palate 
being  drawn  up  against  the  pharynx.  When  the  patient  exerted  her 
will  she  could  breathe  easily  through  the  nose. 

The  President  did  not  have  an  opportunity  of  seeing  the  nasal 
cavity,  but  he  would  like  to  ask  Dr.  Grant  on  what  grounds  he 
based  the  diagnosis  of  subjective  nasal  obstruction  in  this  case. 

Dr.  Pegler  said  this  was  a  case  in  which  he  should  have  hesi- 
tated to  apply  the  term  subjective  nasal  obstruction,  as  on  the  right 
side  there  was  slight  inspiratory  insufficiency  due  to  displacement 
of  the  lower  lateral  cartilage  and  a  narrow  lumen. 

Dr.  Scanes  Spicer  thought  that  in  this  case  the  rima  was  ob- 
structed by  the  inferior  turbinals. 

Dr.  Dundas  Grant  said  he  had  stated  that  there  was  really  no 
obstruction  at  all.  The  only  obstruction  was  that  which  existed  in 
the  patient's  own  mind,  and  the  term  "subjective  obstruction"  was 
most  legitimately  applied  to  such  a  case.  Obstruction  produced  by 
contraction  of  the  palate  was  not  "subjective,"  but  "objective;"  it 
might  be  simply  due  to  spasmodic  action  of  the  muscle,  but  then 
it  became  objective  obstruction,  and  the  word  "subjective"  was  not 
applicable.  He  had  first  found  out  the  subjective  obstruction  when 
asking  the  patient  if  she  could  breathe  freely  through  the  nose ;  she 
answered  that  she  could  not  breathe  with  the  right  nostril,  whereas 
in  reality  she  was  doing  so  at  the  time. 

Case  of  Increasing  Dysphagia  of  Six  Months'  Duration  in  a 
Middle-aged  Man  (for  Diagnosis);  probably  Pharyngeal 
Epithelioma. 

Shown  by  Dr.  Dundas  Grant.  The  patient,  set.  35,  was  first 
seen  on  November  20th,  1902,  on  account  of  difficulty  in  swallow- 
ing, which  had  come  on  gradually  during  the  last  six  months.  He 
stated  that  when  endeavoring  to  swallow  potato  or  meat  he  could 
hardly  get  it  down  at  all,  and  when  lying  down  in  bed  the  saliva 
did  not  go  down  the  throat.  There  was  no  pain.  He  had  a  thick- 
ness of  the  voice  like  that  of  a  person  with  very  large  tonsils.    On 
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examination  there  was  seen  a  projection  from  the  wall  of  the 
pharynx,  which  concealed  the  posterior  part  of  the  ary-epiglottic 
folds  with  the  cartilages  of  Santorini.  The  growth  was  so  far  down 
that  it  was  impossible  to  reach  it  with  the  finger;  it  was  seen  to  be 
bathed  with  a  fluid  which  was  probably  saliva.  There  was  no  ten- 
dency to  consumption  in  the  family.  There  was  just  a  little  doubt 
with  regard  to  the  gland  behind  the  left  angle  of  the  jaw,  but 
practically  at  the  present  time  there  were  no  enlarged  glands.  As 
regards  the  question  as  to  whether,  by  any  possibility,  it  was  a  ter- 
tiary specific  affection,  there  was  no  history  to  bear  that  out,  biit  it 
was  decided  to  try  him  with  iodide  of  potassium,  and  since  taking 
it  in  lo-gr.  doses  thrice  daily  for  a  week,  he  expressed  himself  con- 
scious of  some  relief;  there  was,  however,  no  change  in  the  ob- 
jective appearance. 

Dr.  Donelan  said  there  was  some  obstruction  of  the  oesophagus, 
the  dysphagia  was  progressive,  and  there  was  now  frequent  re- 
gurgitation, even  of  fluids.  He  thought  it  a  case  of  oesophageal 
stricture,  probably  malignant.  There  was  some  enlargement  low 
down  on  the  right  side  of  the  neck. 

Dr.  Dundas  Grant  said  that  in  this  case  there  as  a  projection 
on  the  posterior  wall  of  the  pharynx  just  above  the  level  of  the 
posterior  margin  of  the  larynx,  which  overhung  the  cartilages  of 
Santorini.  He  took  it  to  be  the  upper  margin  of  either  aii  epithel- 
iomatous  or  a  gummatous  ulcer.  It  was  situated  in  the  lowest  part 
of  the  pharynx,  not  in  the  oesophagus. 
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Chronic  Inflammation  of  the  Pharyngeal  Tonsil  without  Interfer- 
ence with  Nasal  Breathing — WiM.   R.   Murray,  Minneapolis 

— Northwestern  Lancet.     Sept.  i,  1902. 
Typical  cases  of  adenoids  producing  mouth  breathing  are  fairly 
well  recognized,  but  Murray  calls  attention  to  the  class  of  cases  in 
which  there  is  chronic  inflammation  with  little  or  no  hypertrophy, 
and  offers  the  following  conclusions: 

1.  That  a  chronic  inflammation  of  the  pharyngeal  tonsil  may 
exist  without  any  obstruction  to  nasal  respiration. 

2.  That  many  cases  of  post-nasal  catarrh  are  due  to  the  pres- 
ence of  a  chronically  inflamed  pharyngeal  tonsil. 

3.  That  some  cases  of  acute  and  chronic  otitis  media  have  their 
origin  in  an  Eustachian  salpingitis,  which  was  due  to  a  low  grade 
of  inflammation  of  the  pharyngeal  tonsil. 

4.  That  in  the  treatment  of  some  cases  of  chronic  otitis  media, 
the  source  of  the  trouble  may  be  overlooked  and  that  no  perma- 
nent improvement  will  follow  until  the  underlying  cause  be  removed. 

5.  That  if  the  presence  of  a  chronically  inflamed  pharyngeal  ton- 
sil were  more  generally  recognized  and  thoroughly  removed,  there 
would  be  fewer  cases  of  chronic  otitis  media.  Andrews. 
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The  Subcutaneous  Injection  of  Paraffin  for  the  Correction  of 
Deformities,  with  Report  of  Cases — Junius  F.  Lynch,  M.  D. 
Norfolk,  Va. —  Virginia  Medical  Semi- Monthly.  November, 
1902. 

The  author  records  his  experience  with  this  subcutaneous  injec- 
tion of  paraffine  for  the  correction  of  ''saddle  nose,"  and  illustrates 
four  cases  "before-"  and  "after,"  in  which  there  were  satisfactory 
results.  He  employed  soft  paraffin,  or  white  vaseline,  and  not  the 
hard  substance  from  which  candles  are  made.  It  should  have  a 
melting  point  above  99°  and  below  104°  R,  for  if  it  is  too  soft  it  will 
be  taken  up  by  the  lymphatics  and  if  too  hard  necrosis  will  result. 
The  preparation  used  has  a  melting  point  of  102°  F.,  and  is  pre- 
pared by  Mr.  W.  B.  Martin,  of  Norfolk.  The  technique  is  simple 
The  field  of  operation  is  prepared  as  for  any  other  surgical  pro- 
cedure, and  the  instrument  and  paraffin  sterilized.  The  paraffin 
injection  is  preceded  by  that  of  a  few  drops  of  a  four  per  cent,  so- 
lution of  cocain  fof  painlessness.  The  melted  paraffin  is  then  drawn 
into  the  syringe  and  allowed  to  cool  until  it  emerges  from  the  needle 
a  worm-like  mass;  the  needle  is  then  inserted  above  the  site  of  the 
depression  and  the  injection  is  made,  the  nose  at  the  same  time  being 
molded  to  the  shape  desired.  After  the  removal  of  the  needle  an 
antiseptic  collodion  dressing  over  the  puncture  is  all  that  is  needed. 
The  reaction  is  very  slight  and  usually  confined  to  a  feeling  of  full- 
ness and  tension  and  tenderness  of  the  nose  lasting  for  a  day  or  two. 
No  unsightly  bandages  are  necessary,  no  time  is  lost  from  business 
and  all  of  the  author's  cases  left  the  operating  room  to  go  to  work. 
After  a  time  the  paraffine  becomes  encapsulated  and  of  cartilaginous 
consistence.  As  a  rule  only  one  injection  is  necessary,  and  there  is 
no  danger.  F.  C.  E. 

Bony   Cysts   of   the   Middle  Turbinate  Body — George  E.  Sham 
BAUGH,  M.  D. — Annals  of  Surgery.     July,    1902. 

The  author  gives  interesting  histories  of  three  cases  of  bony 
cysts  of  the  concho  bullosa  and  advances  the  theory  that  the  concha 
bullosa  should  be  looked  upon  not  as  an  inflammatory  product,  but 
as  an  anatomical  variation,  the  result  of  a  developmental  anomaly. 

E.  D.  Lederman. 
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Nasal     Suppuration. — Adolph    Bronner,     Bradford. — Quarterly 
Medical  Jour  7ial. 

The  writer  in  discussing  nasal  suppuration  draws  attention  to  the 
following  points : 

1.  That  nasal  suppuration  is  extremely  uncommon  and  is  often 
followed  by  dangerous  complications.  *" 

2.  That  it  is  generally  due  to  localized  disease  of  bone,  or  af- 
fection of  one  or  more  of  the  nasal  accessory  cavities. 

3.  That  in  cases  of  nasal  suppuration  in  children  we  should 
always  carefully  examine  the  discharge  for  diphtheria  bacilli. 

4.  That  cases  of  syphilitic  rhinitis  are  often  fatal  if  not  treated 
locally. 

5.  That  in  most  cases  of  nasal  polypi  there  is  local  disease  of 
bone,  or  of  one  or  more  of  the  accessory  cavities,  especially  the  eth- 
moidal cells. 

6.  That  in  these  cases  we  must  energetically  scrape  the  middle 
turbinal  bone  and  the  ethmoidal  cells. 

7.  That  the  local  application  of  cocain  and  suprarenal  extract  is 
of  great  use  in  the  treatment  of  all  nasal  diseases,  as  it  enables  you 
to  examine  the  parts  more  carefully  and  accurately,  and  by  pre- 
venting hemorrhage,  renders  all  operations  more  easy  and  less  te- 
dious. Herbert  Tilley. 

Chancre  of  the  Tonsil — William  Cheatham — The  American  Prad. 
and  News.     August  i,  1902. 

The  author  claims  to  have  seen  seven  cases  of  the  disease  within 
eighteen  months  and  considers  it  much  commoner  than  the  generality 
of  the  profession,  from  text  book  reading,  are  led  to  suspect  His- 
tory of  exposure  is  difficult  to  obtain  sometimes,  but  a  persistent  sore 
throat  accompanying  enlarged  glands  at  angle  of  jaw,  and  coursing 
the  sterno-cleido  mastoid  muscle,  these  glands  being  indolent,  mov- 
able, without  peri-adenitis,  not  tending  to  suppurate,  with  or  with- 
out a  history  of  infection  or  the  probability  thereof,  with  a  tonsillar 
lesion,  with  or  without  a  skin  eruption,  should  be  regarded  with  sus- 
picion. It  is  most  probably  a  tonsillar  chancre.  The  characteristics 
of  the  tonsillar  chancre  itself  are  not  well  defined.  The  indurated 
base  is  frequently  not  prominent,  there  is  little  or  no  loss  of  tissue, 
while  the  sore  may  be  covered  with  mucus.  The  author  has  never 
seen  such  a  chancre  that  has  not  existed  for  weeks.  F.  C.  E. 
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A  Case  of  sudden  Collapse  accompanied  with  suspension  of  Res- 
pi  ration  and  Cyanosis  consequent  to  Adenotomy;  Tracheo= 
tomy.     Recovery — Holger  Mygind — Hospitalstidende.    Nov. 

i8,  igo2. 
Mygind  has  twice  seen  serious  disturbance  of  respiration  (laryn- 
•gospasm  with  stridulous  inspiration  and  strong  cyanosis  of  the  lips) 
arise  from  adenotomi  without  use  of  chlorofomi.  Both  cases  were 
children  under  two  years,  having  s}Tiiptoms  of  rachitis.  The  third 
case  was  in  a  boy  of  two  years,  also  with  rachitic  deformities.  The 
title  indicates  the  condition  of  this  patient.  The  child's  mother  later 
declared  that  the  child  was  subject  to  fits  of  suspension  of  respiration 
with  cyanosis.  On  two  occasions  he  had  such  attacks  in  the  pres- 
ence of  the  family  doctor,  and  artificial  respiration  had  to  be 'em- 
ployed. G.  KlAER. 

Adenoid  Vegetations  in  the  Naso=Parynx  as  a  cause  of  Enuresis 

— JoH.  Fischer — Ugeskrist  per  Luger.     N.  38,  39,  1902. 

During  1894  and  1898  Granbech  published  427  cases  of  adenoid 
vegetations,  fourteen  of  which  were  accompanied  by  enuresis. 
Fischer  found  a  like  per  cent  in  his  716  cases,  400  of  which  were 
taken  from  Alygind's  private  clinic,  and  the  rest,  316,  from  the 
Communi  Hospital's  clinic,  which  is  visited  by  the  impecunious  only. 
The  difference  in  frequency  of  enuresis  among  the  two  groups  is  pro- 
nounced In  the  400  cases  from  the  opulent  class,  enuresis  was 
found  only  in  31  cases,  or  8  per  cent.,  whereas  it  was  found  in  75 
cases,  or  24  per  cent,  of  the  316  cases  from  the  hospital  clinic.  Of 
the  31  private  patients,  5  were  lost  to  later  observation,  while  among 
the  visiting  26,  20  w^ere  suffering  from  enuresis  nocturna,  3  had 
enuresis  diurna,  and  3  had  enuresis  nocturna  et  diurna.  The  age 
of  the  children  was  from  2  to  11  years.  Fifty-four  per  cent,  were 
cured,  31  per  cent,  improved  and  15  per  cent,  no  result  was  ob- 
served. Of  the  75,  30  were  lost  sight  of.  Of  the  visiting  45,  40 
were  suffering  from  enuresis  nocturna,  i  from  enuresis  diurna  and  4 
from  enuresis  nocturna  diurna.  The  ages  were  from  3  to  15 
years.  Sixty-two  per  cent,  were  cured,  35  per  cent,  better,  and  only 
one  continued  improved.  G.  Kiaer. 

Ozena — John  Mackte,  L.  R.  C.  P.  Ed.,  Nottingham — Quarterly 
Medical  Jou  rnal. 
The  writer's  experience  leads  him  to  believe  that  ozena  is  asso- 
ciated with  sinus  or  other  intranasal  suppuration  and  hence  receives 
the  suggestion  first  promulgated  by  Michel  and  more  recently  up- 
held by  Gruenwald. 
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He  gives  a  list  of  twenty  cases  of  ozena,  most  of  which  were 
cured  or  greatly  relieved  by  operative  treatment  on  the  ethmoidal  or 
sphenoidal  cavities. 

The  writer  thinks  that  sinus  suppuration  is  much  more  common 
in  children  than  is  usually  supposed  and  bases  his  conclusions  on 
the  following  arguments : 

1.  When  patients  are  intelligent  or  relatives  observant  in  cases  of 
ozena  there  is  invariably  a  history  of  purulent  discharge  from  the 
nose  or  nasopharynx  in  early  life. 

2.  This  discharge,  free  at  first,  lessens  in  amount,  but  never  quite 
disappears  till  it  merges  into  ozena,  forming  crusts  and  becoming 
offensive. 

3.  Pus  is  always  present  in  ozena  and  enters  into  the  formation 
of  crusts. 

4.  The  establishment  of  free  drainage  and  the  cure  of  purulent 
discharge  has  proved  more  successful  in  treatment  than  any  other 
methods. 

The  writer  answers  the  argument  that  long  standing  cases  of 
sinus  suppuration  often  do  not  produce  ozena  by  the  reply  that 
it  is  the  lessening  of  the  discharge  combined  with  difficulties  of 
drainage  which  cause  fermentation  and  the  special  features  of 
ozena.  He  suggests  that  the  marked  atrophy  of  the  inferior  tur- 
binal  and  lower  parts  of  the  nose  are  due  to  the  effect  of  the  de- 
scending discharges. 

The  posterior  ethmoidal  cells  and  the  sphenoidal  sinus  are  more 
frequently  at  fault. 

In  treatment  he  suggests  that  the  dense  mass  of  bone  so  fre- 
quently found  in  the  middle  meatus  should  be  removed  under  gen- 
eral anesthesia  and  that  a  free  passage  to  the  anterior  wall  of  the 
sphenoid  should  be  established.  In  completing  the  cure  of  cases 
where  free  drainage  has  been  established  the  use  of  the  X  rays  is 
highly  spoken  of,  not  only  in  lessening  the  discharge,  but  inducing 
a  rapid  return  of  the  parts  to  their  normal  condition. 

Herbert  Tilley. 

A   New  Treatment  for  Deafness  from  Chronic  Catarrh  of  the 
Middle  Ear,     A  Preliminary  Report— W.  H.  Bates,  N.  Y.— 
N.  T.  Med.  Journal.      May  3,  1902. 
The  patients  improved  by  this  treatment  had  symptoms  of  an  ob- 
struction to  the  sound  conducting  part  of  the  ear.     All  heard  the 
tuning  forks  best  by  bone  conduction.    All  other  treatment  was  given 
before  the  operative  method  was  carried  out.    The  object  of  the  op- 
eration is  to  obtain  room  for  treating  the  region  of  the  oval  window. 
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and  not  to  improve  the  hearing  immediately.  The  patient  received 
no  special  preparation.  An  incision  is  made  over  the  mastoid,  close 
to  the  insertion  of  the  auricle.  With  a  chisel  the  superior  and  pos- 
terior wall  of  the  external  auditor}^  canal  were  removed  until  the  an- 
trum is  reached,  and  the  next  steps  are  identical  with  the  Stacke  oper- 
ation. The  membrane  and  ossicles  and  overhanging  bone  were  re- 
moved. The  cavity  was  dusted  with  iodoform  powder,  and  the  skin 
wound  was  closed  with  sutures  and  covered  with  collodion  iodoform 
and  cotton  dressing.  A  small  pledget  of  cotton  was  placed  in  the  ex- 
ternal canal  and  the  ear  covered  with  a  large  wad  of  cotton  and  band- 
aged. The  next  day  the  bandage  was  removed  and  not  used  again. 
Most  of  the  patients  were  able  to  go  out  doors  the  day  after  the  oper- 
ation. To  prevent  infection  of  the  middle  ear  the  patient  used  twice 
daily  in  the  external  auditory  canal  a  solution  of  bichloride  of  mer- 
cury, I  to  3,000,  and  this  was  continued  during  the  after  treatment. 
The  object  of  the  after  treatment  was  the  removal  and  prevention  of 
recurrence  of  connective  tissue  from  the  inner  wall  of  the  tympanum. 
This  is  a  tedious  process  and  may  have  to  be  kept  up  for  months. 
The  best  instruments  for  this  purpose  are  the  Graefe  knife.  Sexton's 
trowel-shaped  knife  and  Wilde's  ear  forceps,  mouth-toothed.  A 
number  of  cases  showing  good  results  are  reported. 

M.  D.  Lederman. 

A  Case  of  Respiratory  Tinnitus — P.   D.   Kerrison,  N.   Y. — Med. 
Record.     April  19,  1902. 

A  male,  aged  46  years,  complained  of  a  low  blowing,  distressing 
noises  in  left  ear  whenever  he  breathed.  The  noises  were  not  con- 
tinuous. Both  inspiration  and  expiration  produced  the  symptom. 
By  closing  the  mouth  and  nostrils  and  attempting  to  inflate  his 
lungs  the  patient  drew  in  the  air  from  the  ears  (reversed  Valsalva). 
He  was  able  to  stop  the  noises,  but  they  would  always  return  as 
soon  as  the  act  of  swallowing  took  place. 

The  left  ear  on  examination  was  perfectly  healthy  in  appearance. 
Both  Eustachian  tubes  were  patent.  There  was  some  nasal  disease 
and  elongated  uvula. 

The  treatment  consisted  in  passing  a  bougie  of  No.  5  piano  wire, 
wrapped  with  cotton  and  dipped  in  an  alcoholic  solution  of  bichlo- 
ride, I  in  4,000,  and  thi$  was  passed  through  the  catheter,  being 
carried  to  the  isthmus  of  the  tube.  After  a  few  moments  the  bougie 
was  withdrawn  and  a  cotton  applicator,  bent  to  a  somewhat  greater 
curve  than  the  catheter,  wrapped  with  cotton  and  dipped  in  the  same 
solution,  was  introduced  catheter  fashion  into  the  pharyngeal  orifice 
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of  the  tube.  This  was  kept  in  position  for  half  a  minute.  On  its 
withdrawal  the  noises  had  entirely  disappeared.  This  relief  lasted 
for  two  hours.  After  the  second  treatment  the  noises  stayed  away 
for  two  days. 

The  author  is  inclined  to  believe  that  as  a  result  of  a  mild  con- 
gestion or  inflammatory  process  affecting  the  naso-pharynx  and  later 
the  cartilaginous  portion  of  the  tube,  the  walls  of  the  latter  were  left 
rigid  and  were  prevented  from  assuming  their  normal  opposition. 

M.  D.  Lederman. 

The  Effects  of  Drugs  on  the  Ear— S.  S.  Bishop— 7"-^^  Bacillus. 
June,  igo2. 

The  author  names  in  particular  such  drugs  as  quinine,  salicylic 
acid  and  its  compounds;  sodium  salicylate  and  salol,  morphine  and 
chloroform,  as  provoking  a  baneful  influence  upon  the  sense  of 
hearing.  The  pathology  of  this  condition  is  that  of  hyperemia 
and  a  subsequent  transudation  and  hemorrhagic  effusion;  its  site 
is  the  labyrinth  and  middle  ear. 

Tobacco  is  mentioned,  not  as  a  common  cause  of  ear  disturbance, 
but  only  as  an  exciting  factor  in  a  few  cases,  as  in  over-indulgence  or 
marked  susceptibility  to  it,  or  in  the  use  of  certain  grades  of  tobacco 
containing  large  quantities  of  nicotine.  Stein. 

The  Local  Application   of   Heroin    in    Rhino   Laryngology — Dr. 

LiGOWSKY — New  Albany  Medical  Herald.      September,  1902. 

Experiments  show  that  the  employment  of  Heroin  locally  on  the 
mucous  membrane  of  the  nose,  pharynx  and  larynx  has  an  analgesic 
effect.  A  5  per  cent,  solution  was  used  and  a  marked  reduction  in 
the  sensibility  of  the  parts  was  observed. 

The  amount  employed  was  equivalent  to  about  ^/i2  to  ^/^o  grain. 

Intralaryngeal  injections  act  in  the  same  way  as  its  internal  ad- 
ministration, the  drug  being  rapidly  absorbed  at  the  point  of  its  local 
application.  It  acts  as  well  on  the  infiltrated  mucous  membrane  as  it 
does  when  normal.  Stein. 

Furonculosis  of  the  Auditory  Canal  Following  an  Acute  Otic 
Media  Simulating  Mastoiditis — M.  .Vues — Revue  Heb.  de 
Laryng.  D'  OtoL  et  de  Rhinologie.     August  23,  1902. 

A  young  man  of  18  years,  suffering  from  an  acute  otitis  media, 
accompanied  with  abundant  discharge  and  pain  radiating  the  right 
side  of  the  head,  developed  a  swelling  over  the  mastoid  which  was 
painful  on  pressure.     The  posterior  superior  wall  of  the  canal  was 
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swollen  and  concealed  the  drum  The  author  prescribed  hot  appli- 
cations but  warned  the  patient  of  the  possibility  of  surgical  inter- 
vention. On  the -third  examination  the  author  observed  a  small  area 
in  the  auditory  canal  which  was  especially  painful.  A  slight  incis- 
ion gave  vent  to  several  drops  of  pus  Under  the  influence  of  moist 
applications  the  pain  disappeared  and  soon  also  the  swelling,  the 
hearing  becoming  normal.  At  the  end  of  the  sixth  day  the  cure 
was  complete.  W.  Scheppegrell. 

A  Bullet  in  the  Ear.     Radiography — Baratoux — Revue  Heb.  de 
Laryng.  D' Otol.  et  de  Rhinologie.     August  9,  1902. 

A  yoiing  man  of  20  years  was  struck  in  the  left  ear  with  a  bullet 
from  a  revolver.  He  lost  consciousness  immediately.  On  recovery 
there  was  tinnitus,  w^hich  lasted  until  the  following  day;  there  was 
but  little  hemorrhage.  By  means  of  radiography  the  bullet  could  be 
seen,  but  it  appeared  to  be  located  in  the  skull.  The  ear  commenced 
to  discharge  freely,  and  the  patient  complained  of  severe  headache. 

An  otoscopic  examination  showed  the  auditory  canal  to  be  filled 
with  vegetations,  and  an  immediate  intervention  was  thought  neces- 
sary. The  membranous  canal  was  laid  free  and  the  attic  opened  up, 
which  enabled  the  bullet  to  be  removed.  The  posterior  part  of  the 
tympanum  was  iniact  but  the  drum  and  ossicles  had  been  destroyed. 
The  wound  was  kept  open  for  eight  days  and  was  followed  by  a 
rapid  recovery. 

In  this  case  radiography  enabled  the  bullet  to  be  seen,  but  it  gave 
rise  to  an  erroneous  impression  as  to  its  real  position. 

The  error  in  this  instance  was  due  to  the  operator  and  not  to 
radiography.  In  such  cases  two  observations,  examinations  and 
preferably  radiographs  should  be  made;  one  parallel  with  the  audi- 
tory canal  and  the  other  at  right  angles.  The  intersection  of  the  two 
cones  of  shadows  due  to  the  absorption  of  the  rays  by  the  metallic 
body  would  have  given  its  exact  location. 

W.  Scheppegrell. 

Hemorrhage   after  Tonsillotomy — H.  A.  Leipziger,   Burlington, 
Iowa — Med.  Fortnightly.     Sept.  10,  1902. 

The  author  has  been  led  to  believe,  from  perusal  of  literature  and 
his  own  experience,  that  ''tonsilotomy  is  more  dangerous  to  the  sur- 
geon than  to  the  patient." 

He  quotes  Paget  as  advising:  "Never  decide  upon  an  operation, 
even  of  a  trivial  kind,  without  first  examining  the  patient  with  at 
least  as  much  care  as  vou  would  for  life  insurance."    He  has  looked 
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through  the  Am.  J.  Med.  Sc.  from  1827  to  1902  and  can  find  no 
death  recorded  (from  tonsilotomy),  although  several  authors  state 
that  deaths  have  been  reported,  but  do  not  say  where  or  by  whom. 

Fuller  quotes  Sajous  as  stating  that  profuse  hemorrhage  occurs 
about  once  in  500  cases,  while  an  alarming  flow  does  not  occur  once 
in  1,000  times,  and  accepts  this  proportion  from  the  record  of 
Cohen,  Mackenzie  and  his  own  experience. 

Leipziger  made  use  of  a  remdy  which  seemed  to  him  as  effective 
and  worthy  of  trial  as  any  other,  in  view  of  the  apparent  helpless- 
ness frequently  occasioned  by  tonsilar  hemorrhage  when  of  the  ooz- 
ing variety.  In  a  patient  aged  25,  operated  upon  by  him  twelve  years 
previously,  the  tonsils  had  again  enlarged.  A  tonsillotome  \<^as  used 
in  the  recent  operation  and  the  usual  hemorrhage  persisted  on  the 
right  side  in  the  form  of  oozing.  Pressure  with  alum  solution,  cold 
and  heat,  styptics,  pressure,  adrenalin,  all  failed  to  permanently  con- 
trol the  bleeding.  It  seemed  that  the  blood  would  clot  upon  and 
around  the  cut  surface  in  the  tonsilar  pocket,  but  when  the  clot  pro- 
truded it  would  start  an  irritation  which  made  the  patient  hawk 
and  spit  it  out,  followed  by  fresh  bleeding. 

After  seven  hours  of  bleeding  Leipziger  decided,  in  order  to  elimi- 
nate whatever  nervous  element  might  be  underlying  the  condition, 
to  give  a  hypodermic  of  morphia  and  administered  ^  gr.  with  Y50 
of  atropine.  In  twenty  minues  patient  was  asleep  and  slept  four 
hours,  awakening  bleeding  as  before,  but  feeling  much  better.  The 
hypodermic  was  repeated  and  patient  slept  six  hours.  Sleep  contin- 
ued uninterruptedly  until  2  p.  m.,  following  day.  There  was  no 
further  bleeding.  Leipsiger  comes  to  the  following  conclusions 
(most  important  only  here  given)  : 

I  find  in  the  journals  many  cases  of  alarming  hemorrhage,  bul 
could  not  find  reports  of  fatal  cases ;  some  were  secondary,  some  con- 
tinued off  and  on  as  long  as  nine  days. 

The  operation  should  never  be  done  at  the  surgeon's  oflice,  but 
either  at  the  home  of  the  patient  or  at  a  well  equipped  hospital. 

The  usual  compensation  for  the  operation  is  ridiculously  small 
compared  to  the  responsibility  assumed  by  the  surgeon,  and  the 
dangers  arising  from  hemorrhage. 

Cessation  of  parenchymatous  bleeding  is  effected  probably  by  syn- 
cope favoring,  coagulation,  or  through  vaso-motor  influence  brought 
on  by  unconsciousness.  If  the  latter  is  true,  removal  of  nervous  ex- 
citement by  hypodermics  of  morphine  may  prove  to  be  the  most 
desirable  agent  to  check  the  hemorrhage.  The  use  of  styptics  seems 
ineffectual;  their  application  is  often  injurious  from  the  gagging 
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and  irritation  produced,  which  in  turn  increase  the  bleeding  and  the 
nervous  excitement. 

Although  the  author  has  failed  to  find  any  authentic  reports  of 
fatal  hemorrhage  in  the  literature  at  his  disposal,  and  Bosworth 
says  that  he  knows  of  no  case  reported  in  sufficient  details  to  war- 
rant its  being  accepted  as  such,  these  conclusions  must  be  modified 
if  a  report  in  the  Wiener  Klinische  Wochenschrift  for  February  27, 
1902,  by  Damionos  is  correct.  This  writer  says  that  of  159  reported 
cases  of  serious  bleeding,  seven  were  fatal.  Three  of  the  fatal  cases 
were  after  operations  by  charlatans;  two  were  children  under  13 
years,  which  is  opposed  to  the  general  belief  that  severe  bleeding 
after  tonsillotomy  never  occurs  in  children.  Eaton. 

A  Contribution  to   the  Study  of  Peritonsillar   Abscess — D.   M. 

Barstow — Med.  Record.     April   ig,  1902. 

The  object  of  the  treatment  is  to  open  up  the  supratonsillar  recess 
so  widely  that  it  will  drain  itself  freely.  A  4  per  cent,  solution  of 
cocain  is  injected  into  the  body  of  the  tonsil  and  into  the  peritonsillar 
region,  through  several  points  in  the  anterior  pillar.  A  curved  incis- 
ion is  made  from  above  downwards,  dividing  the  plica  triangularis 
at  its  base  from  the  anterior  pillar.  Next,  the  entire  upper  part  of 
the  tonsil  is  removed  piecemeal  with  the  Myles'  punch  (tonsil),  to- 
gether with  a  part  or  the  whole  of  the  plica.  When  the  pillars  are 
exposed  there  is  always  soreness  and  at  times  hemorrhage.  This, 
at  times,  cannot  be  avoided.  The  operation  is  a  short  one,  usually 
consuming  about  fifteen  minutes.  Good  results  have  followed  this 
method.  M.  D.  Lederman. 

A  Case  of  Nearly  Fatal  Intra-Laryngeal  Hemorrhage  from  Papil- 
lomata  of  the  Larynx.— Bronnkr,  Adolph. — Lancet,  April 
26,  1902. 

Cases  of  dangerous  hemorrhage  from  laryngeal  papillomata  are 
extremely  rare.  The  notes  of  the  following  case  may  therefore 
be  of  some  interest. 

A  strong,  healthy  man,  aged  forty-eight  years,  was  seen  in  June, 
1896.  He  had  been  hoarse  off  and  on  for  nearly  two  years,  and 
was  getting  worse.  There  were  a  large  number  of  papillomata 
growing  from  the  vocal  cords  (edges  and  upper  surface)  and  the 
ventricular  bands.  These  were  removed  at  intervals  of  from  two 
to  three  months.  On  December  18,  1897,  the  patient  was  running 
to  catch  a  train  when  he  began  to  cough  and  to  feel  choky  and  had 
to  walk  slowly.     He  spat  up  small  quantities  of  bright  blood.     In 
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the  train  he  gradually  became  worse,  the  cough  was  more  violent, 
and  he  was  continually  spitting  up  small  lumps  of  blood,  and  he  felt 
as  if  he  were  going  to  suffocate.  When  he  arrived  at  Bradford, 
twenty  minutes  after  entering  the  train,  he  had  to  be  lifted  out  of 
the  carriage,  and  was  unconscious  for  from  fifteen  to  twenty  min- 
utes. During  this  time  he  was  violently  shaken  and  brandy  was 
poured  down  his  throat.  He  coughed  up  lumps  and  threads  of 
coagulated  blood  and  froth.  He  gradually  came  round,  and  was 
taken  to  a  private  hospital.  He  was  then  breathing  rapidly  and 
perspiring  freely,  and  was  coughing  up  frothy  mucus  and  small 
lumps  and  threads  of  coagulated  blood;  some  of  the  latter  were 
ramified  and  evidently  came  from  the  smaller  bronchi.  The  pulse 
was  125.  There  was  slight  dullness  of  the  base  of  the  left  lung  and 
numerous  rales  and  sonorous  rhonchi  were  heard  over  the  bases 
of  both  lungs.  ^  The  upper  parts  of  the  lungs  were  normal.  The 
symptoms  gradually  cleared  up  in  two  days.  There  were  not, 
and  never  had  been,  any  symptoms  of  tuberculosis  of  the  lungs. 
He  said  that  both  lungs  felt  heavy,  especially  the  left,  as  though 
a  large  piece  of  lead  were  pressing  on  them.  For  the  next  three 
or  four  weeks  the  patient  coughed  up  small  lumps  of  red  blood. 
He  says  that  for  some  months  before  the  attack  he  expectorated 
very  small  pieces  of  blood  now  and  then.  The  author  saw  him  in 
June,  1898,  and  could  see  distinctly  a  small  blood-clot  in  one  of  the 
papillomata  of  the  vocal  cords,,  and  there  was  local  hemorrhage 
after  the  removal  of  the  clot.  The  patient  used  a  formalin  spray 
for  some  months,  and  the  papillomata  then  practically  disappeared, 
and  there  has  been  no  recurrence  up  to  the  present  time. 

The  case  is  a  very  peculiar  one.  Of  course,  the  hemorrhage 
may  have  been  of  pulmonary  or  intratracheal  origin.  But  the 
facts  that  there  had  been  frequent  attacks  of  very  slight  hemorrhage 
without  very  violent  cough,  and  that  the  author  could  distinctly 
see  a  small  clot  on  the  papillomata  seem  to  prove  that  the  growths 
on  the  edge  of  the  vocal  cord  were  the  cause  of  the  hemorrhage. 
The  violent  exertion  and  excitement  in  catching  the  train  probablv 
brought  on  a  more  severe  hemorrhage  than  usual  and  also  induced 
a  violent  spasm  of  the  glottis  which,  combined  with  the  blood  enter- 
ing the  smaller  bronchi,  nearly  proved  fatal. 

St.  Clair  Thomson. 
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The  Topical  Application  of  Mucin  in  Certain  Affections  of  the 
Nose,  Throat  and  Ear — Stuart- Low,  W. — Lancet,  April  5, 
1902. 

The  bete  noire  of  nose,  throat  and  ear  practice  is  the  difficulty  of 
successfully  accomplishing  amelioration  of  aridity  of  the  mucous 
linings  of  these  organs,  and  the  fact  is  that  to  such  aridity  all  the 
other  intractable,  disagreeable,  and  distressful  symptoms  are  due — 
namely,  incrustation,  fetor,  ulceration,  hemorrhage,  and  pain.  The 
lessened  mucous  flow  by  causing  desiccation  causes  also  the  loss  of 
the  essential  and  special  nasal  functions  of  smell  and  the  filtration 
and  warming  of  the  inspired  air.  It  is  claimed  for  mucin  that  it 
does  more  than  anything  that  has  yet  been  tried  to  relieve  the 
discomfort  in  mild  cases  and  to  mitigate  the  distress  and  suffering 
in  the  more  severe.  It  is  a  natural  remedy  which  restores  the 
moisture  and  maintains  it  in  virtue  simply  of  its  hygroscopic  prop- 
erties. 

When  applied  locally  to  the  interior  of  the  nose  and  pharynx 
mucin  has  a  soothing  and  emollient  action ;  it  moistens  the  surface 
and  softens  incrustations,  readily  facilitates  their  removal,  and  pre- 
vents their  reformation;  it  thus  also  Obviates  fetor,  which  is  one 
of  the  best  points  in  its  favor  as  a  local  remedy.  Mucin  also  re- 
stores the  nasal  function  of  smell  by  its  hygroscopic  effect,  and  the 
filtration  and  warming  functions  are  also  resumed,  because  in  a 
dry  condition  the  mucous  membrane  is  functionless.  Messrs.  Bur- 
roughs, Wellcome  &  Co.  have  prepared  a  soloid  composed  of  five 
grains  of  mucin,  five  grains  of  sodium  bicarboilate,  and  one  grain 
of  menthol.  This  is  prepared  for  use  by  dissolving  it  in  one  ounce 
of  sterilized  warm  water,  or  more  thoroughly  to  get  more  of  the 
mucin  into  solution  the  author  is  in  the  habit  of  dissolving  the 
soloid  in  equal  parts  of  sterilized  warm  water  and  sterilized  warm 
lime-water.  This  solution  may  be  used  to  spray,  to  douche,  or  to 
syringe  the  nose  and"  throat  twice  daily.  The  spray  should  be  5 
coarse  one,  as  otherwise  it  is  liable  to  get  clogged  with  particles  of 
undissolved  mucin.  A  very  good  plan  to  obviate  this  is  to  spray 
warm  water  at  least  once  a  day  through  the  instrument  and  tTms 
wash  it  out.  If  much  incrustation  has  to  be  got  rid  of  it  is  well  to 
rub  it  off  with  cotton-wool  saturated  in  the  warm  mucin  solution 
on  a  mounted  prop.  In  severe  and  very  old-standing  cases  of 
atrophic  trouble  he  supplements  the  local  treatment  by  giving  the 
patient  tabloid  mucin  co,  containing  five  grains  each  of  mucin  and 
sodium  bicarbonate  internally  before  and  after  meals,  and  thus  re- 
lieve the  concomitant  gastric  irritation  and. constipation. 
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The  solution  of  mucin  has  also  been  tried  in  cases  of  dry  catarrh 
of  the  middle  ear.  The  author  finds  that  even  long-standing  cases 
of  atrophic  nasal  and  pharyngeal  trouble  do  very  well,  and  that 
the  crusts  soon  cease  to  accumulate,  after  regular  douching  twice 
daily  with  a  solution  of  soloid  mucin  co.,  and  that  no  other  irriga- 
tions are  ordinarily  necessary;  that  there  are  certainly  instances 
when  pus  is  present  in  the  discharge  in  which  it  is  advantageous 
to  use  it  just  before  the  mucin  douche  a  lotion  of  sodium  sulphate 
or  a  combination  of  sodium  sulphate  and  bicarbonate  for  cleansing 
purposes.  The  author  has  patients  who,  after  years  of  suffering 
from  typical  atrophic  rhinitis  with  all  its  horrors  of  fetor  and  dis- 
comfort,  have,  after  continuous  and  persistent  application  of  the 
mucin  irrigation,  now  been  able  to  dispense  with  treatment  to  a 
greater  extent  than  two  or  three  times  weekly. 

St.  Clair  Thompson. 

The  Methods  of  Using  Argyroi— A.  C.  Barnes,  M.  D.,  Phila 
delphia,  Pa.  —  The  Virginia  Medical  Semi-Monthly.  October, 
1902. 
This  paper  deals  with  the  use  of  Argyrol  in  many  surgical  con- 
ditions, including  such  affections  of  the  throat,  nose  and  ear,  as 
catarrhal  manifestations  of  the  nasal,  pharyngeal  and  laryngeal  mu- 
cous membranes,  also  hay  fever,  purulent  otitis  media  and  empyema 
of  the  antrum  of  Highmore.  The  strength  was  10  to  50  per  cent.,, 
according  to  the  inherent  sensitiveness  of  the  location  to  which  it  was 
applied.  The  author  compares  it  with  silver  nitrate,  (an  old  and 
valuable  remedy)  to  the  detriment  of  the  latter  because  its  chemical 
nature  endows  it  with  certain  drawbacks,  viz. :  it  is  irritating,  caustic, 
is  chemically  changed  by  the  secretions  and  does  not  penetrate  much 
beyond  the  surface.  Argyrol  is  not  chemically  changed  by  the  se- 
cretions, possesses  intense  penetrative  power,  whereby  the  effects 
of  silver  are  exerted  in  the  sub-mucous  structures  (where  they  are 
most  needed  and  may  be  used  in  any  structure  of  the  body  in  almost 
any  strength  without  destroying  tissue  or  producing  irritation. 
Argyrol  has  one  very  marked  property — i.  e.,  its  effects  in  allaying 
the  signs  and  symptoms  of  inflammation.  F.  C.  E. 

Atrophic  Rhinitis — John  J.  Kyle — Indiana  Medical  Journal. 
October,  1902. 
The  author  reviews  the  subject  from  an  etiologic  standpoint,  and 
from  the  numerous  and  varying  opinions  expressed  on  the  subject 
he  selects  that  of  Bayer  and  Woakes,  namely,  the  neuropathic  theory, 
as  expressive  of  his  opinion.  Stein. 
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Report  of  a  Case  of  Secondary  Hemorrhage  Following  Tonsillot- 
omy.— Measles. — Clarence  Porter  Jones,  M.  D.,  Newport 
News,  Va. —  Virginia  Medical  Semi- Monthly.    October,  1902. 

Case  of  a  robust  woman,  20  years  old,  from  whom  both  tonsils 
were  removed  with  unusual  hemorrhage.  This  bleeding  was  checked 
by  an  application  of  powdered  suprarenal  and  tannic  acid.  There 
was  a  recurrence  in  six  hours;  it  yielded  to  a  similar  application. 
The  next  morning  she  was  broken  out  with  measles  from  which 
she  recovered  naturally.  The  author  considers  the  case  interesting  in 
several  features. 

1.  In  eruptive  fevers  there  is  diminished  coagulability  of  blood. 

2.  There  seems  to  be  some  vaso-motor  disturbance  in  the  arteri- 
oles and  no  surgical  operation  denuding  much  surface  should  be 
undertaken. 

3.  The  superiority  of  suprarenal  glands  over  tannic  acid  in  con- 
trolling hemorrhage  is  exhibited. 

The  author  notes  that  cases  of  this  kind  are  not  common  in  liter- 
ature and  quotes  Bordes  as  having  reported  a  secondary  hemorrhage 
after  tonsillotomy,  the  eruption  breaking  out  six  hours  after  the 
operation.  F.  C.  E. 

The  Tonsils  as  a  Port  of  Entry  for  Infections — Editorial — 
St.  Louis  Medical  Review.     September  20,  1903. 

Quotes  Forscheimer,  of  Cincinnati,  who  has  seen  appendicitis  and 
jaundice  succeed  to  angina.  In  the  one  case  of  appendicitis  reported 
by  Forscheimer,  the  form  of  tonsillar  disease  was  follicular  with 
mixed  infection,  staphylococcus  albus  and  streptococcus.  The  ap- 
pendicitis was  characteristic  and  developed  three  days  after  the  tem- 
perature became  normal.  There  were  five  cases  of  jaundice.  The 
form  of  angina  varied,  in  all  but  two  mixed  infection  as  above 
quoted ;  in  one  streptococcus  aureus  angina.  The  time  elapsing  after 
the  tonsillar  symptoms  subsided  was  from  three  to  ten  days.  In  all, 
the  liver  was  sensitive,  the  gall  bladder  not  full,  while  the  spleen 
was  enlarged  in  three  cases.  F.  C.  E. 

Acute  Laryngitis  Simulating  Diphtheria — Drs.  Montagnon  and 
MoiNDROT — Revue  Heb.  de  Laryng.  D'Otol.  et  de  Rhinologie. 
August  30,1902. 

In  a  case  of  bronchitis,  apparently  of  grippal  origin,  a  child  pre- 
sented great  difficulty  in  breathing,  which  lasted  six  days.  In  the 
course  of  an  examination  there  was  found  on  the  walls  of  the  throat 
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a  grey  membrane,  adherent,  isolated  and  presenting  the  appearance 
of  a  diphtheric  membrane.  A  violent  coryza  accompanied  the 
laryngo-pharyngitis. 

A  laryngoscopic  examination  showed  only  a  diffused  redness  of  the 
larynx,  but  no  false  membrane.  By  means  of  a  bacteriologic  exam- 
ination, which  was  twice  repeated,  it  was  found  that  the  bacillus  of 
Loffler  was  entirely  absent  The  pathologic  condition  was  due  to 
an  infection  by  cocci  and  streptococci.  In  other  words,  it  was  simply 
acute  laryngitis  and  not  one  of  diphtheric  origin. 

W.   SCHEPPEGRELL. 

Treatment  of  Chronic  Middle  Ear  Catarrh — Sophus  Bentzen — 
Ugeskrist per  Lager ^     N.  22,  1902. 

In  reviewing  the  different  methods  for  the  treatment  of  deafness, 
the  author  discusses  especially  the  mechanical  treatment,  electrovibra- 
tion  ad  modum,  Breitung,  not  under  increased  atmospheric  pressure 
as  is  usually  done,  but  by  contrast  under  diminished  pressure,  yet 
never  under  560  min.  quicksilver  pressure.  The  rarefaction  of  air  in 
the  meatus  auditorium  externo  is  accomplished  by  the  Cordes  air 
pump,  which  is  joined  to  the  Breitung  electrovibrator  by  the  use 
of  a  T  reed.  Instead  of  an  air  pump  a  Politzer  balloon  may  be  used. 
The  author  has  used  a  mechanical  treatment  for  two  years,  and  only 
in  cases  where  the  bone  conduction  is  approximately  normal  or  in- 
creased and  the  upper  border  is  not  under  1°  of  the  Galton  whistle,, 
but  not  where  the  bone  conduction  is  shortened  and  the  upper  limit 
very  much  diminished.  G.  Kiaer. 

A  Cork  Nasal  Splint — Harold  Wilson,  Detroit— Jo7irnal  Ameri- 
can Medical  Association,     Nov.  29,  1902. 

The  advantages  claimed  for  cork  are  its  lightness,  its  elasticity, 
and  that  it  can  be  shaped  by  the  surgeon  to  suit  each  individual  case. 
The  general  shape  is  that  of  the  Asch  or  Mayer  splint,  but  the  an- 
terior end  is  cut  at  a  greater  angle,  the  better  to  conform  to  the 
anterior  naris.  A  hole  is  bored  through  a  suitable  piece  of  cork  and 
then  by  means  of  a  sharp  knife,  file  and  sandpaper,  it  is  made  of 
proper  shape.  After  the  splint  has  been  shaped  it  is  dropped  into 
hot  paraffin,  which  both  sterilizes  it  and  fills  up  the  numerous  ine- 
qualities in  its  surface  so  that  it  does  not  absorb  the  nasal  secretions 
and  is  easily  cleansed.  Andrews. 
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The  Practical  Medicine  Series  of  Year  Books.  Volume  111.  The 
Eye,  Ear,  Nose  and  Throat.  Edited  by  Casey  A.  Woor>,  C.  M.,  M.  D , 
Albert  H.  Andrews,  ]M.  D.,  and  T.  Melville  Hardie,  A.  M.,  M.,  D.  Pub- 
lished by  the  Year  Book  Co.,  publishers.  40  Dearborn  street,  Chicago. 
December,  1902.     Price,  $1.50. 

It  is  hardly  possible  to  review  this  thoroughly  acceptable  volume,  as  it  is 
in  itself  but  a  record  of  the  progress  of  Ophthalmology,  Otology  and  Laryn- 
gology for  the  year  1902.  It  is  needless  to  say  that  in  the  hands  of  its  able 
editors  the  several  subdivisions  of  this  Year  Book  have  been  well  taken  care 
of,  as  is  attested  by  a  careful  selection  of  the  literature  and  abstracts  which 
it  contains. 

We  can  only  add  that  the  volume  is  absolutely  indispensable  to  the  special 
workers  in  these  fields,  as  it  gives  them  a  review  of  the  season's  work  and 
literature;  it  is  invaluable  to  the  busy  practitioner  who  has  not  the  time  to 
peruse  the  original  papers  as  they  appear  in  the  various  medical  journals,  and 
it  is  a  whole  post-graduate  course  to  the  general  practitioner  who  desires  to 
acquaint  himself  wnth  the  latest  advancement  in  these  specialties.      M.  A.  G. 

Pathologic  Comparee  du  Pharynx.  Par  Dr.  C.  Chauveau.  Preface  de 
M.  le  Professeur  Cadiot.  Avec  27  figures  dans  le  texte.  Paris :  Librairie  J.  B. 
Bailliere  et  fils,  19  Rue  Hautefeuille.     1902. 

We  have  previously  in  these  pages  referred  to  the  extensive  writings  of 
Dr.  Chauveau  on  diseases  of  the  pharynx.  In  the  present  volume  of  200 
pages  he  first  describes  the  pharynx  of  various  animals — horse,  cow,  sheep, 
pig,  dog,  cat,  rabbit  and  duck — before  studying  the  general  and  then  the  special 
pathology  of  the  region.  The  volume  is  full  of  research  and  is  rich  in 
references.  Many  chapters — such  as  those  on  diphtheria  in  birds  and  calves — 
are  of  considerable  clinical  importance,  and  the  volume  can  be  recommendc.l 
to  all  who  are  engaged  in  a  thorough  study  of  the  region. 

St  Clair  Thomson. 

La  Voce,  nel  Linguaj^gio  e  nel  Canto.  The 'Voice,  in  Speech  and 
Song.  Lectures  delivered  by  Prof.  Gherardo  Ferreri,  teacher  of  Oto-Laryn- 
gology  in  the  Royal  University  of  Rome.  Roma:  Albrighi,  Legati  &  Co.,  15 
Via  dei  Prefetti,  1903.     Prezzo,  2  lire  (Price,  40  cents). 

This  little  book  of  130  pages  consists  of  six  public  lectures,  delivered  by 
our  Italian  collaborator.  The  subject  of  voice,  speech,  song  and  voice  produc- 
tion is  treated  from  a  popular  point  of  view,  with  due  consideration  to  the 
care  and  hygiene  of  the  vocal  organs.  Coming,  as  it  does,  from  the  land  of 
song,  it  can  be  commended  to  all  interested  in  the  subject,  for  it  gives  a 
brief  and  clear  expose  by  one  who  has  thoroughly  studied  it. 

St  Clair  Thomson. 
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L* Adrenalin,     et     ses    applications    en  oto-rhino-laryngologie.     Par 

le  DocTEUR  I.  Trivas.     Bordeaux:     Imprimerie  G.  Gounouithon,     9-11  Rue 
Guirande.    1902. 

Nowhere  in  the  Old  World  has  the  use  of  adrenalin  been  more  enthusias- 
tically inaugurated  than  in  France.  It  appears  to  have  entered  that  country 
via  Bordeaux  and  the  These  before  us  was  inspired  by  work  done  at  the 
Progressive  Clinic  of  Dr.  Moure  of  that  city.  It  contains  a  good  summary  of 
the  already  extensive  literature  on  adrenalin,  together  with  numerous  clinical 
observations,  and  some  physiological  experiments.  The  work  forms  a  handy 
brochure  on  the  subject,  which  may  be  consulted  with  benefit.         St  C.  T. 

Rapports  Anatomiques  et  Pathologiques  entre  les  Sinus  de  la  Face 
et  TAppareil  orbito=oculaire.  (Anatomical  and  Pathological  Relations  Be- 
tween the  Nasal  Accessory  Sinus  and  the  Eye  and  Orbit.)  Par  le  Dr. 
Georges  Stanculeann.     Paris :  G.  Steinheil,  2  Rue  Casimir-Delavigne.    1902. 

The  relations  of  the  accessory  nasal  cavities  have  been  stud'.rd  from  many 
points  of  view  and  not  the  least  important  are  those  which  connect  these 
cavities  with  the  eye  and  the  orbital  cavity.  The  relationship  ha.«  been  so  com- 
pletely investigated  in  the  These  before  us  that  it  leaves  little  for  future 
investigators  and  aflfords  us  a  wealth  of  reference  on  the  subject.  Dr.  Stancu- 
leann has  learned  his  ophthalmology  under  masters,  such  as  Landolt,  de  la 
Personne  and  the  late  Panas,  who  have  all  appreciated  the  connection  of 
rhinology  with  their  specialty,  while  he  has  studied  the  latest  progress  in  the 
investigation  of  the  sinuses  with  such  well  known  teachers  as  Luc,  Lermoyez 
and  Cartex.  From  both  sides  he  is,  therefore,  well  equipped  for  his  task 
and  we  can  candidly  recommend  a  perusal  of  his  work  to  both  ophthalmolo- 
gists and  rhinologists.  St  C.T. 

Progressive  Medicine,  Vol.  IV,  December,  1902.  A  Quarterly  Digest  of 
Advances,  Discoveries  and  Improvements  in  the  Medical  and  Surgical 
Sciences.  Edited  by  Hobart  Amory  Hare,  M.  D.,  Professor  of  Therapeutics 
and  Materia  Medica  in  the  Jeflferson  Medical  College  of  Philadelphia.  Octavo, 
handsomely  bound  in  cloth,  412  pages,  54  illustrations.  Per  volume,  $2.50,  by 
express  prepaid.  Per  annum,  in  four  cloth-bound  volumes,  $10.00.  Lea 
Brothers  &  Co.,  Publishers,  Philadelphia  and  New  York. 

The  concluding  volume  of  1902  begins  with  an  excellent  chapter  on  diseases 
of  the  digestive  tract  by  Dr.  Max  Einhorn,  which  includes  a  brief  considera- 
tion of  the  mouth,  tongue  and  esophagus,  and  describes  the  technique  of 
esophagoscopy  and  the  latest  instruments  for  perfecting  same. 

Another  chapter  of  special  interest  is  that  on  hygiene  by  Dr.  Charles  Har- 
rington, in  which  space  is  given  to  prophylactic  and  preventitive  measures  iii 
the  conduct  of  diphtheria,  tuberculosis,  malaria,  etc. 

In  the  chapter  on  practical  therapeutics,  reference  is  made  to  the  recent 
suggestions  by  Dr.  Holbrook  Curtis  in  the  treatment  of  Hay  Fever;  the 
use  of  creosote  carbonate  in  pulmonary  conditions,  and  the  value  of  dionin 
to  control  harassing  cough.  Diphtheria  Antitoxin  and  statistics  of  its  use 
to  date  is  presented  in  a  special  paragraph.  M.  A.  G. 
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/Original  communications  are  received  with   the  understanding \ 
\that  they  are  contributed  exclusively  to  The  Laryngoscope./ 


THE  ANATOMY  OF  THE  SPHENOIDAL  SINUS  AND  THE 
METHOD  OF  APPROACHING  IT  FROM  THE  ANTRUM.* 

BY    HARRIS    PEYTON    MOSHER^    M.    D.,    BOSTON,    MASS. 
Assistant  in  Anatomy,  Harvard  University. 

Until  within  a  few  years  the  accessory  sinuses  of  the  head  have 
been  considered  as  separate  and  unrelated  cavities.  Gradually, 
however,  it  has  become  evident  that  certain  of  these  cavities,  notably 
the  frontal  sinus  and  the  antrum,  are  related  anatomically  and  often 
pathologically;  also  that  the  ethmoid  cells,  the  half  way  station  be- 
tween these  two,  are  related  to  both.  Now  it  is  becoming  clear 
that  the  sphenoidal  sinus,  which  has  been  considered  so  far  off  and 
so  isolated,  is  much  less  so  than  is  supposed.  Of  late  a  great  deal 
of  work  has  been  done  on  the  sinuses,  and  many  names  appear  in 
connection  with  investigations  along  these  lines,  notably  the  names 
of  Douglas,  Cryer,  Lothrop,  Onodi,  Jansen  and  Furet.  There 
has  been  published  within  the  last  twelve  months  a  book  on  the  nasal 
fossae  which  deserves  the  word  monumental.  It  is  a  joint  compilation 
by  Sieur  and  Jacob  of  Paris.  The  minuteness  with  which  they  have 
gone  over  the  subject,  the  beauty  of  their  illustrations  and  the  clear- 
ness of  their  text  arouse  in  the  reader  the  feeling  both  of  wonder  and 
despair.  What  I  have  to  say  is  largely  a  condensation  of  their  chap- 
ter on  the  sphenoidal  sinus,  supplemented  by  observations  awd  meas- 
urements of  my  own.. 


♦Read  December  23, 1902  at  the  New  York  Academy  of  Medicine, before  the  Section  on  Laryngology. 
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The  classical  description  of  the  sphenoid  bone  begins  by  stating 
that  it  consists  of  a  body  and  three  sets  of  wings.  The  body  is  quad- 
rilateral and  hollowed  by  a  cavity  called  the  sinus.  One  large 
venous  sinus — the  cavernous — and  four  small  ones,  touch  this  bone, 
and  three  chief  arteries  of  the  skull  touch  it  or  pass  through  fora- 
mina in  it,  six  of  the  twelve  cranial  nerves  are  in  relation  with  it,  all 
the  bones  of  the  skull  centre  round  it,  and  five  of  the  bones  of  the 
face  articulate  with  it,  and  it  comes  into  relation  with  the  cerebellum 
and  the  three  basal  lobes  of  the  brain. 

Most  of  the  important  structures  which  are  related  to  the  sphe- 
noid bone  center  upon  the  sinus.  The  anatomy  of  the  sinus  and 
the  method  of  approaching  it  is  the  subject  of  this  paper. 

I  shall  take  the  liberty  to  put  in  clinical  remarks  and  applica- 
tions as  I  go  along  rather  than  to  group  them  formally  under  one 
head. 

Absence  of  the  Sinus. — Absence  of  the  sinus  has  been  reported  a 
few  times.  (Zuckerkandl-Hertzfeld,  1898).  I  found  it  wanting 
once  in  one  hundred  heads.. 

Si::;e. — The  sinus  is  often  larger  on  one  side  than  on  the  other, 
with  the  difference  generally  in  favor  of  the  left.  It  may  hold  only 
a  drop  of  water  or  may  be  large  enough  to  hold  9  c.  c.  (3  drachms). 
The  average  amount  is  5-6  c.  c.  (1^/^  drachms). 

Form. — In  form  the  sinus  is  usually  a  cube,  but  the  regularity  of 
this  is  broken  by  the  indention  in  the  superior  wall  caused  by  the  sella 
turcica  and  by  the  pressing  in  of  the  cavernous  sinus  on  the  two 
sides. 

The  Cavity  of  the  Sinus. — The  sinus  has  a  median  partition.  Of- 
ten  this  is  not  symmetrically  placed  so  that  one  sinus  may  be  much 
the  larger.  In  such  a  case  the  larger  and  predominating  sinus  can 
be  in  relation  with  the  cavernous  sinus  on  both  sides,  and  in  this 
way  a  left  sinus  could  give  trouble  with  the  right  optic  nerve.  Oc- 
casionally the  sinus  has  a  partial  double  partition.  In  young  sub- 
jects the  septum,  between  the  two  halves  is  very  thick.  In  young 
subjects  also,  the  sinus  does  not  extend  back  of  the  optic  foramen, 
while  in  the  normal  adult  it  reaches  the  middle  of  the  sella  turcica. 
Like  all  the  other  sinuses  the  sphenoidal  sinus  enlarges  progressively 
with  increasing  age.  The  average  antro-posterior  diameter  is  1-2 
c.  c,  or  one-half  to  three-quarters  of  an  inch. 

The  cavity  of  the  sinus  is  narrowed  by  the  optic  groove  in  front 
and  often  behind  by  the  ethmoid  cells. 

It  is  much  more  important  clinically  to  know  that  the  sinus  is  often 
enlarged.  This  enlargement  is  brought  about  by  various  prolonga- 
tions.    These  are : — 
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1.  A  prolongation  of  the  sinus  backward  by  the  increase  of  the 
absorption  of  the  bony  substance  of  the  body  of  the  bone.  This,  of 
course,  is  the  commonest  method  by  which  the  sinus  is  enlarged. 

2.  A  prolongation  into  the  lesser  wing. 

3.  A  prolongation  laterally  into  the  great  wings  of  the  sphenoid. 
Combined  with  this  there  is  often  an  excavation  of  the  base  of  the 
pterygoid  plates. 

4.  A  prolongation  forward  toward  the  antrum. 
Development. — The  sphenoidal  sinus  begins  to  develop  soon  after 

birth,  but  does  not  get  its  complete  development  until  between  the 
20th  and  25th  year.  It  is  formed  by  the  sphenoidal  turbinate,  and 
by  a  prolongation  of  the  nasal  miicous  membrane.  The  sphenoidal 
turbinate  is  a  small  triangular  piece  of  bone,  w^hich  is  developed  in 
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Fig.    I. — Specimen    showing    the    ethmoid    cells    extending   back    over    the    sphenoidal 
sinus. — Sieur  and  Jacob. 


the  posterior  superior  angle  of  the  ethmoid  region.  At  the  end  of 
the  first  year  the  sinus  consists  of  a  cavity  surrounded  by  a  capsule, 
which  belongs  entirely  to  the  sphenoidal  turbinate.  This  capsule 
seems  to  start  from  the  turbinate  as  a  base  and  grow  backward, 
like  a  soap  bubble  from  a  pipe.  In  the  anterior  part  of  the  capsule 
there  is  an  opening,  which  is  the  ostium.  From  the  second  to  the 
third  year  the  cavity  is  the  size  of  a  pea.  At  four  years  the  sphe- 
noidal turbinate  itself  begins  to  be  absorbed  and  the  lateral  and 
median  parts  of  the  capsule  disappear.  At  -ten  years,  only  the  an- 
terior and  inferior  parts  of  the  capsule,  which  sprung  from  the 
sphenoidal  turbinate,  are  left.     At  nine  to  twelve  years  the  role  of 
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the  Sphenoidal  turbinate  is  over  and  the  bone  of  the  body  of  the 
sphenoid  itself  is  invaded.  At  this  time  also  the  sphenoidal  tur- 
binates fuse  with  the  face  of  the  sphenoid. 

The  Mucous  Membrane  of  the  Sinus. — The  mucous  membrane 
of  the  sphenoidal  sinus  is  a  prolongation  from  the  nasal  mucous 
membrane.  It  is  thin  and  very  lightly  attached.  If  there  is  a  very 
large  ostium  it  forms  a  diaphragm  over  it  with  an  opening  in  the 
centre.  There  are  the  usual  three  layers — the  mucous,  sub-mucous 
and  the  periosteal.  It  is  a  ciliary  membrane,  the  same  as  the  mu- 
cous membrane  of  the  nose.  Grouped  about  the  ostium  there  are 
many  glands.  These  occasionally  degenerate  into  cysts.  Manv^ 
vessels  run  in  the  sub-mucous  layer.  At  the  optic  foramen  these 
communicate  freely  with  the  vessels  of  the  orbit.  The  lateral  wall 
of  the  sphenoidal  sinus  is  cribriform  with  minute  foramina,  through 
which  vessels   run   from  the   sphenoidal   sinus   into  the  cavernous 
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Fig.    II. — The   sphenoid   bone,    from   above. — Quain. 


sinus.  There  is  a  venous  connection  also  through  the  sella  turcica 
and  through  the  anterior  face  into  the  posterior  ethmoid  cells.  The 
arteries  which  supply  the  sinus  are  the  spheno-palatine,  the  pterygo- 
palatine and  Vidian — all  branches  of  the  internal  maxillary  ar- 
tery in  the  spheno-maxillary  fossa.  Branches  of  the  spheno-pala- 
tine artery  cross  the  face  of  the  sinus  and  enter  the  ostium  to  supply 
the  inside.  The  other  two  arteries  lie  on  the  under  side  of  the  body 
and  run  in  bony  canals.  The  elaborate  venous  anastomoses  readily 
account  for  the  extension  of  sinus  inflammation  to  the  dura  and 
to  the  optic  nerve  and  the  orbit. 
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Lymphatics. — The  lymphatics  join  both  the  deep  lymphatics  of  the 
neck  and  those  at  the  base  of  the  brain. 

The  Relations  of  the  Different  Faces  of  the  Sinus. — The  Upper 
Surface :  This  surface  is  intra-cranial.  From  before  backward  it 
is  made  up  first  of  a  portion  of  the  lesser  wing.  Then  comes  the 
olivary  groove  and  eminence,  and  next  the  surface  falls  sharply  in 
the  sella  turcica,  to  rise  again  into  the  posterior  clinoid  processes  and 
the  back  of  the  saddle.  In  a  large  sinus  this  face  comes  into  relation 
anteriorly  with  the  posterior  ethmoid  cells  and  posteriorly  with  the 
basilar  groove.  The  length  in  such  cases  may  be  20-31  m.  m.  (^4- 
134  inch).  A  small  sinus  does  not  extend  back  of  the  optic  groove. 
In  young  subjects  also  this  line  is  the  limit  of  the  sinus.  It  is 
only  at  about  12-15  years  that  the  sinus  reaches  the  bottom  of  the 
sella  turcica.  Finally,  the  posterior  ethmoidal  cells  may  extend 
backward  and  lie  under  what  is  usually  the  superior  surface  of  the 
sinus. 

Structure. — This  face  is  generally  thin.  In  the  young,  on  the 
other  hand,  it  is  generally  thick,  3-6  m.  m.  (>^  to  54  of  an  inch). 
In  a  large  sinus  especially  is  the  roof  very  thin,  Zuckerkandl  has 
reported  the  absence  of  this  upper  wall.  Sieur  and  Jacob  have  not 
observed  its  absence,  but  have  seen  it  so  thin  that  the  dura  could 
not  be  removed  without  bringing  this  wall  with  it. 

Relations. — The  principal  relation  is,  of  course,  the  dura.  In 
front  there  are  the  optic  nerves  and  the  ophthalmic  arteries  impris- 
oned on  either  side  in  the  optic  canal.  Back  of  these  on  the  thicker 
olivary  eminence  is  the  optic  chiasma.  The  fact  that  this  is  placed  on 
thicker  bone  has  been  given  as  the  reason  why  the  optic  nerves  are 
so  much  oftener  affected  than  the  chiasma.  Continuing  back  you 
find  in  the  cavity  of  the  sella  turcica  the  pituitary  gland.  Tumors 
from  this  occasionally  invade  the  sinus.  The  upper  surface  also  has 
a  venous  sinus  in  relation  with  it,  the  coronary. 

The  External  Wall. — From  before  backward  the  following  struc- 
tures are  noticed,  the  optic  canal  again,  the  sphenoidal  fissure  and 
then  the  large  cavernous  sinus  and  finally  the  internal  carotid  ar- 
tery. Outside  of  the  cavernous  sinus,  anteriorly,  is  the  foramen  ro- 
tundum,  carrying  the  superior  maxillary  nerve,  and  posteriorly  the 
foramen  ovale  carrying  the  inferior  maxillary  nerve. 

The  Relations. — A  mere  mention  of  the  structures  near  at  hand 
suggests  at  once  how  important  the  relationships  are.  The  relation- 
ship to  the  cavernous  sinus  is,  on  the  whole,  the  most  important. 
Within  this  there  are  the  internal  carotid  artery,  the  motor  nerves 
of  the  eye,  and  the  first  branch    of    the    great  fifth.     Therefore, 
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when  you  curette  the  external  surface  of  the  sphenoid  as  advised 
by  Griinwald  you  are  treading  on  thin  ice.  I  have  one  specimen 
in  which  both  the  ophthalmic  and  the  internal  carotid  arteries  pro- 
ject into  the  sinus,  and  would  be  in  danger  from  such  curetting. 

There  is  still  another  small  venous  sinus,  the  inferior  petrosal, 
in  relation  with  this  wall. 

Structure. — The  external  wall  is  like  the  superior  fragile.  Frac- 
tures of  the  base  of  the  skull  by  extending  through  it  readily  open 
up  the  important  blood  channels  which  have  just  been  mentioned. 
This  would  give  profuse  epistaxis.  Bullet  wounds  through  the 
mouth  for  suicidal  purposes  often  do  the  same  thing.     Hemorrhage 
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Fig.  III. — 'Figure  showing  the  relation  of  the  outer  wall  of  the  sphenoidal  sinus 
to  the  cavernous  sinus.  The  contents  of  the  cavernous  sinus  (the  third,  fourth  and 
first  division  of  the  fifth  nerve,  the  sixth  nerve  and  the  internal  carotid  artery)  are 
also  shown. — Sieur  and  Jacob. 


plus  eye  symptoms  would  be  the  diagnostic  signs  by  which  a  lesion 
could  be  localized  here.  If  there  is  a  very  irregular  sinus,  the 
injury  could  be  on  one  side  and  the  hemorrhage  come  from  the 
other.  Disease  of  this  wall  of  the  sinus  gives  progressive  ocular 
troubles,  violent  pain,  epileptifomi  attacks,  crises  of  vomiting,  men- 
ingitis, and  finally  brain  abscess. 

The  Posterior  Wall. — This  wall  is  intra-cranial.  It  is  hollowed 
out  by  the  basilar  groove.  In  this  lies  the  basilar  artery  and  the 
medulla  oblongata  and  pons.  Here  again  there  is  another  venous 
sinus,  the  occipital.  There  are  venous  sinuses,  therefore,  on  three 
sides  of  the  body  of  the  sphenoid,  the  superior,  the  external  and 
on  the  posterior. 
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A  large  sphenoidal  sinus  may  extend  fully  to  the  posterior  wall. 
Anatomically  such  a  sinus,  if  diseased,  would  give  the  follow- 
ing symptoms :  Occipital  headache,  vertigo,  vomiting,  epileptiform 
attacks,  involvement  of  the  nerves  of  the  eye  and  alteration  of  the 
fundus.  In  addition  there  would  be  symptoms  of  involvement  of  the 
meninges.  Ordinarily,  however,  the  sinus  does  not  extend  to  the 
posterior  wall  so  that  such  an  extensive  array  of  signs  would  be 
exceptional. 

The  Inferior  Surface. — This  surface  is  in  relation  with  the  nose 
and  the  pharynx.  Through  a  small  foramen  in  it  runs  the  pterygo- 
palatine nerve.     The  width  of  this  surface  varies  from  20-25  m.  m. 


Fig.    IV. — Figure  showing   a   large   sphenoidal   sinus   which   extends   to   the   posterior 
wall  ot  the  body  of  the  bone. — Sieur  and  Jacob. 


(^  to  1  inch.)  It  is  too  thick  to  puncture  easily,  3  m.  m.  10  (^^ 
to  ^  of  an  inch).  In  two-thirds  of  the  cases  this  surface  does  not 
reach  the  pharynx.  The  mucous  membrane  over  it  is  3-4  m.  m. 
thick  {y%  inch).  The  mucous  membrane  has  much  fibrous  tissue 
in  it.  The  membrane  thins  out  as  it  turns  up  onto  the  anterior 
face  of  the  sphenoid.  From  this  region  and  from  this  membrane 
start  the  fibromata  and  the  myxomata  of  the  vault.  This  locality 
is  supplied  by  the  pterygo-palatine  and  the  Vidian  arteries.  The 
width  of  the  right  choana  is  12-13  m.  m.  (>4  inch)  of  the  left 
17  m.  m.  (^  +)•  Iri  a  large  sinus  the  length  of  the  inferior  sur- 
face often  is  30  m.  m.  {lyi  inch).  Only  in  a  very  large  sinus 
would  an  attempt  to  make  an  opening  here  be  justifiable. 
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Relations. — The  middle  lacerated  foramen  containing  the  internal 
carotid  artery  is  in  relation  with  the  inferior  surface.  In  a  wide 
sinus  the  Vidian  nerve  lies  in  the  floor.  This  is  the  motor  nerve  of 
the  spheno-palatine  ganglion.  In  the  pterygoid  prolongation  of  the 
sinus  this  nerve  is  again  exposed. 

Of  the  three  faces  of  the  sphenoidal  sinus  so  far  but  one,  the 
inferior,  is  approachable  for  therapeutic  surgery,  and  even  this  one 
is  not  generally  practicable.  There  remains,  therefore,  only  the 
anterior  face.  Fortunately  this  can  be  approached  in  at  least  two 
ways. 

The  Anterior  Face. — This  face  is  divided  into  two  parts,  an  outer 
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Fig.   V. — The  sphenoid  bone,   from  before. — Quain. 


which  abutts  against  the  posterior  ethmoid  cells  and  an  inner, 
which  is  free  and  forms  the  upper  and  back  wall  of  the  nose.  To 
the  middle  of  the  free  part  the  septum  of  the  nose  is  continued 
back  and  forms  there  a  median  partition.  The  transverse  measure- 
ment of  this  face  is  from  28-30  m.  m.  (1>^  inch).  In  a  well  devel- 
oped sinus  this  face  makes  a  right  angle  with  the  cribriform  plate, 
and  averages  in  height  16-18  m.  m.  (}i  inch). 

The  Ostium. — The  drainage  opening  of  the  sinus  is  placed  in 
this  face.  The  ostium,  as  the  opening  is  called,  is  situated  nearer 
the  upper  border  than  the  lower.  Generally  it  is  4  m.  m.  (^  inch) 
from  the  top,  or  8-10  m.  m.,  (^+  inch)  from  the  bottom.  The 
opening  measures  2-3  m.  m.   (Ys  inch)   vertically,  and  1-2  m.  m. 
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(1-16  inch)  transversely.  In  a  majority  of  cases  the  opening  can- 
not be  seen  unless  the  middle  turbinate  is  first  removed.  The  dis- 
tance from  the  centre  of  the  nasal  opening  is  5-8  c.  c.  (2  inch 
to  Sy^  inch)  and  from  the  nasal  spine  6^^  to  7  c.  c.  (2^/^  to  2^ 
inch).  The  spine  is  hard  to  find.  The  middle  of  the  anterior  nares  is 
a  variable  point.  I  prefer,  therefore,  to  measure  from  the  lower 
border  of  the  lateral  cartilage,  where  this  turns  round  to  make 
the  posterior  boundary  of  the  meatus.  So  measured,  the  distance 
of  the  ostium  is  2^  inches,  or  6  c.  c.  When  the  ostium  is  entered, 
and  this  is  generally  told  by  a  feeling  resistance  overcome  as  the 
probe  passes  through,  the  examining  or  curetting  instrument  has  on 
an  average  a  working  distance  of  1-2  c.  c.  (^  to  ^  inch).    Owing 


Fig.  VI. — Method  of  catheterizing  the  sphenoidal  sinus. — Sieur  and  Jacob. 

to  the  high  position  of  the  ostium  the  sinus  fills  with  secretion  dur- 
ing the  night  and  empties  itself  in  the  morning  when  the  patient  as- 
sumes the  upright  position. 

A  word  or  two  here  may  not  be  amiss  on  the  method  of  catheteriz- 
ing the  sinus.  According  to  Sieur  and  Jacob  there  always  remains 
a  channel  back  to  the  sinus  along  the  floor  of  the  cribriform  plate.  Ad- 
hesions, spurs  and  deflections,  they  say,  never  interfere  in  this  re- 
gion. All  yv^ill  agree  that  this  is  a  very  acceptable  condition  of  af- 
fairs. In  order  to  catheterize  after  their  method  the  head  of  the  pa- 
tient is  tilted  a  little  upward  and  the  catheter  introduced  to  the  floor 
of  the  cribriform  plate  and  then  the  handle  gradually  elevated  as 
the  instrument  is  pushed  backward  until  it  meets  the  top  of  the  anter- 
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ior  face  of  the  sphenoid  m  the  sphenoidal  recess.  ''Then  a  gentle 
see-sawing  motion  is  sufficient  in  the  majority  of  cases  to  engage  the 
instrument  in  the  opening  of  the  sinus." 

The  instrument  should  have  the  same  curve  as  the  Eustachian 
catheter,  but  should  be  of  much  smaller  diameter,  2  m.  m.  (1-16  + 
inch)  is  the  measurement  recommended  by  the  authors. 

I  have  found  that  a  curve  somewhat  less  than  that  which  is  usu- 
ally employed  on  the*Eustachian  catheter  to  work  better.  Too  much 
of  a  curve  causes  the  probe  to  glide  down  the  face  of  the  sphenoid 
and  not  to  engage  in  the  anterior  superior  angle.  If,  however, 
the  probe  is  too  straight  there  is  danger  of  its  not  sliding  along 
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Fig.  VII. — The  figures  on  the  right  and  left  show  the  different  forms  of  the  ostium 
of  the  sphenoid.  The  central  figure  shows  the  space  under  the  cribriform  plate,  and 
between  the  septum  and  the  ethmoid  cells,  through  which  the  sphenoidal  sinus  is  cathe- 
terized  after  the  method  advised  by  Sieur  and  Jacob. — Mosher. 


the  cribriform  plate  but  of  engaging  it  and  perhaps  of  perforating 
it.  A  straight  probe  also  infringes  on  the  middle  turbinate.  The 
probe  should  be  bent  20-30°  off  the  horizontal. 

This  method  of  catheterizing  in  brief  is  this :  Pass  the  probe  to 
the  anterior  superior  angle  of  the  sphenoid,  bring  the  point  down- 
ward, still  keeping  it  in  contact  with  the  face,  and  turn  slightly  out- 
ward. 

In  regard  to  this  procedure  I  should  like  to  say  that  I 
have  not  found  on  the  cadaver  that  there  is  always  a 
clear  passage  beneath  the  cribrifonn  plate.  In  the  great  major- 
ity there  has  been  one.  So  that  if  in  life  the  method  should  be 
practicable  only  in  one-half  of  the  cases  it  is  of  value.     Naturally 
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in  those  fortunate  cases  where  the  ostium  is  visible  no  such  manip- 
ulation is  necessary.  In  17  subjects  at  the  end  of  the  dissection  per- 
iod, when  they  were  a  good  deal  dried  and  had  in  no  way  been  pre- 
pared for  this  procedure,  I  succeeded  easily  in  finding  the  ostium  in 
slightly  over  half  the  cases. 

Measuring  from  the  tip  of  the  nose  is  measuring  from  a  variable 
point,  but  that  is  about  the  best  that  can  be  done  under  these  cir- 
cumstances. In  a  small  head  I  found  the  distance  to  the  anterior 
superior  angle  of  the  face  of  the  sphenoid  to  be  2^  inches  (63/2  c.  c.) 
and  the  distance  to  the  posterior  wall  of  the  sinus,  after  the  ostium 


Fig.  VIII. — Prolongation  of  the  sphenoidal  sinus  into  the  lesser  wings.     On  the  right 
the  optic  canal  is  shown  in  the  roof  of  the  prolongation. — Sieur  and  Jacob. 


was  entered,  to  be  3  inches  (7>^  c.  c.)  The  results  of  the  few  meas- 
urements which  I  had  a  chance  to  make  on  this  point  were  that  if 
in  catheterizing  the  sphenoidal  sinus  after  this  method  the  probe  or 
catheter  rested  against  the  anterior  superior  angle  of  the  sphenoid 
the  distance  was  one-quarter  of  an  inch  over  or  under  3  inches,  or 
in  the  majority  of  cases  3  inches,  and  that  the  probe  entered  from  a 
half  to  three-quarters  of  an  inch  further  before  it  struck  the  pos- 
terior wall  of  the  sinus. 

The  Sphenoidal  Recess. — Just  in  front  of  the  anterior  face  of  the 
sphenoid  and  separating  this  from  the  posterior  ethmoid  cells,  there 
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is  a  vertical  slit  called  the  sphenoidal  recess.  The  height  of  the  re- 
cess is  12  m.  m.  (Yz  inch),  and  its  width,  5-6  m.  m.  (j4  inch). 
Some  of  the  posterior  ethmoid  cells  empty  into  this  as  does  also 
the  sphenoidal  sinus.  From  their  nearness  the  posterior  ethmoid 
cells  can  be  easily  infected  by  pus  from  a  diseased  sinus,  and  vice-a- 
versa.  The  mission  of  this  slit  is  to  carry  secretion  from  these  cells 
and  from  the  sinus  down  into  the  choanae.    Thus  it  is  that  pus  seen 


Fig.  IX. — Prolongation  of  the  sphenoidal  sinus  into  the  great  wings.  The  dark 
marking  in  the  upper  wall  of  the  prolongation  is  the  foramen  rotundum,  and_  the 
smaller  one  in  the  lower  wall  is  the  Vidian  canal. — Sieur  and   Jacob. 


by  the  posterior  mirror  in  the  superior  meatus  and  on  the  upper 
rim  of  the  choanae  is  used  as  a  sign  of  disease  in  the  sphenoidal 
sinus.     Polypi  in  this  region  raise  the  same  suspicion. 

Until  lately  it  has  been  usual  to  approach  the  sphenoidal  siniis 
by  resecting  the  middle  turbinate  and  then  breaking  through  the 
lower  part  of  this  anterior  face  by  an  instrument  introduced  through 
the  nose.     This  is  the  method  of  Griinwald  and  Hajeck. 

All  these  anatomical  details  have  been  given  in  order  to  clear  the 
way  for  the  discussion  of  a  newer  route,  namely,  the  route  through 
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the  antrum.  There  is  a  Httle  more  anatomy,  and  I  am  glad  to  sfey 
newer  anatomy  to  take  up  first,  namely,  the  anatomy  of  the  pro- 
longations. 

Prolongations. — Important  as  the  relations  of  the  different  faces 
of  the  sphenoid  are,  it  is  of  even  greater  clinical  importance  to  ap- 
preciate that  the  sphenoidal  sinus  frequently  sends  out  prolonga- 
tions which  make  it  less  isolated  by  bringing  it  into  rela- 
tion with  the  more  accessible  sinuses.  These  prolongations  have 
been  mentioned  before  as  the  means  by  which  the  cavity  of  the 


Fig.  X. — (1)  The  largest  figure  shows  a  posterior  inferior  ethmoid  cell  between 
the  sphenoid  behind  and  the  antrum  in  front.  (2)  The  upper  left  hand  figure  shows 
the  posterior  ethmoid  cell  united  to  the  sphenoid,  and  making  the  antrum  prolongation  of 
the  sphenoidal  sinus.  (3)  The  lower  left  hand  figure  shows  the  antrum  increased  in 
size  by  the  absorption  of  this  cell. 


sinus  is  often  enlarged.  I  come  to  them  now  in  order  and  wish  to 
take  them  up  in  some  detail. 

In  rather  rare  cases  prolongations  are  found  running  into  the 
posterior  clinoid  processes  or  into  the  break  of  the  sphenoid.  These 
arc  not  common  and  are  not  important.  There  are  three  varieties, 
however,  which  are  not  only  common  but  very  important.  These 
are : — 

1.  A  prolongation  into  the  lesser  wings.  The  importance  of 
this  is  that  it  tends  to  weaken  the  optic  groove,  and  in  cases  of 
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trauma  to  determine  the  point  of  fracture  here.  It  furnishes  a 
better  chance  for  pus  from  a  suppurating  sinus  to  infect  the  optic 
nerve.     This  prolongation  occurs  once  in  twelve  cases. 

2.  A  prolongation  into  the  great  wings  of  the  sphenoid  and  into 
the  base  of  the  pterygoid  plate.  This  is  found  once  in  six  subjects, 
and  is  seen  only  in  very  large  sinuses.  It  is  often  greater  on  one 
side  than  on  the  other  or  even  unilateral.  It  projects  outward  be- 
tween the  foramen  rotundum  and  the  foramen  ovale,  that  is,  be- 
tween the  superior  and  the  inferior  maxillary  nerves.     Sometimes 
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Fig.  XI. — Sagittal  section  of  the  facial  portion  of  the  skull.  This  section  shows 
the  inner  wall  of  the  orbit,  the  inner  wall  of  the  antrum  and  the  spheno-maxillary  fossa. — 
Quain. 


the  prolongation  extends  down  the  side  of  the  chaonae  for  5-6  m.  m. 
(}i  inch).  In  one  case  in  six,  where  the  prolongation  is  found, 
it  reaches  as  far  outward  as  the  foramen  ovale.  Then  it  would  be  sep- 
arated from  the  two  nerves  and  the  two  foramina  by  a  thin  parti- 
tion of  bone  or  in  some  instances  only  by  mucous  membrane.  This 
prolongation  explains  readily  the  involvement  of  the  two  maxillary 
nerves  in  affections  of  the  sphenoidal  sinus.  Where  this  prolonga- 
tion is  present  there  is  danger  in  the  operation  at  the  foramen 
rotundum   for  the   resection  of  the   Gasserian  ganglion  of  break- 
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ing  into  the  sinus.  On  account  of  the  widening  of  the  floor  of  the 
sinus  the  Vidian  nerve  is  in  the  floor  of  the  prolongation  and  so 
exposed.  Whenever  the  two  choanae  are  found  to  be  very  large  it 
should  arouse  a  suspicion  that  this  prolongation  may  exist. 

3.  A  prolongation  forward  at  the  anterior  inferior  angle.  This 
is  called  the  palatine  prolongation,  because  it  comes  into  relation 
with  the  palate  bone.  The  name  maxillary,  or  antrum  prolongation, 
would  suggest  better  its  anatomical  and  clinical  bearings. 

This  prolongation  is  the  most  common  of  all,  as  it  is  found  in 
one-fourth  of  all  the  sinuses.  I  found  it  twice  in  the  last  eighteen 
subjects   in   the   dissecting   room.     At   the   posterior   inferior   part 


Fig.  XII. —  (1)  Shows  the  division  of  the  inner  wall  of  the  antrum  into  two  tri- 
angles by  the  insertion  of  the  inferior  turbinate.  (2)  Drawing  to  show  the  point  from 
which  measurements  were  taken.  This  point  is  the  lower  edge  of  the  posterior  rim  of 
the  nasal   opening. 


of  the  ethmoid  region  there  is  an  ethmoid  cell  which  plays  the 
role  of  a  go-between  between  the  sphenoid  behind  and  the  antrum 
in  front.  This  cell  is  normally  in  relation  with  the  outer  half  of  the 
face  of  the  sphenoid.  It  corresponds  to  the  anterior  inferior  angle 
of  the  sphenoid  and  to  the  posterior  superior  angle  of  the  antrum. 
It  may  be  absorbed  by  the  antrum  or  by  the  sphenoid.  When  the 
cell  is  absorbed  by  the  sphenoid  a  cul-de-sac  is  formed  which  runs 
obliquely  forward,  outward  and  downward.  It  may  be  4-6  m.  m. 
{H-/4  inch)  broad  and  5-6  m.  m.  (34  inch)  long.  Often  the 
partition  which  separates  this  prolongation  from  the  antrum  is 
made  of  thick  bone,  but  again  it  is  common  to  have  it  composed 
of  translucent  bone,  which  could  easily  be  absorbed  by  pus. 
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Relations. — Above  are  the  posterior  ethmoid  cells,  of  which  this 
prolongation  is  a  derivative.  Below  and  toward  the  inside  is  the 
spheno-palatine  foramen,  and  to  the  outside,  in  the  spheno-maxillary 
fossa,  is  the  superior  maxillary  nerve  with  the  spheno-palatine 
ganglion  hanging  from  it  like  a  spider;  behind  is  the  spheno- 
maxillary fossa,  and  directly  below  a  part  of  the  superior  meatus. 
The  importance  of  this  prolongation,  of  course,  is  that  it  unites  the 
sphenoid  and  the  antrum.  It  was  proposed  to  enter  the  sphenoid 
through  the  posterior  superior  angle  of  the  antrum  where  this  pro- 
longation is  so  frequent.  There  were  too  many  important  relations, 
however,  and  the  way  too  narrow  for  the  procedure  to  become  much 
used. 


Fig.  XIII. — Is  a  horizontal  section  through  the  antrum,  about  one-quarter  of  an  inch 
behind  the  ostium.  It  shows  the  ethmoid  parallelogram  nicely,  especially  the  lower  outer 
angle,  where  it  meets  the  orbit  and  the  antrum.  The  anterior  part  of  the  inner  wall  of 
the  antrum  is  also  shown.  The  dark  spot  in  the  upper  part  of  this  is  the  ostium.  In 
front  of  the  ostium  is  the  swelling  made  by  the  lachrymal  duct.  From  this  figure  it  is 
plain  how  an  instrument  entered  at  the  ostium  and  pushed  diagonally  upward  at  once 
enters  the   ethmoid  parallelogram. 


So  much  for  the  anatomy  of  the  sphenoid.  I  wish  now  to  dis- 
cuss the  method  of  approaching  it. 

For  this  purpose  the  inner  wall  of  the  antrum  has  an  especial 
importance.  This  wall  is  roughly  quadrilaterial,  and  is  divided 
into  two  parts  by  the  insertion  of  the  inferior  turbinate.  The  line 
of  the  insertion  of  the  turbinate  runs  from  the  anterior  superior 
angle  to  the  middle  of  the  posterior  border.  The  part  of  the  wall 
above  this  line  belongs  to  the  middle  meatus  and  the  part  below 
to  the  inferior  meatus.  The  part  above  this  line,  or  the  superior 
triangle,  is  mostly  membranous.     It  is  bounded  above  by  the  pos- 
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terior  ethmoid  cells,  in  front  by  the  unciform  process  of  the  eth- 
moid, behind  by  the  vertical  plate  of  the  palate  bone.  The  accessory 
ostium  of  the  antrum  (which  occurs  once  in  five  cases)  is  simply  a 
further  subdivision  of  this  superior  triangle  by  a  branching  process 
of  the  unciform  process.  Therefore,  it  is  not  so  often  pathological 
as  is  ordinarily  supposed.  The  unciform  process  is  very  thin  and  of 
no  operative  importance. 

The  ostium  is  also  in  this  anterior  superior  angle  of  the  inner 
wall  of  the  antrum.  It  is  bounded  in  front  and  above  by  the  unci- 
form process,  below  by  the  inferior  turbinate  and  behind  by  the 
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Fig.    XIV. — Right  superior   maxillary  bone;    inner   view. — Quain. 


terminal  part  of  the  unciform  process.    The  ostium  is  hidden  under 
the  lip  of  the  hiatus  semilunaris. 

The  inferior  triangles  corresponds  to  the  inferior  meatus. 
Anteriorly  a  bit  of  the  nasal  process  of  the  superior  max- 
illa comes  into  this  region.  Posteriorly  a  little  of  the  palate  bone, 
and  between  these  two  the  thin  process  of  the  inferior  turbinate, 
which  hooks  the  turbinate  into  place.  In  order  to  enter  the  antrum 
by  the  inferior  meatus  the  puncture  should  be  made  at  least  2  c.  c. 
(^  inch)  back  of  the  nasal  spine,  in  order  to  avoid  the  danger,  or 
rather  the  annoyance  of  missing  the  antrum  and  coming  out  in 
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the   cheek   in   the   canine   fossa.     Higher   up   in   this   triangle   the 
lachrymal  duct  makes  a  marked  swelling. 

If  the  antrum  is  opened  from  the  canine  fossa  and  the  upper  part 
of  its  inner  wall  along  the  line  of  the  junction  of  the  inner  wall 
and  the  roof  of  the  antrum  is  examined,  the  following  structures  are 
found :  The  first  quarter  of  an  inch  of  the  wall  makes  the  outer 
boundary  of  the  lachrymal  canal.    The  position  of  the  canal  is  gen- 


Fig. 

Mosher. 


XV. — Showing    the    hiatus    semilunaris,    the    ostium    and    the    ethmoid    bulla.- 


erally  indicated  by  a  swelling.  Just  internal  to  this,  or,  if  there  is 
no  swelling  present,  three-eights  to  one-half  an  inch  from  the  sur- 
face, the  ostium  is  placed.  One-half  of  an  inch  in,  however,  will 
usually  clear  the  lachrymal  canal.  Beyond  the  ostium  the  upper 
part  of  the  inner  wall  of  the  antrum  is  almost  entirely  membranous, 
except  for  the  paper-like  process  of  the  ethmoid  (the  uncinate), 
which  projects  downward  and  strengthens  it.  A  knife,  there- 
fore,    entered    at    the    ostium,    inclined    toward    the    horizontal 
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as  much  as  the  opening  in  the  canine  fossa  permits,  and 
carried  directly  backward,  would  cut  only  the  membranous 
part  of  the  wall,  except,  of  course,  this  unimportant  process  of 
the  ethmoid,  and  would  bring  up  against  the  maxillary  process 
of  the  palate  bone.  In  most  cases  this  is  extremely  thin,  so  that 
the  knife  would  penetrate  this  and  be  stopped  by  the  ascending 
process  of  the  palate  where  it  lies  against  the  posterior  inner  angle 


Fig.  XVI. — Shows  the  method  of  reaching  the  ethmoid  cells  from  the  antrum  and  the 
incision  in  the  upper  part  of  its  inner  wall  through  which  this  is  accomplished.  The 
anterior  end  of  the  incision  is  at  the  point  where  the  probe  entered.  (This  corresponds 
to  the  ostium.)  The  crescentic  line  in  front  of  this  is  the  anterior  border  of  the  hiatus 
semilunaris.  From  the  prob'e  horizontally  backward  the  heavy  black  line  is  the  incision 
through  which  the  cells  have  been  reached.  Above  this  the  drawing  shows  how  the 
middle  and  posterior  ethmoid  cells  have  been  cleared  away,  and  farther  back  shows  how 
the   front  wall   of  the  sphenoidal  sinus  has  been  broken  down. 


of  the  superior  maxilla,  like  one  finger  against  another,  and 
strengthens  it.  The  lachrymal  canal  is  entirely  out  of  relation  to  the 
incision.  The  incision  so  made  is  about  one-half  of  an  inch  long. 
No  vessels  of  any  size  are  cut.  The  inner  wall  of  the  antrum  hangs 
like  a  curtain  from  the  lower  part  of  the  inner  angle  of  the  orbit. 
The  knife  shaves  it  ofif  much  as  the  mesentery  is  cut  frorn  the  small 
bowel.     For  practical  purposes  the  inner  wall  of  the  antrum  can 
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be  regarded  as  made  up  much  the  same  as  it  is  in  the  disarticulated 
bone,  that  is,  the  first  quarter  of  an  inch  is  the  outer  boundary  of 
the  lachrymal  canal ;  then  comes  the  ostium,  next  one-half  inch  of 
membrane,  and  finally,  for  three-eighths  of  an  inch,  bone  again. 

A  curette  entered  through  the  ostium,  inclined  toward  the  septum, 
and  carried  back  in  this  incision  would  strike,  first,  the  ethmoid 
bulla  with  the  rest  of  the  anterior  ethmoid  cells,  then  the  posterior 


Fig.  XVII. — The  large  circle  represents  the  operating  opening  in  the  center  of 
the  canine  fossa;  the  smaller  circle,  the  ostium  of  the  antrum.  The  artery  in  the 
posterior  part  of  the  inner  wall  of  the  antrum  is  the  descending  branch  of  the  o,uter 
branch  of  the  naso-palatine  artery.  The  posterior  line  drawn  from  the  center  of  the  canine 
fossa  backward  represents  the  distance  to  the  lower  border  of  the  anterior  face  of  the 
sphenoid.  The  anterior  line  from  the  center  of  the  canine  fossa  passes  up  through  the 
ostium  to  the  cribriform  plate. — Mosher. 


cells,  and,  finally,  the  anterior  wall  of  the  sphenoid.  The  ethmoid 
parallelogram  is  opened  from  its  lower  outer  angle,  and  the  cells 
can  be  removed  by  working  upward  and  inward,  toward  the  septum 
and  away  from  the  orbit.  The  height  of  the  working  space  is  the 
height  of  the  os  planum  of  the  ethmoid  minus  the  notch  made  in 
the  upper  wall  of  the  ethmoid  parallelogram  by  the  dipping  down- 
ward of  the  olfactory  groove.  This  leaves  the  working  space 
about  one-half  inch. 
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Furet  abandoned  the  inner  posterior  superior  angle,  where  the 
antrum  prolongation  of  the  sphenoidal  so  often  occurs,  angle  of  the 
antrum  as  the  site  for  approaching  the  sphenoid  and  advised  the  use 
of  the  inner  wall.  Jansen,  some  years  before,  had  practiced  the 
same  procedure.  Furet  resects  a  large  part  of  the  inner  wall  so  that 
he  can,  by  means  of  a  head  mirror  and  good  hemostasis,  get  a  view 
of  the  anterior  face  of  the  sphenoid  and  the  upper  part  of  the 
choanae.  The  sphenoid  in  this  place  is  very  friable,  and  both  sinuses 
can  be  opened  from  here. 


Fig.   XVIII. — Figure  showing  the  outer  wall  of  the  nose  and  giving  operating  meas- 
urements.— Mosher, 


In  opening  the  sphenoid  a  finger  introduced  through  the  mouth 
into  the  posterior  nares,  as  advised  by  St.  Clair  Thompson,  is  an 
additional  guide  to  the  lower  edge  of  the  anterior  surface. 

Today  we  have  small  electric  lamps  which  can  be  placed  in  the 
antrum  to  help  out  the  illumination  and  adrenalin  chloride  to  per- 
fect the  hemostasis.  Proper  retractors  for  the  upper  lip  are  equally 
important. 

I  have  measured  50  half  heads  in  order  to  get  an  idea  of  the  op- 
erating distances  to  the  cribriform  plate  and  to  the  sphenoid. 
The  first  measurement  is  the  distance  from  the  centre  of  the  canine 
fossa  back  through  the  posterior  part  of  the  membranous  area 
of  the  inner  wall  of  the  antrum  to  the  lower  border  of  the  anterior 
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face  of  the  sphenoid.  This  is  a  Hne  through  the  posterior  end  of 
the  incision,  which  was  made  from  the  ostium  backward.  This 
measurement  varied  from  one  inch  and  a  half  to  two  inches.  Gen- 
erally it  was  two  inches  (5  c.  c.)  The  angle  at  which  the  curette 
should  be  carried  backward  in  order  to  strike  this  point  is  45°.  If 
the  curette  is  not  held  parallel  to  the  septum  there  is  danger 
of  opening  the  orbit  posteriorly,  not  otherwise.  The  distance 
straight  up  through  the  ostium  to  the  cribriform  plate  ranged  be- 
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Fig.    XIX. — Figure    showing    the    spheno-palatine    foramen    and    the    branches    of    the 
spheno-palatine  artery  to  the  sphenoidal  sinus  and  to  the  antrum. 


tween  one  inch  and  a  half  and  one  inch  and  seven-eighths.  It 
is  not  safe  to  curette  toward  the  cribriform  plate  further  than  one 
and  a  half  inches,  38  m.  m.,  or  practically  4  c.  c. 

Turn  now  to  the  inside  of  this  inner  wall  of  the  antrum,  or  what 
is  the  same  thing,  to  the  outer  wall  of  the  nares.  The  distance  from 
the  ostium  to  the  cribriform  plate  is  on  the  average  ^4  of  an  inch  (2 
c.  c.  )  In  one  case  only  did  I  find  it  a  half  of  an  inch.  This  distance  is 
the  working  distance  of  the  curette  upward.    A  half  an  inch,  there- 
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fore,  from  the  ostium  upward  is  the  Hmit  of  safety.  This  meas- 
urement also  (^  inch,  2  c.  c),  the  distance  from  the  ostium  to  the 
cribriform  plate,  is  roughly  the  measurement  of  the  anterior  face  of 
the  sphenoid. 

The  ostium  in  a  great  majority  of  cases  is  on  a  line  with  the 
lower  edge  of  the  anterior  face  of  the  sphenoid.  It  may  be  a  little 
above  or  a  little  below,  but  for  surgical  purposes  the  line  from  the 
ostium  backward  can  serve  as  a  guide  to  this  point. 


Fig.    XX. — Cast   of  the  accessory  sinuses   and   the   ethmoid   cells,   showing   how   they 
all   focus  toward  the  antrum. — Sieur  and  Jacob. 


The  only  vessel  which  is  in  danger  of  being  cut  in  this  incision 
through  the  membranous  area  of  the  inner  wall  is  the  outer  and 
descending  branch  of  the  spheno-palatine  artery.  This,  however,  runs 
down  on  the  ascending  process  of  the  palate  bone  and  is  not  in 
danger  if  the  incision  is  stopped  a  quarter,  of  an  inch  in  front  of 
the  posterior  angle  of  the  antrum,  or  if  the  incision  is  not  pro- 
longed beyond  the  natural  stopping  place  caused  by  the  resistance 
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this  process  gives  to  the  knife.  Unless  the  incision  is  pushed  farther 
back  the  spheno-palatine  ganghon,  which  is  the  Gasserian  gangUon 
of  the  nose,  is  not  in  any  danger. 

The  inner  wall  of  the  antrum  measured  between  lyg  to  1^ 
inches  (3-4  c.  c.) 

If  the  ostium  of  the  antrum  should  not  be  found  easily,  one-half 
inch  (12  m.  m.)  will,  in  the  majority  of  cases,  clear  the  swelling  of 
the  lachrymal  duct.  The  membranous  area  varied  between  one  inch 
and  one-half  of  an  inch  (2^  c.  c.-4  c.  c.)  The  average  meas- 
urement was  three-quarters  of  an  inch  (2  c.  c.)  I  can  see  no  help  for 
wounding  the  branch  of  the  spheno-palatine  artery,  which  crosses 
transversely  the  face  of  the  sinus  below  the  ostium.  Cases  of  fatal 
bleeding  have  been  reported  from  injury  of  this  vessel.  One  won- 
ders, however,  if  the  bleeding  was  not  rather  from  some  larger  vessel 
like  the  cavernous  sinus  or  the  carotid  artery,  or  the  ophthalmic. 

I  have  found  it  very  useful  in  experimenting  to  work  with  a 
measured  curette.  It  is  equally  reassuring  to  have  a  measured 
curette  when  you  are  working  in  the  nose.  The  distances  of  1^, 
2  and  2^  inches  (4,  5,  6^  c.  c.)  are  marked  on  the  shaft, 
either  by  grooves,  or  what  is  better,  because  blood  would  not 
obscure  them  so  readily,  by  slight  ferrules.  In  addition,  I  must 
add  a  word  for  the  warm  ether  apparatus.  This  does  away  with 
the  use  of  a  cone  in  etherizing,  and  enables  the  operator  to  work 
uninterruptedly.  The  dentists  have  been  using  this  for  the  last 
five  years  in  Boston  for  cleft  palate  work.  I  happened  upon  it  this 
last  summer  and  introduced  it  into  throat  work.  It  has  proven  a 
great  help. 

I  have  shown,  I  hope,  the  importance  of  these  increased  rela- 
tionships of  the  sphenoidal  sinus.  When  in  one-fourth  of  all  cases 
it  comes  into  relationship  with  the  antrum,  it  can  no  longer  be 
regarded  as  isolated.  Since  this  occurs  so  often,  it  would  seem 
natural  to  approach  the  sphenoid  through  the  antrum,  especially 
as  the  inner  wall  of  this  offers  a  large  operating  space.  If  this  wall 
is  extensively  broken  down  it  enables  the  operator  to  see  the  face 
of  the  sphenoid.  This  can  be  accomplished  so  well  in  no  other 
way.  Through  the  nose  the  lower  anterior  edge  of  the  face  of 
the  sphenoid,  measured  as  I  measure,  is  2^  inches,  and  from  the 
middle  of  the  canine  fossa,  1^  to  2  inches,  or  5^/^  c.  c,  and  4  to 
5  c.  c.  According  to  Sieur  and  Jacob,  this  distance  measured 
through  the  nose,  and  from  the  nasal  spine,  is  7-8  c.  c,  and  meas- 
ured from  the  anterior'  part  of  the  antrum,  5  c.  c.  The  route  to 
the  sphenoid  by  way  of  the  antrum  is,  therefore,  the  shortest  and 
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most  direct.  By  it  the  operator  has  two  guides  to  the  lower  edge 
of  the  sphenoid,  the  finger  in  the  mouth  at  the  upper  rim  of  the 
choanae  and  the  level  given  by  the  incision  made  from  the  ostium 
backward  through  the  membranous  area.  By  this  route  three  of 
the  four  accessory  sinuses  of  one  side  can  be  opened  up.  The 
sphenoidal  sinus  of  the  opposite  side  can  also  be  opened  and  ex- 
perimentally on  the  cadaver,  in  many  cases,  the  frontal  sinus. 

In  combined  empyemata  of  the  antrum,  the  ethmoid  region  and 
the  sphenoid,  I  think  that  this  method  is  the  method  of  choice. 
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THE  TREATMENT  OF  ABSCESS  OF  THE  SEPTUM  WITH 

SPECIAL  REFERENCE  TO  THE  PREVENTION 

OF  SUBSEQUENT  DEFORMITIES.* 

BY  C.   G.    COAKLEY^   M.   D.^   NEW  YORK. 

The  treatment  of  an  abscess  of  the  septum  may  be  considered 
under  two  heads :  First,  the  evacuation  of  the  pus  for  the  reUef 
of  the  immediate  symptoms,  such  as  pain  and  nasal  obstruction.  Sec- 
ondly, the  prevention  of  subsequent  deformities.  These  vary  con- 
siderably and  depend  upon  the  destruction  of  part  or  a  whole  of 
the  cartilaginous  septum,  the  development  of  new  connective  tissue 
between  the  two  layers  of  muco-perichondrium  over  the  site 
of  the  cartilaginous  septum  and  the  sinking  in  of  the  soft  parts  over 
the  tip  of  the  nose,  owing  to  lack  of  proper  support. 

On  looking  up  the  literature  of  abscess  of  septum,  as  contained 
in  the  text  books,  written  by  American  and  foreign  authors,  the 
reader  will  find  much  valuable  advice  as  to  treatment  under  the 
first  heading.  The  importance  of  an  early  evacuation  of  the  pus 
is  stated,  and  many  valuable  suggestions  are  given  regarding  the 
subject  of  drainage  to  prevent  re-accumulation  of  pus.  No  writer 
gives  explicit  directions,  which,  if  followed,  will  prevent  or  minim- 
ize the  subsequent  deformities. 

It  is  hardly  necessary  to  remind  the  Fellows  of  this  Society  that 
the  cartilage  of  the  septum  receives  its  nutrition  from  the  mucous 
membrane  on  either  side  of  it,  and  that,  therefore,  this  portion  of 
the  nasal  mucous  membrane  acts  as  a  perichondrium  to  the  car- 
tilage. It  has  surprised  us  to  note  how  quickly  the  cartilage  melts 
away  and  disappears  when  pus  is  formed  on  each  side  of  the  septum 
between  it  and  the  mucous  membrane.  In  one  case  a  male,  aged  27, 
who  was  first  seen  six  days  after  a  blow  on  the  nose,  a  bilateral 
swelling  was  found  just  within  the  vestibule  of  the  nose  and  after 
evacuating  about  two  drachms  of  pus,  a  perforation  of  the  cartilage 
of  the  septum  three-quarters  of  an  inch  in  diameter  was  detected.  In 
dispensary  practice  it  is  not  unusual  for  a  patient  to  present  him- 
self with  an  abscess  of  the  septum  anywhere  from  one  to  three 
weeks  following  the  traumatism,  and  if  the  abscess  is  bilateral,  there 
is  always  a  large  loss  of  the  cartilaginous  septum.  If  such  cases 
are  treated  similarly  to  abscesses  in  other  parts  of  the  body,  namely, 
by  incision,  evacuation  of  the  pus,  washing  the  cavity  with  an  anti- 
septic solution  and  drainage,  deformity  in  some  degree  will  result. 
Tamponing  the  anterior  part  of  the  nasal  cavities  opposite  the  car- 
tilaginous septum,  as  advocated  by  some  authors,  and  formerly  prac- 
ticed by  the  writer,  was  frequently  followed  by  considerable  deform- 
ity. On  studying  the  cases  we  noticed  that  the  septum  was  unusually 
thick  over  the  site  of  the  abscess,  due  to  a  separation  of  the  two 

*  Read  before  the  Eastern  Section  of  the  American  Laryngological,  Rhinological  and  Otological 
Society,  Boston,  February  14th,  1903. 
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layers  of  muco-perichondrium.  The  intervening  space  was  filled 
in  with  connective  tissue.  This  broadening  of  the  septum  interfered 
with  the  respiratory  functions  of  the  nose  in  one  or  both  nasal  cav- 
ities, and  in  time  a  greater  or  less  depression  or  flattening  of  the 
exterior  of  the  nose  took  place.  Believing  that  this  thickening  and 
depression  was  due  to  the  uneven  pressure  of  the  gauze  packing,  it 
occurred  to  me  to  employ  the  Simpson  tampon  to  keep  the  two  layers 
of  muco-  perichondrium  in  close  juxtaposition  during  healing  and 
at  the  same  time  to  help  bear  the  weight  of  the  superimposed  soft 
parts  until  the  newly  formed  connective  tissue  was  of  sufficient 
density  to  support  them  unaided. 

An  incision  is  made  into  the  abscess  cavity  on  that  side  which 
seems  the  more  soft  or  fluctuating.  The  incision  is  begtin  opposite 
the  middle  of  the  columna,  and  as  far  anterior  as  possible.  It  is 
carried  with  one  sweep  down  to  the  floor  of  the  nose.  The  abscess 
cavity  is  irrigated  with  carbolic  solution,  1-100,  the  head  being 
inclined  forward  so  that  the  fluid  will  come  out  of  the  anterior 
nares  and  not  flow  through  the  nasal  cavity.  Both  nasal  cavities  are 
then  sprayed  with  a  4  per  cent  solution  of  cocain,  to  which  a  few 
drops  of  adrenalin  chloride,  1-1000,  have  been  added. 

After  waiting  five  minutes,  a  cotton-wound  applicator  is  passed 
into  each  nasal  cavity,  back  of  the  posterior  border  of  the  abscess 
cavity,  and  together  they  are  drawn  forward,  making  pressure 
against  the  septum,  thus  stripping  the  abscess  cavity  of  any  remain- 
ing secretion.  The  nasal  cavities  are  next  irrigated  with  Dobell's 
solution  and  a  Simpson  tampon  inserted  into  each  naris.  In  the 
case  of  children  and  in  some  adults  it  may  be  necessary  to  trim  the 
tampon  to  fit  the  nasal  cavity.  The  tampon  inserted  into  the  side 
on  which  the  incision  was  made  should  have  its  anterior  end  just 
posterior  to  the  line  of  incision  into  the  abscess.  If  a  little  anti- 
septic spray  be  injected  into  each  naris  the  tampon  will  immediately 
swell  and  the  operator  may  be  sure  that  they  will  retain  their  place. 
A  small  piece  of  gauze  may  be  inserted  into  the  abscess  cavity  for  24 
or  48  hours,  if  desired,  but  we  have  found  that  if  the  incision  were 
a  good,  generous  one,  say  from  ^  of  an  inch  to  1  inch  in  length, 
gauze  drainage  is  unnecessary.  Tampons  must  be  removed  every  24 
hours  and  fresh  ones  inserted  for  about  a  week.  The  nasal  cavity  is 
sprayed  with  cocain  and  adrenalin  each  time  and  also  irrigated  with 
an  antiseptic  solution.  At  the  end  of  a  week  some  form  of  hollow 
nasal  -splint  may  be  substituted  for  the  Simpson  tampons,  for  while 
wearing  the  tampon  the  patient  must  necessarily  be  a  mouth-breather. 
The  splint  which  we  have  most  frequently  employed  is  the  non-per- 
forated Kyle  splint  on  account  of  the  ease  with  which  it  can  be 
moulded  to  the  peculiarities  of  each  case.  It  is  advisable  to  wear 
the  splints  for  three  weeks,  at  the  end  of  which  the  connective  tissue 
will  be  well  organized,  the  septum  of  normal  thickness,  and  having 
a  rigidity  that  very  closely  approximates  that  of  the  normal  cartila- 
ginous septum. 

49  W.  58th  St. 


THE  COLD  SNARE  IN  TONSILLOTOMY,  WITH    EXHIBITION 
OF  INSTRUMENT. 

BY  H.  L.   MYERS^  M.  D.,  NORFOLK,  VA. 

Visiting  Rhinologist  to  Hospital  of  St.  Vincent  DePauI. 

For  the  last  ten  years  I  have  employed  the  cold  snare  almost 
exclusively  in  the  operation  for  the  removal  of  tonsils,  and  during 
this  period  the  instrument  has  never  failed  to  do  perfect  work  nor 
have  I  had  the  disagreeable  occurence  of  a  single  serious  hemor  • 
hage.  I,  therefore,  feel  that  I  am  justifiable  in  considering  it  the 
ideal  instrument  for  tonsillotomy  and  feel  warranted  in  bringing  this 
testimony  before  this  Society.  The  points  of  excellency  I  would 
mention  are:  Its  ease  of  manipulation,  requiring  very  little  space 
and  consequently  it  is  used  with  great  advantage  in  children  where 
the  space  is  often  extremely  limited.  It  glides  easily  along  the  side 
of  the  tongue  and  can  be  placed  in  position  over  the  tonsil  without 
gagging  the  patient,  in  this  respect  being  greatly  superior  to  any 
tonsillotome  I  have  ever  seen.  The  small  wire  loop  and  slender 
canula  is  not  terrifying  in  appearance  to  the  nervous  child  and  he 
will  frequently  permit  its  adjustment  when  the  sight  of  a  long 
and  bulky  instrument  like  the  tonsillotome  will  inspire  him  with 
such  terror  as  to  effectually  prevent  the  operation  without  force  or 
an  anaesthetic;  and  I  am  sure  we  will  all  admit  that  every  attempt 
should  be  made  to  do  the  operation  without  an  anaesthetic  when 
the  opportunities  for  a  successful  operation  are  equal. 

"Only  a  little  wire"  is  often  the  magic  sentence  which  procures 
the  desired  consent  and  permits  us  to  perform  the  operation  under 
the  most  favorable  conditions. 

The  greatest  point  of  superiority,  however,  of  this  instrument 
is  that  it  is  adapted  to  any  tonsil  that  requires  removal.  That 
variety  of  hard,  flattened  and  half-buried  tonsil  which  no  tonsillotome 
would  engage  without  great  difficulty  and  then  with  poor  result,  is 
very  readily  removed  by  the  properly  constructed  snare  by  the  addi- 
tional use  of  a  small  tenaculum  to  draw  the  tonsil  from  its  bed  into 
the  loop.  Of  course  all  adhesions  should  be  divided  when  possible, 
but,  given  an  adherent  tonsil,  the  cold  snare  will  do  more  satis- 
factory work  unaided,  except  by  the  tenaculum,  and  cause  less 
damage  to  the  facial  pillows  than  any  other  instrument  I  have  tried. 

Under  local  anaesthesia  the  pain  is  not  severe  and  as  the  loop  ad- 
mits of  such  instantaneous  closing,  the  child  is  hardly  aware  of  the 
fact  that  the  operation  has  begim  before  it  is  finished.  I  have  never 
had  one  to  refuse  to  have  the  other  tonsil  removed  in  the  same  man- 
ner, although  it  is  my  custom  to  let  several  days  intervene  between 
each  operation  when  possible.  The  hemorrhage  is  less  than  with 
other  instruments  I  have  used,  in  fact,  I  have  never  had  occasion 
to  resort  to  unusual  methods  to  control  any  case  I  have  used  it  with. 
I  did,  however,  see  one  case,  that  of  a  young  adult  whose  tonsil 
was  removed  by  a  friend  of  mine  in  which  secondary  hemorrhage 
came  on,  but  was  controlled  by  the  galvano-cautery  and  compression 
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of  the  carotid  in  a  short  time.  The  method  is  even  better  in  the 
adult  than  the  child  and  I  believe  is  now  considered  by  most  of 
us  as  the  safest,  having  the  galvano-cautery  loop,  regardless  of  the 
variety  of  tonsil. 

I  have  never  encountered  a  tonsil  too  hard  to  be  easily  severed 
with  this  snare. 

It  is  used  with  as  great  facility  under  angethesia  as  other  in- 
struments and  if  perhaps  with  a  little  less  despatch,  with  far 
cleaner  results,  in  most  cases  bringing  away  the  entire  hypertro- 
phied  portion  with  little  hemorrhage,  a  great  advantage  where  ade- 
noids must  be  removed  at  the  same  operation. 

I  believe  that  the  failure  of  many  operators  to  get  satisfactory 
results  from  the  use  of  the  cold  snare  in  this  operation,  is  due  to 
their  use  of  an  improperly  constructed  instrument.  It  is  easily 
seen  why  some  snares  are  unsatisfactory.  The  trouble  is  the  canula. 
The  instrument  I  use  is  very  simple  in  pattern,  strong,  light  and 
quickly  and  surely  adjustable.  It  is  known  as  Dunn's  snare,  be- 
cause to  Dr.  John  Dunn  of  Richmond,  Va.,  is  due  the  credit  of 
giving  it  the  one  feature  which  renders  it  so  particularly  useful  in 
this  as  well  as  other  operations,  and  that  feature  is  the  flattened 
end  of  the  canula,  enabling  the  operator  to  adjust  and  maintain  the 
loop  in  any  position  he  may  desire.  It  is  just  the  point  which  renders 
this  snare  superior  to  others  I  have  seen  intended  for  this  work. 
Dr.  Dunn's  original  instrument  was  designed  with  a  much  lighter 
and  shorter  handle,  than  the  instrument  I  am  exhibiting  to  you 
today  and  the  failure  of  the  lighter  handle  to  stand  the  necessary 
strain  in  several  of  my  earlier  operations,  induced  me  to  have  made 
a  much  stronger  handle  with  a  larger  shank,  as  seen  in  this  instru- 
ment. The  sliding  bar  has  also  been  made  much  heavier.  This 
modified  handle  permits  of  a  larger  loop  and  any  strain  -which  may 
be  required  of  it. 

The  technique  of  using  the  instrument  is  simple.  The  tonsil  is 
painted  over  several  times  with  10%  solution  of  cocaine  and  a  few 
minutes  are  allowed  for  complete  anaesthesia.  The  patient  is  then 
given  a  small  tongue  depressor  and  instructed  how  to  hold  his  own 
tongue,  and  I  may  say  that  I  have  rarely  encountered  one  that  was 
old  enough  to  permit  an  operation  without  general  anaesthesia  who 
could  not  do  this  satisfactorily.  The  loop,  which  should  not  be  made 
as  large  as  the  tonsil  appears,  is  placed  over  the  tonsil  and  the  gland 
is  tucked  into  it  all  around  with  the  tenaculum.  The  loop  is  then 
slightly  contracted  to  test  its  hold,  the  tenaculum  is  dropped  and 
that  hand  is  quickly  placed  over  the  one  holding  the  snare  and  by  the 
combined  strength  of  both  hands  the  loop  is  closed  in  one  quick 
movement.  This  seems  a  great  deal  of  technique  but  in  reality  it 
requires  only  a  moment,  and  the  patient,  unless  usually  nervous 
is  not  disturbed  by  the  necessary  manipulation.  The  patients  com- 
plain at  times  of  a  slight  pain  radiating  to  the  ear  after  the  opera- 
tion, but  this  rapidly  subsides,  and  the  healing  is  almost  unexcep- 
tionally  rapid  and  uneventful.  I  am  satisfied  that  a  trial  of  this 
operation  with  a  proper  instrument  will  convince  those  who  have 
never  used  the  method  that  I  am  not  too  enthusiastic  in  its  praise. 

151  Granby  Street. 


ALARMING  HEMORRHAGE  FOLLOWING  EXCISION  OF 
TONSILS  AND  ADENOIDS. 

BY  ALBERT  E.  BULSOX,  JR.,  B.   S.,   M.  D.,  FORT  WAYNE,  IXD. 
Professor  of  Ophthalmology  in  the  Fort  Wayne  College  of  Medicine. 

While  the  danger  of  alarming  hemorrhage  following  removal  of 
tonsils  and  adenoids  is  mentioned  in  nearly  all  text-books,  and 
cases  bearing  upon  the  subject  are  occasionally  reported,  yet  the 
importance  of  the  subject  can  not  be  too  forcibly  impressed  upon  the 
minds  of  all  operators.  The  following  case,  the  first  of  its  kind  in 
the  writer's  experience,  covering  several  hundred  operations  at  the 
Indiana  School  for  Feeble  Minded  Youths,  and  in  private  practice, 
seems  of  sufficient  interest  to  warrant  report. 

R.  T.,  a  boy  six  years  of  age,  fairly  well  nourished,  but  suffering 
from  very  large  tonsils  and  a  moderate  amount  of  adenoid  tissue 
in  the  vault  of  the  pharynx,  was  operated  at  10  a.  m.,  Jan.  18,  1903, 
under  ether  anaesthesia,  the  tonsils  and  adenoids  being  excised  in 
the  usual  manner  (tonsillotome  and  Gottstein  curette).  The  pa- 
tient was  under  the  direct  observation  of  the  operator  for  two  hours 
following  the  operation,  but  before  the  end  of  that  time  all  hem- 
orrhage had  ceased  and  the  patient  was  conscious.  Eight  hours 
later  a  .report  came  from  the  patient's  home  saying  that 
the  patint  was  very  restless,  breathing  badly  and  had  just 
vomited  a  great  quantity  of  blood.  On  arriving  at  the  house  the 
patient  was  found  to  be  very  pale,  with  pulse  140,  and  breathing 
irregular.  A  hasty  examination  of  the  throat  showed  that  a  well 
organized  clot  covered  each  tonsil  and  that  no  hemorrhage  was 
trickling  down  from  the  naso-pharynx.  As  a  precautionary  meas- 
ure, however,  a  1  to  3000  adrenalin  solution  was  thoroughly  sprayed 
into  the  throat  and  nose.  In  addition  to  this  about  one-half  pint  of 
nonnal  saline  solution  was  injected  per  rectum,  and  though  only 
a  portion  of  the  quantity  was  retained,  yet  it  was  sufficient  to  in- 
crease the  blood  pressure  and  slightly  improve  the  general  condi- 
tion of  the  patient.  Soon  after  this  Dr.  V.  Van  Sweringen,  who 
had  been  telephoned  to  bring  the  apparatus  for  transfusion,  arrived, 
and  a  pint  of  normal  saline  solution  was  given  by  hypodermoclysis. 
Fearing  a  possible  return  of  the  hemorrhage  as  a  result  of  the  in- 
creased blood  pressure  brought  about  by  the  saline  injection,  re- 
peated and  careful  examination  of  the  throat  was  made  during  a 
couple  of  hours  following  the  injection,  but  at  each  examination  the 
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throat  was  found  dry  and  free  from  hemorrhage.  The  general 
condition  continued  to  slowly  improve,  and  at  1  a.  m.  the  pulse  was 
120,  respirations  regular,  and  patient  quiet.  At  this  hour  Dr. 
Sweringen  and  the  writer,  both  of  whom  had  been  requested  to 
remain  in  the  house  until  morning,  retired  for  a  little  rest,  leaving 
instructions  to  be  called  at  once  in  case  of  change  for  the  worse  in 
the  condition  of  the  patient.  We  were  not  disturbed  until  5 :30 
a.  m.,  when  we  were  told  that  the  patient  had  slept  continuously 
since  2  a.  m.,  but  was  now  very  restless  and  could  not  be  aroused 
to  take  the  fluid  nourishment,  which  we  had  ordered.  Upon  exam- 
inating  the  patient  we  were  astounded  to  find  him  unconscious, 
the  breathing  very  irregular  and  shallow,  temperature  106,  and 
pulse  too  fast'  to  be  accurately  counted.  The  patient  was  clearly 
in  a  dying  condition  and  yet  we  could  not  for  the  moment  account 
for  the  changed  condition.  An  examination  of  the  throat  dis- 
closed no  fresh  hemorrhage,  and  the  child  had  not  vomited  since 
early  the  previous  evening.  Hypodermics  of  strychnine  and  whiskey, 
and  saline  injections,  supplemented  by  cold  sponging  brought  the 
pulse  and  temperature  down  slowly,  and  four  hours  later  the  patient 
was  conscious,  temperature  102,  pulse  130,  and  taking  nourish- 
ment. From  this  time  on  the  recovery  was  uneventful,  the  patient 
gaining  strength  every  day  until  the  eighth  day  following  the  op- 
eration, when  he  was  allowed  to  be  dressed  and  to  play  about  the 
house.  Fortunately  the  parents  of  the  child  appreciate  the  great 
benefit  derived  from  the  operation,  as  evidenced  by  the*  free  and 
easy  respiration  and  improved  voice,  and  look  upon  our  exper- 
ience as  one  of  the  complications  which  occasionally  follow  any 
operative  interference. 

The  writer  is  satisfied  that  secondary  hemorrhage  came  on  any- 
where from  three  to  five  hours  after  the  operation,  while  the  child 
was  asleep,  and  that  all  of  the  blood  was  swallowed.  Probably 
the  hemorrhage  had  ceased  just  before  the  vomiting,  or  about  that 
time,  as  a  result  of  collapse  of  the  depleted  vessels  and  clot,  for 
soon  afterwards,  when  the  writer  arrived,  the  throat  appeared  en- 
tirely free  of  hemorrhage  and  remained  so  for  some  hours  or  up 
to  the  time  when  the  child  was  left  in  the  care  of  the  nurses  (mem- 
bers of  family)  and  the  physicians  retired.  The  alamiing  condition 
found  at  5  :30  a.  m.  can  only  be  accounted  for  on  the  ground  that 
the  gradually  increasing  blood  pressure,  following  the  saline  injec- 
tion, eventually  reopened  the  vessels  that  had  been  bleeding  and 
renewed  the  hemorrhage,  the  blood  being  swallowed  as  in  the  first 
hemorrhage.     This  hemorrhage  must  have  ceased  from  collapse  of 
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the  vessels  before  5:30  a.  m.,  when  we  were  called,  for  at  that  .time 
the  throat  appeared  perfectly  dry  and  remained  so  ever  afterward. 
While  we  were  not  able  to  discover  demorrhage,  and  the  child  vom.- 
ited  no  blood,  yet  we  can  account  for  the  collapse  on  no  other 
ground;  for  with  the  saline  injection  and  the  nourishment  the  pa- 
tient, if  not  bleeding,  ought  to  have  been  gaining  every  hour.  The 
very  high  temperature  bears  a  resemblance  to  the  high  temperature 
which  frequently  comes  on  just  prior  to  death,  and  is  thought  to 
have  been  of  that  kind. 

The  experience  has  not  been  without  its  lesson.  The  writer,  in 
common  with  many  other  operators,  had  looked  upon  secondary 
hemorrhage  from  excision  of  tonsils  and  adenoids  as  of  comparative- 
ly rare  occurrence.  He  is  now  convinced  that  it  is  very  much  in  the 
line  of  possibility,  and  therefore  every  operated  case  should  be  within 
easy  reach  of  the  operator,  and  in  the  charge  of  a  competent  trained 
nurse  for  at  least  two  days  following  the  operation.  Unless  carefully 
watched  a  child  may  be  swallowing  blood  for  hours  before  the  hem- 
orrhage is  detected.  A  competent  nurse  would  discover  the  trouble 
early  through  change  in  the  pulse  rate,  for  the  pulse  is  a  sure  indi- 
cator of  disturbance  in  the  circulation. 

If  used  intelligently  the'  writer  believes  that  adrenalin  solution 
will  check  all  ordinary  hemorrhage  following  tonsil  and  adenoid 
operations,  but  failing  in  that  the  tonsils  should  be  compressed,  or 
the  post  nasal  space  packed,  as  the  source  of  hemorrhage  may  indi- 
cate. 

In  the  case  here  detailed  it  is  believed  that  it  was  an  error  in 
judgment  not  to  take  the  precaution  to  pack  the  post-nasal  space 
before  or  immediately  after  the  hypodermoclysis,  as  it  is  thought 
that  the  second  hemorrhage,  caused  by  the  raising  of  the  blood 
pressure,  came  from  that  region,  even  though  there  was  nothing 
definite  to  point  to  such  conclusion.  Under  similar  circumstances 
transfusion  or  saline  injection  would  not  be  given  without  know- 
ing that  all  bleeding  points  were  under  control  by  ligature,  clamp 
or  packing. 


THE  HYPERTROPHIED  FAUCIAL  TONSIL.     WITH  A  REPORT 

OF  THE  MORBID  HISTOLOGY  OF  THE  SO-CALLED 

SUBMERGED  TONSIL. 

BY  ELLET  O.   SISSON^  M.  D.,  KEOKUK^  I  A. 
Member  Ninth  International  Ophthalmologlcal  Congress. 

In  presenting  a  paper  on  hypertrophy  of  the  faucial  tonsil,  I  am 
fully  aware  that  I  am  dealing  with  a  subject  with  which  all  of  you 
are  familiar,  and  upon  which  much  has  been  written,  therefore  it 
would  be  entirely  out  of  place  for  me  to  consume  valuable  time  in 
going  into  details.  I  shall  not  consider  the  etiology,  symptomatol- 
ogy, diagnosis  or  prognosis,  but  would  call  your  attention  for  a  few 
moments  to  its  pathology  and  treatment.  In  considering  the  former, 
I  shall  confine  myself  more  particularly  to  the  pathology  of  the  so- 
called  submerged  form. 

As  we  all  know,  there  are  two  distinct  forms  of  hypertrophy  of 
the  tonsils,  characterized  generally  by  the  term  "hard"  (fibrous) 
and  "soft"  (adenoid).  Shurly's  modification  of  Knight's  division  is 
very  complete.     He  divides  the  subject  into  four  classes : 

1 — Those  very  much  increased  in  size,  of  globular  or  lobular  shape, 
free,  and  hard  to  the  touch. 

2 — Those  which  are  flat,  elongated  and  amalgamated  more  or 
less  with  the  neighboring  glands. 

3 — Those  which  are  adherent  more  or  less  to  the  boundaries  of 
the  tonsillar  triangular  space. 

4 — The  enlarged  soft  tonsil,  either  free  or  adherent,  flat,  globular 
or  lobulated. 

In  the  third  class  would  come  the  so-called  submerged  form  as 
described  by  Pynchon. 

In  this  condition,  notwithstanding  a  general  fullness  of  the  throat, 
no  distinct  tonsillar  enlargement  can  be  seen.  Closer  inspection, 
however,  will  reveal  the  true  condition.  In  some  cases  the  faucial 
pillars  are  greatly  enlarged,  causing  an  even  lateral  fullness  with 
the  tonsillar  thickening.  In  others,  the  enlarged  tonsil  is  hidden 
by  the  plica  triangularis,  which  sometimes  extends  downward  and 
backward  from  the  margin  of  the  anterior  pillar.  In  fact  the  two 
pillars  and  tonsil  on  either  side  constitute  an  aglutinated,  hyper- 
trophied  mass;  the  anteriar  pillar  being  generally  adherent  to  the 


*  Presented  at  the  seventh  annual  meeting  of  the  Western  Ophthalmologic  and  Oto-Laryngologic 
Association,  held  at  Chicago,  April  10,  11  and  12,  1902. 
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tonsil.  A  microscopic  examination  of  a  number  of  specimens  fur- 
nished me  by  Dr.  Pynchon  showed  that  the  pathological  histology 
of  the  submerged  form  did  not  differ  markedly  from  the  other 
forms  of  tonsillar  hypertrophy,  only  that  the  "hard"  fibrous  predoim- 
nated  over  the  "soft"  adenoid  variety,  and  there  was  an  even  greater 
increase  of  connective  tissue.  It  formed  broad  bands  throughout  the 
gland,  laving  little  islands  of  lymphoid  cells  scattered  through  it, 
and  in  some  cases  forming  large  numbers  of  well  defined  alveoli 
containing  lyhphoid  cells,  causing  the  specimen  to  assume  the  ap- 
pearance of  a  scirrhous  carcinoma,  the  lymphoid  cells  taking  the 
place  of  the  epithelial  cells.  The  blood  vessels  in  the  connective 
tissue  are  much  larger  than  those  seen  in  the  normal  condition. 
The  laminated  epithelial  covering  is  a  good  deal  thickened.  Be- 
neath the  epithelium  the  mucosa  is  seen  to  be  increased  by  the  extra 
development  of  lymphatic  cells,  some  of  which  in  places  insinuate 
themselves  between  the  epithelial  cells.  The  acinous  mucous  glands 
naturally  present  in  the  tonsil  had  disappeared  in  the  majority  of 
specimens  examined. 

As  regards  treatment  it  is  pretty  well  conceded  that  the  applica- 
tion of  medicines  is  of  little  benefit,  and  practically  a  waste  of  val- 
uable time.  Surgical  treatment,  therefore,  is  the  only  rational  one 
and  should  be  adopted  in  the  majority  of  cases.  In  the  extirpation  of 
a  hypertrophied  tonsil,  the  surgical  technic  will  necessarily  vary 
according  to  the  size  and  nature  of  the  hypertrophy.  Again,  each 
operator  has  his  favorite  method  of  operating  and  the  method  that 
he  follows,  and  the  instruments  that  he  uses,  while  giving  him  ex- 
cellent results,  will  perhaps,  in  the  hands  of  his  colleague,  prove  very 
unsatisfactory. 

In  all  cases  before  operating  the  throat  should  be  thoroughly 
cleansed  by  the  use  of  an  alkaline  spray  or  disinfectant  throat-wash, 
and  it  is  best  when  a  general  anaesthetic  is  not  used,  to  paint  the 
tonsils  freely  with  a  15%  solution  of  cocaine  or  eucaine. 

For  performing  tonsillotomy  many  varieties  of  tonsillotome  are  in 
the  market.  The  simpler  their  construction  the  better.  Many  sur- 
geons prefer  the  knife,  the  cold  wire  snare  or  the  galvona-cautery 
snare.  If  the  tonsil  is  irregular  or  lobulated  to  such  an  extent  that 
it  is  impossible  to  engage  it  in  the  fenestra  or  the  tonsillotome  or 
surround  it  with  the  wire,  a  curved  blunted  pointed  bistoury  can  be 
used,  care  being  taken  not  to  cut  too  deep. 

The  galvano-cautery  loop  posses-ses  the  advantage  of  lessening 
the  tendency  to  hemorrhage  and  according  to  Loeb  its  destructive 
action  on  germ  life  is  a  point  to  be  considered.     In  the  removal 
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of  the  submerged  form,  as  practiced  in  a  large  number  of  cases 
by  Pynchon,  of  Chicago,  all  the  work  is  done  with  specially  de- 
vised electrodes  heated  to  a  white  heat.  In  this  operation  the  entire 
tonsil  is  not  generally  removed  at  one  sitting,  only  the  upper  half 
is  dissected  out  the  first  time,  the  lower  half  being  left  for  a  future 
operation,  a  space  of  ten  days  to  two  weeks  elapsing  between  the 
two,  although  with  a  very  tolerant  throat,  the  entire  tonsil  can  be 
removed  at  one  sitting.  It  might  be  thought  so  free  a  use  of  the 
electro-cautery  would  insure  cicatricial  contractions,  but  the  oper- 
ator claims  that  such  is  not  the  case  and  that  the  eventual  result  is 
to  leave  the  parts  of  normal  form  and  character.  The  writer  has 
seen  several  cases  operated  on  by  the  above  method  and  in  each 
the  results  were  entirely  satisfactory.  The  originator  of  this  method 
also  employs  the  same  procedure  in  removing  tonsils  partially  sub- 
merged and  for  the  separation  of  tonsillar  adhesions  of  the  pillars 
prior  to  an  ordinary  tonsillotomy. 

Ignipuncture  and  electrolysis  are  applicable  in  certain  cases,  the 
former  whenever  for  any  reason  the  danger  of  hemorrhage  may 
be  suspected  as  in  hemophilia.  Ignipuncture  should  cover  several 
sittings  and  should  be  applied  to  one  side  only  at  a  seance.  The 
cautery  knife  should  be  at  a  white  heat  and  should  be  made  to  enter 
the  tonsil  preferably  between  two  crypts  and  held  there  for  a  few 
seconds.  It  is  then  withdrawn,  and  after  an  interval  of  a  minute  or 
a  couple  of  minutes  another  puncture  in  another  part  of  the  tonsil 
may  be  made.  If  the  tonsil  be  very  large,  four  or  five  such  punctures 
may  be  made  at  a  sitting,  without  danger  of  creating  too  much  re- 
actionary inflammation. 

Electrolysis  is  adapted  to  cases  where  the  hypertrophied  tonsil 
seems  to  be  amalgated  with  hypertrophied  lingual  and  neighborng 
lymphatic  tissues,  although  electro-cautery  dissection  would  seem 
to  be  preferable  in  most  of  these  cases.  Any  galvanic  battery  giv- 
ing sufficient  electro-movtive  force  can  be  used  for  the  purpose. 
Generally  it  is  better  to  keep  the  needles  inserted  for  about  five  min- 
utes, or  even  ten  minutes  in  very  hard  tonsils,  until  there  appears 
the  characteristic  whiteness  and  ebullition  in  the  neighborhood  of 

the  cathode. 

As  previously  brought  out,  the  greatest  danger  from  tonsillotomy 
by  cutting  is  hemorrhage,  which  is  more  liable  to  occur  in  cutting 
the  '"hard"  tonsils,  because  the  coats  of  the  vessel  are  apt  to  be 
sclerotic.  Dr.  Jonathan  Wright  tabulated  some  forty  cases  of 
alarming  hemorrhage,  which  he  found  on  record  in  the  library  of 
the  Surgeon  General's  office,  among  which  two  cases  proved  fatal. 
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Delavan,  however,  in  the  Hterature  covering  a  period  of  six  years, 
found  only  twelve  cases  reportd  of  alarming  hemorrhage  follow- 
ing tonsillotomy.  In  a  -series  of  cases  collected  by  Desire,^  prob- 
ably aggregating  20,000  tonsillotomies,  but  nine  instances  are  re- 
corded in  which  severe  bleeding  took  place.  In  none  of  these  cases 
was  it  fatal  and  in  several  it  was  not  serious. 

Mackenzie^  states  that  he  only  once  met  with  a  case  in  which  the 
bleeding  appeared  actually  to  endanger  life. 

Velpeau^  has  reported  four  cases  in  which  the  internal  carotid  was 
laid  open  whilst  a  portion  of  the  tonsil  was  being  cut  away  with  a 
bistoury. 

Bishop*  reports  one  case  of  severe  hemorrhage  occurring  in  his 
practice. 

As  a  result  of  this  brief  consideration  of  the  hypertrophied 
faucial  tonsil,  we  are  justified  in  arriving  at  the  following  conclu- 
sions : 

1st. — That  the  surgical  treatment  is  the  only  form  of  treatment 
yielding  satisfactory  results; 

2nd. — That  no  one  method  is  applicable  to  all  cases  ; 

3rd. — That  the  danger  from  hemorrhage  is  so  slight  it  should  not 
deter  us  from  taking  operative  steps  in  all  cases  where  they  are  in- 
dicated. 
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The  Effect  of  Climate  on  Laryngeal  Tuberculosis,  with  Special 
Reference  to  High  Altitudes. — Robert  Levy,  Denver — N.  Y. 
Med.  Journal^  Nov.,  1902. 

The  author's  conclusions  are  based  upon  a  critical  examination 
of  his  records,  and  are  as  follows  : 

1.  That  in  cases  in  which  both  lung  and  throat  lesion  develop 
in  Colorado,  the  throat  lesion  manifests  itself  48  weeks  later  than 
in  those  originating  elsewhere. 

2.  That  in  cases  in  which  lung  lesions  develop  elsewhere  and 
throat  lesion  in  Colorado,  the  throat  lesion  manifests  itself  62.3 
weeks  later  than  in  those  originating  elsewhere. 

It  seems,  therefore,  that  the  development  of  laryngeal  tuberculosis 
is  retarded  (though  it  may  occur  in  the  higher  altitudes. 

M.  D.  Lederman. 


A  NEW  MECHANICAL  SAW  FOR  INTRANASAL  OPERATIONS. 

BY  EDWIN    PYNCHON,    M.    D.,    CHICAGO,    ILL. 
Professor  of  Rhino- Laryngology  and  Otology,  Chicago  Eye,  Ear,  Nose  and  Throat  College. 

Spetal  deformities  in  adults  are  the  most  prolific  causes  of  nasal 
occlusion  and  for  their  correction  rhinologists  have  found 
the  saw  to  be  the  most  useful  and  most  frequently  called 
for  instrument,  particularly  when  the  most  common  form 
of  septal  deformity  is  present,  xiz. :  the  so-called  spur  or 
ridge  or  the  thickened  convexity  of  a  deflected  septum.  Usually 
these  growths  are  of  moderate  size,  and  within  easy  reach,  so  their 
removal  with  a  good  hand  saw  is  easily  accomplished,  but  when 
a  ridge  or  thickening  of  the  septum  is  either  high  up  or  very  far 
back  the  difficulty  of  operating  with  the  hand  saw  is  materially  in- 
creased, particularly  when  the  growth  is  -so  far  back  that  a  very 
short  stroke  of  the  saw  has  to  be  employed.  In  such  cases,  or 
when  a  ridge  is  of  large  size,  a  well  constructed  mechanical  saw 
should  possess  a  material  advantage  over  the  hand  saw. 

After  a  considerable  study  of  saws  of  this  class  heretofore  made 
I  have  had  one  constructed  which  I  believe  possesses  some  ad- 
vantages over  its  predecessors.  The  handle,  instead  of  being  at  right 
angles  with  the  saw  blade,  is  at  an  angle  of  about  60°  thereto,  as  is 
common  with  nasal  hand  saws.  It  is  furthermore  reinforced  by 
a  ring  for  the  forefinger,  which  increases  the  solidity  with  which 
it  is  held.  A  handle  at  right  angles  to  the  saw  blade  is  awkward 
to  hold  and  either  causes  the  operator's  hand  to  touch  the  patient's 
chin  or  else  requires  the  employment  of  a  saw  blade  of  extra  length. 
In  my  saw  the  handle  is  attached  to  the  mechanism  box  at  a  point 
between  where  the  power  is  received  and  where  the  saw's  are  at- 
tached, which  gives  greater  steadiness  than  when  attached  as  usual 
at  the  former  location. 

As  I  wished  to  attach  the  -saw  to  my  flexible  shafting  at  the 
same  point  where  I  use  my  hand  piece,  I  have  provided  for  this 
attachment  at  the  side  of  the  transforming  box  by  the  application  of 
a  slip  joint  ferrule,  thus  copying  after  the  device  of  Roe,^  though  I 
find  the  short  piece  of  super  flexible  shafting,  known  to  dentists 
as  a  flexible  wrist  piece,  which  he  employs,  to  be  a  positive  disad- 
vantage, hence  I  have  the  saw  attached  to  the  more  rigid  or  main 
flexible  -shafting,  which  hangs  down  from   my  dental  engine.     In 
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of  bearing.  In  this  way  no  ordinary  pressure  upon  the  saw  will 
cause  it  to  stop  and  a  nice  test  can  be  made  by  sawing  into  a  cigar 
box.  In  fact  no  mechanical  saw  is  worthy  of  praise  which  will  not 
stand  such  test  without  stopping.  In  following  the  plan  of  solidity 
the  large  size  of  the  reciprocating  bar  will  be  noticed.  The  pitman 
rod  is  also  heavy,  as  well  as  the  connecting  screws,  while  the  crank 
pin  upon  the  eccentric  wheel  is  solid  therewith,  they  being  jointly 
one  piece  of  metal. 

order  to  make  this  attachment  I  employ  an  S.  S.  White  Dental  Co.'s 
slip  joint  and  have  the  heavier  part  thereof  attached  to  the  end  of 


Fig.  1.     Saw  Handle  with  mechanism  exposed,  (73  size.) 


the  shafting.  In  this  way  I  have  a  flexible  wrist  piece  attached 
directly  to  my  hand  piece,  which  is  so  essential  in  the  use  of  burrs 
and  trephines,  and  can  quickly  change  the  hand  piece  for  the  saw. 

The  revolving  disk  in  the  mechanism  box  is  thus  attached  directly 
to  the  flexible  shafting  and  is  provided  with  a  smaller  or  eccentric 
wheel  set  therein,  which  carries  the  crank  pin.  When  the  revolv- 
ing head  or  disk  is  in  the  position  shown  in  cut,  so  the  line  upon 
the  face  thereof  points  directly  to  the  hole  at  the  rear  end  of  the 
mechanism  box,  a  screw  in  the  edge  of  the  revolving  head  is  brought 
directly  beneath  this  bole  so  it  can  be  operated  by  the  use  of  a 
slender  screwdriver  and  when  unscrewed  two  or  three  turns  will 
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In  the  shape  of  the  casing  and  in  the  method  of  attaching  the 
saw  blades  I  have  patterned  after  the  device  of  Black^  and  Hkewise 
with  the  saw  blades,  except  that  I  have  given  them  a  bend  as  rec- 
ommended by  Roe,  so  the  cutting  edge  of  the  saw  blade  is  on  a  line 
above  the  mechanism  box,  thereby  allowing  the  operator  to  at  all 
times  see  what  is  being  done.  Black  recommends  coarse  teeth, 
twenty  to  the  inch,  though  his  saw  as  sold  contains  only  sixteen 
to  the  inch.  In  the  cut  of  my  saw  blades  is  shown  one  of  sixteen  to 
the  inch  and  two  of  twenty-eight  to  the  inch.  I  find  the  coarse 
toothed  saw  works  better  on  cartilagenous  growths,  while  in  case 
of  the  harder  or  more  bony  growths,  which  occur  far  back  on  the 
septum,  I  find  the  saw  blade  with  more  teeth  to  the  inch  works 
better.  My  teeth  are  on  the  cross  cut  plan,  as  recommended  by 
Bosworth,  and  as  employed  by  Black.    With  my  saw  blades,  one  of 
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Fig.  2.     Saw  Blades,  Masseur  and  Rasp,  {%  size.) 

which  cuts  downward,  are  shown  two  extra  pieces.  The  first  is  a 
masseur,  for  use  in  atrophic  rhinitis,  and  is  to  be  first  wrapped  with 
cotton  and  next  suitably  medicated,  as  with  iodo-glycerine.  The  slit 
engage  in  said  hole  so  the  revolving  head  is  made  fixed.  At  the 
same  time  through  the  elevation  of  the  screw  the  smaller  or  eccen- 
tric wheel  is  unlocked,  so  it  can  be  revolved.  When  stopped  at  one 
of  the  four  points  shown,  and  fastened  by  operating  the  screw,  a 
•stroke  of  either  yi,  Ya,  %  ov  y2  inch  is  given.  As  shown  in  the 
cut  the  y^.  inch  stroke  is  being  used.  The  change  of  length  of 
stroke  is  thus  quickly  and  easily  secured. 

Aside  from  its  increased  solidity,  as  compared  with  other  me- 
chanical saws  heretofore  made,  the  one  pronounced  feature  wherein 
my  saw  differs  from  all  its  predecessors  is  in  the  much  greater 
length  of  bearing  given  to  the  reciprocating  bar,  and  the  fact  that 
the  pitman  pin  is  attached  to  this  bar  at  a  point  between  the  limits 
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along  the  center  is  for  the  introduction  of  a  knife  blade  in  order 
to  remove  the  cotton.  The  other  piece  is  a  rasp,  for  removing  any 
roughness  remaining  after  the  operating  of  a  ridge,  or  if  desired  to 
cause  a  slight  depression  of  the  traumatic  surface. 

An  objection  may  be  made  to  my  saw  that  it  is  heavier  than  nec- 
essary. Such  objection  would  be  immaterial  as  a  difference  of  a 
few  ounces  one  way  or  the  other  is  of  no  importance,  and  in  fact 
a  little  extra  weight  is  on  the  contrary  advantageous  through  its 
counteracting  jar  and  increasing  steadiness. 

There  are  several  advantages  in  the  use  of  a  mechanical  saw  in 
the  removal  of  ridges  of  large  size  or  when  located  far  back  upon 
the  septum.  The  operation  of  such  saw  is  less  objectionable  to  the 
patient  as  he  does  not  see  the  to  and  fro  motion  of  the  handle  as 
when  a  hand  saw  is  employed ;  furthermore,  the  operator  can  devote 
his  entire  attention  to  guiding  the  saw  and  without  the  use  of 
any  particular  physical  exertion.  On  the  other  hand  in-  case  of 
the  hand  saw,  during  a  long  operation,  its  use  becomes  positively 
tiresome.  The  mechanical  saw  is  more  easily  guided  than  is  the 
hand  saw  and  it  furthermore  has  an  advantage  over  the  latter  in 
operating  those  rounding  growths  upon  which  a  hand  saw  has  such 
a  great  tendency  to  slip,  as  with  the  mechanical  saw  a  start  can  be 
promptly  made. 

With  the  mechanical  saw  the  patient  feels  less  pain,  largely  be- 
cause the  operation  is  more  quickly  done,  and  the  bleeding  is  corre- 
spondingly less,  hence  there  is  a  diminished  loss  of  cocaine.  Fur- 
thermore, there  is  not  the  call  for  those  uninteresting  stops  during 
which  the  patient  is  cleansing  his  nose  while  the  operator,  inci- 
dentally, is  resting  and  thus  preparing  himself  for  a  fresh  attack. 
With  the  mechanical  saw  the  operation  i-s  generally  completed  be- 
fore the  patient  has  a  chance  to  get  sick  or  faint. 

For  general  work  as  a  saw  I  find  the  54  i^ch  stroke  the  best, 
using  light  pressure,  though  when  a  bony  growth  is  very  hard  the 
%  inch  stroke  is  more  steady.  The  longer  strokes  of  ^  and  3^ 
inch  are  of  value  with  either  the  rasp  or  masseur,  though  in  their 
use  the  speed  of  the  engine  should  be  moderated.  While  I  have 
not  as  yet  tried  the  use  of  chisels  with  this  device  I  am  sure  they 
can  be  easily  operated  thereby,  using  preferably  the  shortest  stroke. . 

For  the  operating  of  my  mechanical  saw  I  have  found  the  Victor 
dental  engine  to  be  ideal,  which  can  be  run  at  five  different  rates  of 
•speed  and  can,  at  the  will  of  the  operator,  be  instantly  stopped  and 
then  started  again  at  the  same  rate  of  speed.  This  engine  is  also 
reversible,  with  the  same  rates  of  speed,  which  is  of  value  in  the 
use  of  burrs,  though  in  ,the  use  of  the  saw  it  had  better  be  run 
only  to  the  right,  and  generally  at  a  good  speed. 

My  mechanical  saw  has  been  neatly  constructed  for  me  by  Cham- 
bers, Inskeep  &  Co.,  of  Chicago. 

Columbus  Memorial  building. 
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A  NEW  POST=NASAL  APPLICATOR. 

BY  J.  C.  BUCKW ALTER,  M.  D.,  ST.  LOUIS,  MO. 

I  here  present  a  cut  of  a  post-nasal  applicator  which  I  devised  over 
a  year  ago,  and  have  been  using  with  satisfaction  in  my  work  ever 
since. 

The  cut  as  shown  is  one-third  the  actual  size — the  instrument 
being  8^  inches  in  length. 

Some  of  my  friends  who  are  using  the  applicator  speak  well  of 
it,  and  after  their  suggestion  I  am  induced  to  offer  a  description 
of  samer 

The  advantage  of  the  drop  curve  is  evident,  as  it  allows  space 
for  the  uvula  and  soft  palate,  so  the  application  can  be  made  high 


up  in  the  vault  of  the  pharynx.  The  lymphoid  structures  can  be 
massaged,  scrubbed,  polished,  without*  irritation  to  the  uvula  and 
soft  palate. 

In  making  an  application  it  usually  is  better  to  introduce  the 
curved  end  in  a  lateral  plane  until  the  post-pharyngeal  wall  is 
reached;  then  by  a  one-quarter  turn  upwards  the  application  is 
made  to  the  desired  space. 

The  instrument  is  made  by  Blees-Moore  Instrument  Co.,  St. 
Louis. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON   LARYNGOLOGY  AND  RHINOLOGY. 

Stated  Meeting,  January  28,  1903. 

Walter  F.  Chappel,  M.  D.,  Chairman. 
Growth  of  the  Tonsil. 

Dr.  Harman  Smith  presented  a  patient  with  a  bluish  colored 
tumor  of  the  right  tonsil,  about  the  size  of  a  cherry.  There  was  no 
pulsation,  and  the  question  arose  whether  same  was  connected  with 
a  blood  vessel.  No  subjective  symptoms  were  observed.  The 
young  man  complained  of  no  local  annoyance. 

Dr.  Francis  J.  Quinlan  was  interested  in  noting  the  peculiar 
striation  seen  upon  the  surface  of  the  tumor,  which  he  thought 
was  cystic.  He  had  seen  similar  cases  of  so-called  angiomatous 
growth  and  was  much  impressed  with  their  appearance.  Some 
straw  colored  fluid  was  withdrawn  and  the  diagnosis  of  cyst  ver- 
ified. He  did  not  believe  any  danger  would  be  encountered  in 
puncturing  this  tumor.  The  tunic  of  this  mass  was  hard  and  some- 
what resistent.  Angiomatous  masses  do  not  have,  as  a  rule,  such 
thickened  and  fibrous  sheaths. 

Dr.  Emil  Mayer  said  that  the  case  presented  had  the  appear- 
ance of  what  Mickulicz  describes  as  a  varix.  He  could  not  accept 
the  diagnosis  of  angioma,  for  to  him  the  last  named  was  a  mass 
of  tissue  in  which  blood  vessels  were  abundant  and  not  as  in  this 
instance,  a  single  vessel  dilated. 

Dr.  Jonathan  Wright  did  not  know  the  difference,  as  laid 
down  in  the  books,  between  a  varix  and  angioma,  both  being  vas- 
cular growths.  He  believed  it  might  be  said  that  a  varix  was  a 
growth  that  did  not  form  a  discrete  tumor  while  an  angioma  was 
a  discrete  tumor  of  any  hyperplasin  of  tissue  containing  many  large 
blood  vessels.  He  said  that  all  such  growths  shade  off  into  each 
other.  He  doubted  very  much  whether  a  growth  of  that  color 
could  be  due  to  the  contents  of  the  crypts  which  had  been 
closed.  He  had  seen  such  cysts  having  rather  dark  appearances, 
but  which  shaded  off  into  yellow,  but  he  thought  that  Dr.  Quin- 
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lan's  suggestion  might  be  correct.  He  had  seen  angiomatous  growths 
of  this  kind  at  the  base  of  the  tongue  which  was  entirely  too  large 
to  be  called  varices.  The  appearances  which  shade  off  between 
varices  and  normal  veins  at  the  base  of  the  tongue  are  frequent. 

Congenital  Atresia  of  the  Posterior  Nares. 

Dr.  Mackenty  presented  this  case.  The  patient,  a  male  of  17 
years,  student,  came  under  observation  on  December  15.  1902.  Past 
history  showed  obstruction  from  birth.  The  examination  presented 
a  deviation  of  the  septum  to  the  right  with  a  sessile  ecchondrosis 
covering  its  extent  on  the  right,  filling  the  right  nasal  cavity  from 
the  middle  turbinated  bone  to  the  floor  of  the  nose  and  from  the 
anterior  part  of  the  triangular  cartilage  to  within  half  an  inch 
of  the  posterior  nares.  There  was  apparent  absence  of  the  turbi- 
nates on  this  side.  The  mucous  membrane  was  pale  throughout, 
but  not  much  atrophied.  The  posterior  nares  were  completely 
occluded  on  both  sides.  The  left  occlusion  was  composed  of  a 
bony  rim  with  a  membranous  centre.  The  right  occlusion  was 
bony  in  its  whole  extent.  The  naso-pharynx  was  much  increased 
in  its  antero-posterior  direction,  shallow  in  its  perpendicular  and 
about  normal  in  its  transverse  directions.  The  pharynx  and  naso- 
pharynx were  covered  with  dried  secretion  and  scabs  underneath 
which  the  mucous  membrane  was  atrophic.  The  worst  points  of 
atrophy  were  over  the  Eustachian  prominences.  There  was  a  dis- 
charge from  and  deafness  in  the  right  ear,  extending  over  a  period 
of  two  years.  After  a  preliminary  treatment  of  ten  days  the  left 
side  was  operated  upon.  A  hole  was  made  through  the  mem- 
branous portion  of  the  obstruction  which  was  then  split  from  the 
floor  of  the  nares  to  the  junction  of  the  sphenoid  with  the  vomer. 
The  wall  was  then  removed  with  a  pair  of  punch  forceps  (punch 
on  upright)  introduced  through  the  nose  and  guided  by  the  finger 
in  the  naso-pharynx.  With  a  sharp  currette  the  vomer  was 
thinned  down.  A  space  was  made  large  enough  to  introduce  the 
tip  of  the  index  finger.  The  patient  now  breathes  freely  through 
this  side  (one  month  after  operation).  The  other  side  will  be 
operated  upon  at  once.  The  procedure  will  be  to  saw  away  the 
ecchondrosis  and  later  remove  the  obstructing  wall  with  a  drill  in 
all  directions  as  far  as  is  safe.  The  points  Dr.  Mackenty  would 
urge  are  that  the  septum  be  not  broken  up  and  that  the  posterior 
openings  be  made  large  enough  to  allow  for  shrinkage  in  healing. 

Dr.Emil  Mayer  said  that  this  was  an  ususual  case  in  that  there 
was  a  complete  posterior  obstruction  associated  with  a  deviation 
of  the  cartilaginous  and  bony  septum  on  one  side.     A  somewhat 
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similar  case  had  been  reported  in  the  New  York  Eye  and  Ear  In- 
firmary reports  some  years  ago  by  Dr.  Morris  J.  Asch.  In  this 
case  there  was  a  posterior  obstruction  only,  which  consisted  of  a 
bony  plate.  This  was  subsequently  removed  by  operation.  In  the 
present  case  the  left  side  has  been  thoroughly  cleared.  On  the  right, 
there  is  the  deviation  of  the  bony  and  cartilaginous  septum  and  be- 
hind that  a  membrane.  It  will  be  necessary  to  perform  an  operation 
for  the  relief  of  the  deviation  first,  and  subsequently  remove  the 
membrane. 

Neoplasm  of  the  Naso- Pharynx. 

Dr.  Thomas  J.  Harris  presented  this  patient,  with  a  neoplasm 
in  the  naso-pharynx  which  he  had  failed  to  remove  by  the  usual 
methods.  At  the  last  meeting  of  the  Section  a  case  of  hard  fibroma 
of  the  naso-pharynx  was  presented  and  the  difficulties  of  its  re- 
moval described.  This  was  a  most  interesting  case  and  one  of  the 
most  difficult  of  operations  to  perform.  The  boy  presented  was  15 
years  old  and  was  brought  to  the  clinic  with  no  idea  as  to  what 
his  trouble  was,  the  mother  suspecting  adenoids,  because  other 
of  her  children  had  suffered  from  them.  No  symptoms  were  pre- 
sented except  a  nasal  stenosis  on  the  right  side  of  the  nose.  There 
was  no  bleeding,  no  pain  or  other  symptom  except  this  stenosis, 
which  caused  mouth-breathing  and  a  peculiar  expression.  The 
growth  was  largely  about  the  right  side  of  the  naso-pharynx  and 
was  between  the  size  of  a  robbin's  and  a  hen's  egg,  bleeding  easily 
upon  touch.  It  was  quite  soft.  Attachment  to  the  inferior  turbi- 
nate can  be  made  out.  The  occlusion  upon  the  right  side  can  be 
determined  by  anterior  rhinoscopy.  Cocain  had  no  effect  in  re- 
moving the  sensibility  of  the  part.  Last  Friday  he  endeavored  to 
place  around  it  a  cold  wire  snare,  but  he  could  not  engage  the  growth ; 
he  could  not  keep  the  wire  on.  He  made  three  attempts  and  then 
desisted.  On  Monday  the  patient  presented  himself  with  a  follic- 
ular tonsillitis  and  today  the  tonsils  have  almost  cleared  up.  He 
presented  the  condition  as  being  probably  of  fibromatous  nature, 
not  very  hard,  and  similar  to  the  case  reported  by  Holmes,  which 
he  called  a  naso-pharyngeal  fibroma.  Histologically  there  were 
found  elements  of  nasal  mucus  membrane. 

The  method  he  intended  to  employ  for  removal  of  this  growth 
was  suggested  to  him  by  Dr.  Coffin.  A  soft  rubber  catheter  or 
bougie  would  be  introduced  through  the  nares,  having  threaded  to 
it  a  strong  silk  thread,  bring  it  out  through  the  mouth  and  attach 
to  it  the  wire.  It  would  be  brought  forwards  and  held  in  posi- 
tion, bringing  it  out  over  the  end  of  the  wire.     The  first  passes 
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over  the  growth,  the  second  under  the  growth.  The  wire  is  ad- 
justed according  to  the  dimensions  of  the  tumor  in  the  naso- 
pharynx of  the  patient  and,  with  the  finger,  so  manipulated  that  suc- 
cess follows.  One  could  succeed  more  readily  if  the  opening  of  the 
wire  was  greater  than  the  width  of  the  finger.  If  the  growth  was 
attached  to  the  inferior  turbinate  he  believed  that  this  method  would 
be  successful.  It  had  been  suggested  to  him  that  success  would 
follow  the  removal  of  a  portion  of  the  inferior  turbinate  to  which 
the  growth  was  attached. 

Dr.  Jonathan  Wright  thought  the  attachment  of  the  growth 
was  rather  unusual  if  it  was  a  fibroma.  He  asked  if  Dr.  Harris 
had  looked  up  the  literature  on  this  subject,  and,  if  so,  if  he  ever 
learned  of  such  a  growth  being  attached  to  the  inferior  turbinate. 
Large  vascular  growths,  he  said,  were  very  frequently  attached 
there.  He  had  seen  one  instance  of  angio-fibro-sarcoma  attached 
there.  He  thought  the  attachment  was  so  vascular  that  it  might 
prove  to  be  some  vascular  growth,  with  a  large  amount  of  fibrous 
hyperplasia. 

Dr.  J.  Clarence  Sharp  suggested  to  Dr.  Harris  that  he  first  re- 
move a  portion  of  the  inferior  turbinate  when  the  snare  can  be  eas- 
ily introduced.  He  said  the  patient's  turbinates  were  much  hyper- 
trophied  and  should  be  attended  to  first. 

Pistol-shot  Wound  of  Larynx. 

Dr.  Francis  J.  Quinlan  presented  this  specimen  of  a  larynx 
which  was  injured  by  a  pistol  shot  wound  of  the  neck.  The  pa- 
tient was  brought  into  the  hospital  late  at  night  and  the  doctor  saw 
him  the  next  day,  whett  he  found  a  great  deal  of  tumefaction  and 
both  cords  in  bilateral  abduction  with  only  a  slight  elyptical  open- 
ing between  them.  A  trecheotomy  was  performed  and  the  man  lived 
one  week,  obtaining  great  relief  from  the  operation.  He  had  em- 
physema, which  was  very  marked  after  the  operation,  although 
there  was  some  evidence  of  this  symptom  before.  The  post-mortem 
showed  the  tissue  along  the  path  of  the  bullet  much  necrosed.  In 
all  tracheotomy  wounds  he  wished  to  emphasize  one  thing. 
Inspiratory  efforts  were  liable  to  be  followed  by  emphysema.  He 
could  recall  many  cases  that  were  quite  pronounced  after  such  an 
operation.  Therefore,  he  advised  packing  well  around  the  canula, 
and  arresting  as  much  as  possible  the  inspiratory  moments  of  the 
larynx.  He  wished  to  thank  Drs.  Walsh  and  Schultze  for  the  prep- 
aration of  the  specimen. 
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A  New  Operating:  Table. 

Dr.  Chappell  presented  to  the  Section  a  new  operating  table 
made  for  him  by  Ford.  It  was  for  use  in  operations  upon  tonsils, 
adenoids,  etc.,  while  the  patients  were  under  anaesthesia.  It  could 
be  packed  in  a  leather  case  and  was  easily  transportable. 

Dr.  Thomas  J.  Harris  asked  the  Chairman  if  he  had  seen  the 
table  devised  by  French,  of  Brooklyn.  He  had  first  became  ac- 
quainted with  it  in  the  Hospital  Bulletin  reports.  It  was  for  use  in 
operations  in  which  the  upright  position  was  to  be  assumed. 

Dr.  James  E.  Newcomb  referred  to  a  table  shown  him  by  Dr. 
Dowd,  which  had  somewhat  the  same  features  as  the  one  presented 
by  Dr.  Chappell,  except  that  it  was  more  complicated  and  was  for 
general  surgical  work.  It  weighed  but  35  pounds  and  sufficed  for 
any  general  surgical  operation. 

The  Bacteriology  of  Pharyngeal  Exudates. — Dr.  Wm.  Hal- 
lock  Park,  N.  Y.     (Abstract  of  Paper.) 

Although  for  most  physicians  the  main  interest  in  the  results  of 
the  bacteriological  examination  of  cultures  from  throat  exudates  is 
limited  to  learning  whether  diphtheria  bacilli  are  present  or  not, 
still  there  is  further  information  to  be  gained  which  should  be  of 
interest. 

The  ulcerative  exudative  inflammation  described  by  Vincent  un- 
doubtedly occurs  in  this  vicinity  more  frequently  than  most  believe. 
A  typical  case  was  described  before  you  recently  by  Dr.  Mayer, 
with  a  bacteriological  examination  by  Dr.  E.  Libman.  The  clin- 
ical interest  in  these  cases  arises  from  their  frequently  extensive  local 
lesions,  their  chronic  cause  and  their  very  moderate  constitutional 
symptoms.  The  finding  in  smears  made  from  the  exudate  of  the 
abundant  long  spirilla  and  the  fusiform  bacilli  described  by  Vin- 
cent, while  at  the  same  time  no  diphtheria  bacilli  appear  in  the  cul- 
tures, allows  us  to  make  a  diagnosis  of  the  disease. 

The  spirilla  are  some  times  absent  and  other  bacteria,  such  as 
streptococcus  are  always  present. 

It  is  very  possible  that  the  bacilli  and  spirilla  met  with  in  widely 
separated  cases  differ  somewhat  from  each  other.  Our  inability  to 
develop  them  on  present  media  and  so  to  obtain  them  in  pure  cul- 
ture prevents  tests  or  identity  being  carried  out. 

So  far  as  I  know  the  inocculation  of  these  spirilla  and  bacilli  on 
healthy  mucous  membranes  has  not  produced  the  disease  and  it  is 
probable  that  diseased  teeth  or  some  local  exciting  condition  is 
necessary  before  infection  can  take  place. 
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The  exudation  due  to  the  thrush  fungus  many  not  only  be  found  in 
children  but  also  in  adults,  appear  in  the  pharynx.  In  occulations  of 
the  fungus,  the  oidium  albicans  have  been  carried  out  on  slightly 
abraded  mucous  membranes  and  produced  the  disease. 

Cultures  are  hardly  necessary  for  diagnostic  help,  as  the  direct 
microscopical  examination  of  the  exudate  reveals  the  thick  inter- 
lacing mycelial  threads  with  the  attached  or  free  conidia. 

Cultures  upon  sugar  media  reveal  actively  budding  yeast-like 
forms. 

The  pharyngeal  exudates  occurring  either  early  or  late  in  scarlet 
fever  are  usually  not  due  to  the  diphtheria  bacilli.  Class,  of  Chicago, 
has  described  a  peculiar  coccus,  which  he  believes  to  be  the  exciting 
factor  in  scarlet  fever.  This  has  not  been  accepted  by  others.  My 
examinations  have  shown  a  great  increase  in  streptococci  in  these 
cases,  but  no  organisms  which  can  be  identified  as  being  different 
in  kind  from  what  occurs  in  ordinary  tonsillitis.  I  have  met  with 
four  cases  of  tertiary  syphilis  in  which  the  whole  of  the  soft  palate 
and  pharynx  was  covered  with  an  extremely  thick,  foul  membrane. 
These  were  all  diagnosed  by  physicians  to  be  malignant  diphtheria. 
The  very  moderate  symptoms  along  with  the  absence  of  diphtheria 
bacilli  disclosed  the  nature  of  the  cases.  They  all  did  well  on 
iodide  of  potassium,  although  in  two  the  uvula  sloughed  off. 

In  the  pharyngeal  exudates  complicating  the  various  diseases  or 
occurring  more  rarely,  primarily  the  bacteriological  examination  re- 
veals as  a  rule  streptococci  and  other  micrococci.  When  the  mem- 
brane is  clean  looking  bacilli  are  often  scanty,  when  it  becomes  foul 
or  gangrenous  they  are  usually  abundant,  often  appearing  like  those 
described  by  Vincent.  Except  to  disprove  diphtheria  the  results  of 
these  examinations  give  little  help  in  prognosis  and  treatment. 

As  to  diphtheria  itself  there  is  not  much  new  to  abate.  Cultures 
made  in  a  proper  way  from  pharyngeal  exudates  almost  always 
produce  a  growth  of  diphtheria  bacilli,  if  they  were  present  in  the 
throat.  In  about  one  per  cent  the  first  culture  fails  to  reveal  them, 
when  a  second  does.  The  so-called  pseudo-diphtheria  bacilli  prob- 
ably has  no  relation  to  diphtheria.  In  a  great  many  trials  we  have 
never  met  with  a  virulent  culture. 

Although  it  is  true  that  there  is  a  non-virulent  diphtheria  bacillus, 
which  has  all  the  characteristics  of  the  virulent  bacillus  except 
toxin  production,  yet  it  is  so  infrequently  met  with  that  we  can 
safely  rely  on  the  culture  test  for  our  treatment  of  doubtful  cases. 
When  in  a  mild  case  the  bacilli  persist  a  long  time  in  the  throat  it  is 
well  to  remember  these  non-virulent  forms  and  ask  for  a  virulent 
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test.  In  severe  cases  this  is  not  worth  while,  for  the  baciUi  were 
certainly  virulent  at  the  start  and  we  now  know  that  however  long 
bacilli  remains  in  the  throat  they  retain  their  original  characteristics. 

Direct  smears  from  the  exudate  can  be  obtained  and  examined  im- 
mediately. In  about  two-thirds  of  the  cases  of  true  diphtheria  the 
bacilli  on  the  slide  will  be  so  abundant  and  characteristic  that  their 
identity  can  be  safely  decided.  As  a  rule,  however,  it  is  safer  to 
wait  for  cultures. 

The  use  of  anti-toxin  is  not  so  generally  adopted  both  for  immu- 
nization and  treatment  that  it  is  unnecessary  to  allude  to  it,  except 
to  emphasize  the  fact  that  it  must  be  given  very  early  to  do  great 
good.    In  the  middle  of  an  attack  it  is  of  only  moderate  value. 

Some  still  ask  what  difference  does  it  make  whether  the  disease 
is  due  to  streptococci  or  to  diphtheria  bacilli  alone  or  with  other 
bacteria.  The  statements  of  others  as  well  as  a  very  wide  per- 
sonal experience,  in  both  private  and  hospital  practice,  has  absolutely 
convinced  me  that,  in  cases  where  the  larynx  is  not  involved  and  no 
complicating  disease,  such  as  measles  or  scarlet  fever,  exists,  there  is 
almost  no  danger  from  any  pharyngeal  exudate  in  which  the  diph- 
theria bacilli  have  had  no  part.  It  is  true  that  in  many  cases  of 
true  diphtheria,  the  way  having  been  opened  by  the  tissue  injury 
from  the  diphtheria  toxines  for  the  entrance  of  other  bacteria,  these 
may  then  go  on  through  their  poisons  to  produce  even  graver  injury 
than  the  diphtheria  bacilli.  Even  in  these  cases,  however,  the  diph- 
theria bacilli  are  responsible  for  these  later  infections. 

The  non-diphtheretic  exudates  do  not,  when  transmitted  to  oth- 
ers, communicate  disease,  while  the  exudate  from  the  mildest  case 
of  diphtheria  may  cause  in  another  malignant  disease. 

It  is  for  this  reason  that  cultures  are  valuable  in  light  and  doubtful 
cases.  Here  the  knowledge  of  the  presence  or  absence  of  the  diph- 
theria bacilli  may  be  of  little  value  in  prognosis  or  treatment,  but 
the  knowledge  of  their  presence  will  enable. us  to  protect  others, 
while  the  certainty  of  their  absence  will  allow  us  to  give  freedom 
of  intercourse  to  our  patients.  The  physician  must  always  keep  in 
mind  that  the  laboratory  can  only  detect  bacteria,  the  physician 
must  decide  from  clinical  observation  whether  the  bacteria  are  ex- 
citing disease.  The  culture  cannot  in  the  least  estimate  the  sus- 
ceptibility of  the  patient. 

DISCUSSION. 

Dr.  Henry  Koplik  said  that  physicians,  when  they  see  exudates 
in  children  suffering  from  inflammations  of  the  pharynx,  tonsils  or 
nares,  are  confronted  with  two  questions:     *Ts  this  diphtheria  or 
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diphtheroid?"  Other  uuxudates  are  comparatively  rare  in  infants 
and  children,  although,  in  his  experience,  he  occasionally  met  with 
those  of  a  syphilitic  nature.  Lupus  is  comparatively  rare  in  child- 
ren. Tuberculosis  was  found  in  children  and,  as  a  rule,  caused  an 
exudate  and  ulcerations  similar  to  what  was  found  in  adults  in  this 
situation.  Mycosis  was  very  rare  in  infancy  and  childhood,  al- 
though occasionally  met  with.  Diphtheroid,  he  said,  was  an  exudate, 
the  result  of  the  action  of  the  streptococci  or  staphylococci,  or  both ; 
he  mentioned  this  in  order  to  define  what  he  meant  by  the  term 
''diphtheroid."  There  were  no  gross  clinical  appearances  of  the 
membrane  in  the  throat  which  could  give  one  any  idea  as  to  its  real 
character,  whether  diphtheria  or  diphtheroid.  He  acknowledged 
there  were  certain  clinical  characteristics  of  some  of  the  begin- 
ning processes  which  would  cause  us  to  have  a  suspicion  of. diph- 
theria, but  there  were  no  clinical  appearances  which  would  justifv 
us  in  excluding  diphtheria.  In  other  words  the  use  of  the  culture 
tube  offered  the  only  positive  diagnosis  between  diphtheria  and 
diphtheroid.  One  should  think  of  diphtheria  if  the  exudate  in  the 
throat  was  situated  at  the  base  of  the  uvula  extending  over  towards 
the  tonsil.  If  there  was  isolated  swelling  of  the  uvula,  with  no 
exudate  at  the  side,  there  might  be  diphtheritis  membrane  behind 
the  organ.  If  small  exudates  were  seen  upon  the  tip  of  the  uvula, 
as  large  as  the  head  of  a  pin,  accompanied  by  a  follicular  tonsillitis, 
if  with  these  there  is  a  foul  odor  to  the  breath  we  could  then  be  more 
positive  as  to  the  diagnosis  of  diphtheria.  Again,  there  were  cer- 
tain processes  present  in  the  throat  which  would  not  justify  us  in 
making  a  diagnosis  of  diphtheria  without  the  use  of  the  culture 
tube.  Ulcerations,  similar  to  those  described  by  Mayer  as  being 
due  to  the  Vincent  spirillum  and  bacilli,  are  sometimes  truly  diph- 
theric. If  we  met  with  ulcerations  upon  the  tonsil  combined  with 
ulcerations  of  the  tongue,  with  foul  odor,  we  should  think  of 
Vincent's  ulcerative  angina.  He  did  not  think  that  any  physician 
would  be  justified  in  taking  all  this  as  final.  He  believed  that  one 
should  always  use  the  culture  tube  in  these  throat  cases,  in  all  va- 
rieties of  exudates.  He  said  that  unless  a  child  was  exposed  to 
diphtheria  and  scarletina,  80  per  cent  of  the  exudates  in  the  latter 
affection  were  diphtheroid  in  nature.  In  measles  or  scarletina  the 
question  as  to  the  absence  or  presence  of  true  diphtheria  could  only 
be  settled  positively  by  the  use  of  the  culture  tube. 

He  did  not  think  we  could  estimate  the  exact  frequency  of  lacunar 
diphtheria,  i.  c,  the  exudate  resembling  simple  follicular  tonsillitis 
and  remaining  so  throughout  the  whole  course.    The  reason  for  this 
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was  the  many  physicians  seeing  a  folHcular  appearance  in  the 
throat  of  a  child  do  not  wish  to  alarm  the  parents  and  let  the  case 
go  as  a  follicular  tonsillitis;  later,  should  the  patient  develop  par- 
alysis, they  conclude  that  it  was  of  diphtheric  nature.  In  such  cases 
the  culture  tube  is  rarely  used.  In  epidemics  of  diphtheria  he  was 
surprised  to  learn  of  the  frequency  of  lacunar  diphtheria.  He  re- 
cently had  seen  a  little  fellow  with  whooping  cough  who  had  at- 
tacks of  tonsillitis,  pharyngitis  and  laryngitis  at  different  times ;  the 
tonsillitis  was  of  the  follicular  form  and  remained  so;  it  was 
thought  to  be  of  a  catarrhal  character,  but  was  true  diphtheria.  In 
many  similar  cases  he  had  found  diphtheria. 

He  thought  it  would  interest  the  Section  to  relate  some  exper- 
iences of  Dr.  Caille,  which  were  published  some  years  ago  with 
regard  to  diphtheria  of  the  fauces  following  tonsillotomy.  The 
question  arose  as  to  how  diphtheria  can7e  about  and  it  was  sug- 
gested that,  in  these  enlarged  tonsils,  the  diphtheria  bacilli  were 
present;  when  the  tonsil  was  cut  there  was  left  a  large  raw  surface 
and  the  bacilli,  hitherto  inactive  and  inocuous,  started  to  form  a 
membrane.  An  attack  of  diphtheria  resulted.  Therefore,  before 
operating  upon  enlarged  tonsils,  he  believed  it  would  save  much 
trouble  subsequent  to  the  operation  to  inquire  if  the  child  had  had 
an  attack  of  diphtheria  in  the  near  past.  If  the  child  had  an  attack 
within  a  period  of  say  six  months  it  would  be  well  to  take  a  culture 
from  the  tonsillar  crypts  and  see  if  any  diphtheria  bacilli  were  still 
present. 

Dr.  Henry  D.  Chapin  related  the  instance  of  a  girl,  three  or  four 
years  old,  who  was  sent  to  the  hospital  this  fall.  The  house  doctor 
was  puzzled  with  regard  to  the  case  and  asked  Dr.  Chapin  to  see 
her.  The  child  was  weak,  very  pale,  and  in  a  low  condition,  with 
a  very  bad  breath.  Upon  examining  the  throat  and  mouth  a  large 
pseudo-membrane  was  observed  upon  the  hard  palate  and  extending 
to  the  base  of  the  uvula.  It  did  not  involve  the  pillars  of  the 
fauces  or  tonsils.  The  picture  presented  was  one  of  a  bad  septic  case 
of  diphtheria.  He  told  the  house  doctor  that  he  had  never  seen  a 
case  of  diphtheria  with  the  membrane  situated  exclusively  in  such 
a  place.  He  refused  to  admit  the  child  and  sent  her  home.  On  the 
following  day  a  doctor  was  sent  to  investigate  and  take  a  culture, 
which  proved  negative ;  he  learned  that  the  child  was  suffering  from 
phospherous  poisoning,  contracted  by  sucking  matches.  The  child 
was  then  admitted  to  the  hospital,  and  the  membrane  came  off, 
leaving  a  necrotic  area.    Recovery  took  place. 
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He  took  exception  to  the  statement  that  tonsilHtis  was  rare  in 
infants,  for  he  beHeved  that  it  was  more  common  than  was  gen- 
erally supposed.  The  reason  the  disease  is  not  discovered  is  on 
account  of  the  difficulties  encountered  in  attempting  to  examine 
the  fauces  in  infants  under  the  age  of  two  years.  The  passages 
were  so  small  that,  unless  there  be  a  good  light,  one  would  fail  to 
see  any  exudate.  In  order  to  facilitate  such  examinations  he  had 
devised  a  special  tongue  depressor  for  young  children,  which  he 
described;  with  this  a  thorough  examination  of  the  tonsils  could  al- 
ways be  made  at  the  first  attempt.  It  was  not  the  large  but  the 
small  pin-head  points  that  were  to  be  sought  for,  which  is  accom- 
panied by  fever  and  digestive  disturbances.  It  was  a  self-limited 
disease  and  the  patients  will  get  well  under  no  treatment. 

He  spoke  of  the  perplexity  caused  by  the  use  of  the  terms  diph- 
theria and  diphtheroid.  He  believed  the  Klebs-Loeffler  bacilli  caused 
diphtheria  and  the  streptococci,  diphtheroid.  Most  of  the  very  bad 
cases  he  had  seen  were  from  a  mixed  infection.  Death  more  often 
followed  infection  from  the  streptococci  than  from  the  Klebs-Loef- 
fler bacilli  alone.  He  had  recently  seen  a  case  occuring  in  a  doc- 
tor's family.  The  child  had  what  appeared  to  be  an  ordinary  cold; 
examination  did  not  show  any  exudate  in  the  throat  at  all.  Culture 
made  at  first  was  negative.  The  second  culture  was  given  as  prob- 
able, and  the  third  showed  the  bacilli  of  diphtheria.  There  was  a  dis- 
charge from  the  nose  and  a  swelling  in  the  neck.  In  diphtheria 
he  paid  a  great  deal  of  attention  to  swellings  in  the  neck ;  when  this 
condition  exists  in  great  degree  your  case  is  apt  to  result  fatally; 
there  are  not  many  exceptions  to  this  rule. 

Dr.  Jonathan  Wright  said  that  no  mention  had  been  made  of 
some  of  the  rare  appearances  which  simulated  pharyngeal  exudates. 
In  certain  cases  of  the  grippe  an  exudation  will  be  seen  which  baffles 
the  observer  for  a  few  days ;  but  this  soon  passes  away.  The  bullae 
of  phemphigus  and  herpes,  when  they  burst  and  collapse,  leave  a 
shining  white  patch,  often  of  considerable  extent,  which  is  merely 
the  detached  epithelium  which  has  been  raised  by  the  serous  exudate 
beneath  it.  This  rubs  off  after  a  while  and  leaves  an  excoriation. 
Seen  in  either  of  these  conditions,  the  appearances  are  easily  mis- 
taken for  pharyngeal  exudates  of  other  origin.  Mycosis  of  the 
pharynx  was  said  by  one  of  the  speakers  to  be  infrequent  in  child - 
dren.     With  this  he  did  not  agree. 

He  thought  the  sentiments  of  some  of  the  speakers  were  calcu- 
lated to  give  rise  to  some  confusion  as  to  the  diagnosis  of  diphtheria. 
A  learned  bacteriologist  had  told  them  that  the  diphtheria  bacillus 
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frequently  existed  in  normal  throats  and  persisted  occasionally  in- 
definitely after  an  attack  of  diphtheria.  Another  eminent  speaker 
had  declared  that  the  presence  of  the  bacillus  in  the  tonsillar  crypts 
should  give  rise  to  the  diagnosis  of  diphtheria.  As  a  matter  of  fact, 
it  seemed  to  him  that  while  the  bacillus  was  of  great  significance,  it 
was  a  very  unsatisfactory  factor  on  which  to  base  a  clinical  differen- 
tiation of  throat  inflammations. 

Dr.  M.  D.  Ledermax  related  a  case  in  which  he  was  much  inter- 
ested on  account  of  the  pharyngeal  exudate  which,  clinically,  re- 
sembled diphtheria  of  severe  form.  The  bacterialogical  examina- 
tion revealed  staphylococci.  The  patient  suffered  considerably  for 
five  or  six  days,  with  marked  oedema  of  the  soft  palate  and  pos- 
terior pillar.  All  the  local  symptoms  disappeared  under  the  ad- 
ministration of  anti-rheumatic  remedies.  After  the  local  symptoms 
had  subsided  almost  every  joint  in  the  body  suffered  from  an  attack 
of  acute  articular  rheumatism.  One  tonsil  was  involved  with  a 
distinct  membrane  which  extended,  from  one  side  to  the  other. 

Dr.  L.  a.  Coffin  said  that  he  was  particularly  pleased  to  hear 
from  Dr.  Park  the  admissions  of  the  limitations  of  the  bacteriologists 
in  making  a  definite  diagnosis  from  throat  culture.  Since  the  advent 
of  the  Klebs-Loeffler  bacillus,  as  clinically  we  had  at  times  well 
nigh  lost  confidence  in  our  ability  to  diagnose  diphtheria.  He  said: 
*T  have  great  and  renewed  confidence  in  the  trained  and  exper- 
ienced eye,  and  there  is  by  that  eye  conveyed  an  impression  to  the 
brain  that  it  is  impossible  to  reproduce  by  pen,  brush  or  speech.  The 
report  from  the  bacteriologist  should  be  received  by  the  clinician 
as  an  added  bit  of  knowledge  which  he  should  incorporate  with  his 
clinical  picture.  It  may  lend  to  a  diagnosis,  it  may  confirm  diagno- 
sis and  it  may  be  necessary  to  throw  it  out  as  an  element  in  the 
diagnosis. 

Dr.  Emil  Mayer  said  th^  he  wished  to  make  a  correction  in 
one  of  Dr.  Park's  statements,  and  that  was  that  there  was  usually 
some  existing  disease  condition  when  the  bacillus  of  Vincent  was 
present.    This  is  not  the  case. 

One  point  in  the  discussion  was  of  undoubted  value  to  the  pro- 
fession, and  that  was  as  to  the  length  of  time  patients  must  be  iso- 
lated after  all  symptoms  of  diphtheria  had  subsided.  The  present 
custom  is  to  take  culture  every  few  days,  and  as  long  as  the  bacillus 
is  found  the  patient  is  kept  isolated.  This  may  and  often  does  last 
many  weeks  and  is  a  source  of  many  bitter  complaiftts  on  the  part 
of  our  patierits  and  annoyance  to  ourselves.  If  some  hftppy  medium 
could  be  found  it  would  be  of  incalculable  benefit. 
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In  regard  to  pharyngeal  exudates  it  is  well  to  note  their  pres- 
ence after  injury,  especially  after  operations,  and  also  after  the  ap- 
plication of  certain  drugs.  The  superarenal  extract  often  occasions 
a  lymph  deposit. 

He  wished  to  enter  a  most  emphatic  protest  against  the  use  of 
cocaine  for  the  examination  of  young  children,  in  fact  for  any  pur- 
pose whatsoever  in  the  very  young.  The  method  of  examination  as 
proposed  by  Dr.  Chapin  was  so  very  simple  and  satisfactory  that  no 
other  was  necessary. 

Perhaps  one  point  more  might  be  dwelt  upon,  and  that  was 
the  diiferential  diagnosis  between  syphilis  and  the  exudate  asso- 
ciated with  the  bacillus  of  Vincent.  This  the  speaker  had  empha- 
sized in  a  paper  presented  to  this  Section  a  year  ago. 

Dr.  Robert  C.  Myles  said  that  when  he  was  in  general  practice  he 
did  not  seem  to  have  any  difficulty  in  making  a  diagnosis  of  these 
throat  conditions ;  but  since  he  had  begun  to  specialize  the  confusion 
became  greater  and  greater.  In  country  practice  diphtheria  ap- 
peared about  once  in  five  or  ten  years  in  epidemic  form  and  usually 
with  a  death-rate  of  25  per  cent,  and  no  one  had  any  difficulty 
in  recognizing  diphtheria.  They  often  had  what  they  called  "home- 
opathic diphtheria,"  in  which  little  spots  appeared  in  the  throat  and 
all  these  cases  recovered.  Hs  asked  Dr.  Koplik  if  he  had  ever  seen  a 
case  of  lacunar  diphtheria  result  in  death. 

He  had  never  seen  a  case  in  which  the  removal  of  the  tonsils  was 
followed  by  diphtheria. 

Dr.  Henry  Koplik,  in  answer  to  Dr.  Myles'  question,  said  that 
he  had  not  seen  any  such  cases  of  lacunar  diphtheria  prove  fatal, 
but  that  was  not  the  point  at  issue.  He  intended  to  impress  the 
fact  that  persons  exposed  to  diphtheritic  infection  of  a  lacunar 
diphtheria  might  contract  a  fatal  form  of  diphtheria. 

Dr.  E.  L.  Meierhof  said  that  at  the  hospital  or  dispensary  every 
child  who  had  an  exudate  had  a  culture  taken,  which  was  sent  to 
the  Board  of  Health ;  they  send  as  many  as  100  tubes  a  year. 

They  laid  great  stress  upon  the  appearance  of  enlarged  glands 
in  these  cases.  If  they  appeared  at  the  time  of  the  child's  illness  it 
could  usually  be  taken  for  granted  that  the  Board  of  Health  would 
report  the  presence  of  the  Klebs-Loeffler  bacilli. 

Regarding  the  discharge  from  the  nose,  he  said  that  any  child 
with  a  red  throat,  but  without  any  exudate  there,  who  had  a  dis- 
charge from  the  nose  of  a  muco-purulent  character,  a  culture  of 
that  discharge  frequently  gave  evidences  of  the  presence  of  the 
Klebs-Loeffler  baccili. 


SOCIETY  PROCEEDINGS.  243 

Dr.  Wm.  H.  Park  stated  that  he  had  had  Uttle  personal  experience 
with  Vincent's  disease.  In  saying  that  it  was  necessary  to  have  a 
suitable  local  soil  for  the  development  of  the  disease,  he  had  meant 
that  it  had  been  noted  that  carious  teeth  or  a  syphilitic  inflamma- 
tion frequently  existed  previous  to  the  appearance  of  the  exudate. 
The  bacilli  and  spirilla  of  Vincent  was  probably  incapable  of  pro- 
ducing infection  in  the  perfectly  normal  mouth  and  throat  of  a 
healthy  individual.  If  physicians  who  met  with  persons  who  seemed 
to  have  Vincent's  exudate  had  no  laboratory  accessible  he  would 
be  very  glad  to  examine  smears  sent  to  the  Health  Department 
laboratory,  on  16th  street.  Cultures  in  these  cases  are  useless,  the 
special  bacteria  of  this  disease  not  growing  in  them.  The  differ- 
ence between  having  diphtheria  bacilli  present  in  the  throat  and 
having  them  actively  exciting  disease  seemed  hardly  to  be  appre- 
ciated by  the  members  who  had  spoken  on  this  topic. 

The  examination  of  the  culture  tube  at  the  laboratory  can  only 
reveal  whether  diphtheria  bacilli  are  present  in  it  or  not.  The 
physician  who  had  made  a  suitable  culture  can  rely  with  sufficient 
certainty  for  action  upon  the  laboratory  report.  If  the  patient 
is  convalescent  the  report  indicates  that  diphtheria  bacilli  are  pres- 
ent, but  not  producing  disease.  If  extensive  inflammation  is  present 
the  reports  indicate  that  the  bacilli  are  actively  producing  their  tox- 
ins and  exciting  lesions.  If  very  slight  lesions  are  present,  the  re- 
port indicates  that  the  diphtheria  bacilli  are  taking  a  minor  part 
and  perhaps  are  not  active  at  all.  An  experience  last  winter  in  an 
asylum  nearly  illustrates  this  point.  After  two  fatal  cases  of  diph- 
theria the  throats  of  a  number  of  children  were  found  to  harbor 
virulent  diphtheria  bacilli.  All  the  children  were  immunized  by 
anti-toxin  injections.  Several  cases  of  follicular  tonsillitis  occurred 
in  these  immunized^ children,  in  some  diphtheria  bacilli  were  found, 
in  others  none.  It  is  fair  to  assume  that  here  the  diphtheria  bacci  be- 
cause of  the  recent  immunization,  were  not  active.  Because  of  nat- 
ural immunity  similar  conditions  may  arise  in  children  who  have 
not  been  immunized  by  anti-toxin. 
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Progress  of  Diseases  of  the  Nose— B.  A.  Waddington,  Salem,  N. 
J. — Medical  Age.     October,  1902. 

Atrophic  Rhinitis. — "The  origin  of  the  atropic  form  of  rhinitis 
is  without  question  of  remote  specific  diathesis."  "The  discharge 
arises  from  any  bony  cavity  opening  into  the  nose."  "The  odor 
varies  in  proportion  to  the  amount  of  bone  involvement."  "Con- 
stitutional treatment  has  no  value,  the  rule  being  that  these  patients 
are  in  good  health." 

Deviated  Septum. — "Is  the  result  of  traumatisms  in  early  Ufe.'* 
The  repeated  injuries  from  falls  in  early  life  and  from  blows  in  later 
life,  sets  up  inflammatory  changes,  resulting  in  over-development 
of  the  septum. 

"Nasal  polyps  belong  to  the  same  class  as  the  adenoids,  analogous 
as  to  tissue." 

"Adenoids  are  confined  to  children.  Their  growth  is  always  sys- 
temic, a  localized  tissue  metamorphosis." 

The  statements  made  by  the  author  are  too  flagrant  to  pass  un- 
noticed by  the  reviewer.  Under  the  title  which  they  have  been 
placed  they  are  neither  progressive  nor  recognized  or  accepted  opin- 
ions. The  fact  that  he  closes  his  remarks  as  follows :  "I  have  not 
written  upon  the  pathological  conditions  mentioned  in  this  brochure 
as  a  specialist  or  expert,  but  from  the  standpoint  of  a  general  prac- 
titioner of  medicine." — explains  the  reason  of  his  misguided  ig- 
norance of  the  subjects  in  hand  and  excuses  him  for  much  he  has 
said.  Stein. 

A  Simplified  Metliod  of  Operating  for  Deflection  of  the  Carti- 
laginous Septum. — DuNDAs  Grant — Journ.  of  Laryngology, 
Sept.,  1902. 

The  method  offered  is  a  modification  of  the  Old  "Roberts"  tech- 
nique together  with  the  idea  suggested  by  Moure. 

1.  Cocainizing  both  sides  of  the  septumj 

2.  Straightening  and  transfixing  with  the  needle.     (Roberts). 

3.  Administering  nitrous  oxide  gas. 

4.  Cutting  through  the  cartilage  by  means  of  Moure's  shears 
horizontally  below  the  deflection  then  obliquely  in  front  of  and  above 
it  parallel  to  the  ridge  of  the  nose,  the  incisions  not  meeting  below 
and  in  front. 

5.  Manipulating  the  cartilage  at  the  incisions,  so  as  to  encour- 
age over-riding.  M.  D.  Lederman. 
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A  Typical  Case  of  Frog-Face  produced  by  Nasal  Polypi — J.  A. 

Thompson — Cincinnati  Lancet- Clinic.     August,  1902. 

A  case  from  which  a  large  number  of  polypi  had  been  removed, 
covering  a  period  of  sixteen  years.  At  the  time  of  seeing  him  first 
the  author  found  both  nostrils  completely  blocked  by  them.  The  re- 
moval of  those  in  the  free  cavity  of  the  nose  showed  others  coming 
from  within  the  ethmoid  cells.  The  author  believes  that  in  such  cases 
to  effect  a  complete  cure,  it  is  necessary  to  not  only  open  up  and  ex- 
pose the  cells,  but  to  follow  the  case  carefully,  and  repeat  the  pro- 
cedure of  removing  portions  of  the  ethmoid  as  they  become  affected. 
For  he  thinks  that  weeks  and  months  afterwards  one  will  find  polypi 
growing  from  other  portions  of  bone.  Stein. 

Myxomatous  Mucous  Polypi  of  the  Nose  in  an  Infant — Lacoarret 
— Revue  Heb.  de  Laryngologie^  D'  Otologie  et  de  Rhinologie.    Sept. 
13,  1902. 

The  author  gives  six  new  cases  of  mucous  polypi  in  children. 
He  very  properly  insists  on  the  rarity  of  this  affection,  because  in  six 
years  and  in  more  than  ten  thousand  cases  he  has  met  with  only 
this  limited  number. 

In  five  cases  he  found  polypi  of  the  ordinary  myxomatous  type ;  in 
the  sixth  case,  a  myxofibroma. 

The  ages  in  these  cases  were  10,  12;  6^,  11,  14  and  8^  years  re- 
spectively. W.  SCHEPPEGRELL. 

Pemphigus   of   Mucous   Membrane — J.  Charles — Medical  Bul- 
letin, Dec,  1902. 

The  author  mentions  the  fundamental  element  of  pemphigus,  that 
which  constitute  the  characteristic  of  the  disease,  is  the  bulla.  The 
diagnosis  of  this  disease  is  easy  when  the  bullae  are  unruptured. 
After  the  bullae  have  broken,  the  lesions  may  be  confounded  with 
herpes  and  diphtheria.  From  the  latter  it  may  be  differentiated  from 
the  character  of  the  membrane,  absence  of  glandular  enlargement 
and  bacteriological  examination.  Treatment  resolves  itself  in  anti- 
septic gargles,  emollients  and  inhalations  of  mentholized  vapor. 
When  adhesions  of  the  velum  to  the  post-wall  causes  obstruction 
Abellis  recommends  bougieing  through  an  artificial  opening  made 
Avellis  recommends  bougieing  through  an  artificial  opening  made 

M.  D.  Lederman. 
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Some  Cases  of  Spasm  of  the  Glottis  and  Convulsions  in  Chil- 
dren cured  by  Ablation  of  Adenoid  Vegetations. — Maalve 
—Hospitalsiidende,  1902,  No.  29. 

M.  has  employed  scraping  out  of  the  epipharynx  only  in  such  cases 
in  which  decided  symptoms  of  adenoid  vegetations  were  present,  in 
all,  ten  patients,  (  7  boys  and  3  girls)  were  treated.  Seven  were  less 
than  one  year  old,  and  four  were  suffering  from  spasm  of  the  glot- 
tis only,  while  in  the  remaining  six,  spasms  of  the  glottis  was  accom- 
panied with  convulsions.     All  were  cured.  Gottlieb  Kiaee. 

Enlarged  Lingual  Tonsil — Frank  D.  Boyd — New  Albany  Medi- 
cal Herald,     September,  1902. 

The  case*  reported  is  of  unusual  interest  in  that  the  patient  w^as 
very  young,  only  2  years  old,  and  the  whole  of  the  base  of  the  tongue 
was  involved,  impinging  itself  upon  the  epiglottis,  tying  it  down  so 
completely  that  it  was  rendered  inactive. 

All  the  symptoms,  like  vomiting,  choking,  night  sweats,  swallow- 
ing during  sleep,  nodding  motion  of  the  head,  etc.,  disappeared  on 
the  removal  of  the  mass.  Stein. 

Salient  Points  in  the  Treatment  of  Catarhal  Deafness. — Sar- 
gent F.  Snow, — Buffalo  Med.  Journ.,  Jan.  1903. 

The  author  lays  stress  upon  the  necessary  operative  work  within 
the  nose.  Mention  is  also  made  of  constitutional  treatment,  such  as 
vigorous  exercise  as  a  relief  of  distended  blood  vessels.  The  author 
recommends  cold  bathing.  In  summing  up  it  is  virtually  impossible 
to  successfully  handle  a  case  of  chronic  catarrhal  deafness  where 
there  is  low  vitality,  a  sensitive  skin  or  frequent  functional  de- 
rangements, whereas,  without  these  obstacles  a  correction  of  morbid 
nasal  condition  makes  the  disease  non-aggressive  and  capable  of 
much  improvement  by  the  persistent  camphor  and  iodine  vapor  treat- 
ment. E.  D.  Lederman. 

The  Pathological  Conditions  of  the  Cranial  Sinuses F.  S.  Kirk- 
land,  Edinburgh — Journ.  of  Laryngology^  Nov.,  1902. 

The  percentage  of  cases  occuring  in  pneumonia  was  45  per  cent, 
consequently  the  author  states  that  we  are  justified  in  assuming  that 
the  pneumococcus  and  its  associates  are  actively  instrumental  in  pro- 
ducing disease  of  the  accessory  cavities  of  the  nose. 

Hajek  has  found  the  pneumococcus  present  in  the  antrum  of  high- 
more  in  conditions  of  health. 

Bronchitis  and  bronchiectasis  are  complications  of  sinus  disease, 
and  frequently  are  kept  active,  owing  to  the  original  disease  being 
overlooked.  M.  D.  L. 
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Laryngectomy  for  Malignant  Disease. — Frank  Hartley,  N.Y. 
-^N.   V.  Med.  Journal,  Dec.  13  and  20,  1902. 

With  earlier  diagnosis  and  more  restricted  operative  procedures 
the  death  ratio  and  the  possibility  of  recurrence  can  be  greatly  re- 
duced. The  results  of  numerous  surgeons  are  cited,  and  the  author 
remarks  that  today  in  the  class  of  cases  in  which  partial  excision 
of  the  soft  parts  of  the  larynx  has  been  combined  with  thyrectomy, 
the  permanent  cures  are  as  high  as  44  per  cent,  while  the  death 
rate  can  be  placed  at  about  11  per  cent. 

This  steady  improvement  in  the  results  is  to  be  found  in  the 
measures  adopted  to  avoid  the  former  frequent  causes  of  death, 
viz. :  the  aspirative  pneumonia  and  the  infection  of  cellular  planes 
enclosing  the  trachea  and  its  extension  to  the  mediastina.  The 
avoidance  of  general  anaesthesia  and  the  more  frequent  employ- 
ment of  local  anaesthesia  must  be  considered  as  an  important  ad- 
junct to  the  good  results  of  recent  years.  Another  measure  used 
in  total  laryngectomy  for  the  avoidance  of  aspirative  pneumonia 
is  that  suggested  by  Gliick,  in  which  immediately  proceding  the 
extirpation  of  the  larynx,  division  of  the  trachea  at  the  level  of 
the  first  or  third  rings  is  made  and  its  lumen  turned  forward  and 
sutured  to  the  skin.  The  mortality  for  this  method  has  been  only 
8.5  per  cent  for  total  laryngectomies,  a  mortality  not  yet  obtained 
by  any  other  method. 

It  is  practical  before  proceeding  to  any  radical  method,  to  ex- 
plore the  interior  of  the  larynx,  through  a  preliminary  thyrectomy, 
to  exclude  the  possibility  of  a  more  restricted  procedure.  This  op- 
eration is  described  in  detail.  For  a  general  anaesthetic  chloroform 
is  to  be  preferred,  preceded  by  a  hypodermic  injection  of  atropine: 
gr.  1-100.  The  Trendelenburg-Rose  posture  is  recommended.  At- 
tention is  called  to  the  anatomical  and  pathological  division  of  the 
laryngeal  planes     according  to  West. 

This  exhaustive  paper,  with  its  a  denda  of  five  cases,  with  their 
histories,  operated  upon  by  the  author,  is  a  valuable  contribution  to 
the  literature  of  this  important  subject.  It  permits  us  to  feel 
that  prompt  recognition  of  malignant  disease  in  the  larynx,  together 
with  early  surgical  intervention  by  a  skilled  operator,  offers  more 
hope  for  the  sufferer  than  we  were  inclined  to  believe  from  past  ob- 
servations. 

M.  D.  Lederman. 
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Exploration   of  the   Cerebellum   and    Drainage   of  a   Cerebellar 
Abcess  during  Artificial  Respiration — E.    W.   Roughton. — 
Lancet.     July  26,  1902. 
The  reason  for  calling  attention  to  this  case  is  that  the  diagnosis 
of  cerebellar  abscess  is  still  a  matter  of  difficulty,  and  the  localization 
is  of  still  greater  difficulty.     The  whole  operation  was  performed 
during  the  maintenance  of  artificial  respiration,  and  the  necessity 
for  the  performance  of  the  latter  was  abolished  as  soon  as  the  ab- 
scess was  opened.    The  interesting  points  of  the  case  are  as  follows : 

1.  The  Difficulty  of  Diagnosis. — For  ten  days  the  patient  was 
under  observation,  and  his  only  constant  symptom  was  abnormal 
slowness  of  the  pulse.  The  headache,  mental  slowness,  deafness, 
vomiting  and  tenderness  over  the  mastoid  all  improved;  then  vom- 
iting, subnormal  temperature,  giddiness  and  increased  mental  dull- 
ness came  on. 

2.  The  Localization  of  the  Abscess. — The  points  given  by  Acland 
and  Ballance,  quoted  in  Jacobson's  "Operations  of  Surgery,"  are : 
(i)  Paralysis  of  the  upper  extremity  on  the  same  side;  (2)  con- 
jugate deviation  of  the  eyes  to  the  opposite  side;  (3)  lateral  nystag- 
mus; (4)  exaggerated  knee-jerk  on  the  side  of  the  lesion;  (5)  a 
tendency  to  face  towards  the  side  of  the  lesion  in  walking;  (6)  stag- 
gering gait,  and  a  tendency  to  fall  towards  the  side  opposite  to  the 
lesion;  and  (7)  attitude  in  bed,  the  patient  lying  on  the  side  oppo- 
site to  the  lesion.  Of  these  different  symptoms  there  were  absent 
in  the  present  case  paralysis  of  the  arm,  conjugate  deviation  of  the 
eyes,  and  lateral  nystagmus.  The  patient  was  never  examined  as  to 
his  gait.  So  the  only  localizing  symptoms  were :  ( i )  Exaggerated 
knee-jerk  on  the  left  side;  and  (2)  inability  to  lie  on  the  right  side. 
The  former  turned  out  to  be  accurate,  but  the  latter  did  not. 

3.  The  Anesthetic. — The  fact  of  the  pulse-rate  increasing  from 
42  to  120  the  author  can  only  explain  as  due  to  pressure  on  the 
vagus  centre,  rendering  it  more  easily  inhibitable  by  chloroform  than 
when  it  is  in  a  normal  condition.  Whether  a  different  result  might 
have  been  brought  about  if  no  anesthetic  had  been  given  is  to  be  con- 
sidered. Where  there  is  so  much  pressure  upon  the  medulla,  it  may 
be  that  the  depressing  influence  of  the  anesthetic  is  sufficient  to 
upset  the  already  precariously  kept  balance.  On  the  other  hand  it 
would  not  be  easy  to  explore  both  sides  of  the  cerebellum  with  local 
anesthesia,  though  it  might  be  worth  trying.  It  has  been  asserted 
recently  that  chloroform  always  produces  heart  failure  before  respi- 
ratory failure.  In  this  case  there  seems  little  doubt  that  chloroform 
precipitated  the  respiratory  failure  without  interfering  greatly  with 
the  action  of  the  heart. 
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4.  The  Respiration. — The  beginning  and  carrying  through  of 
the  whole  operation,  in  spite  of  the  patient  making  no  attempt  at 
breathing,  was  amply  compensated  for  by  the  immediate  return  of 
activity  in  the  respiratory  centre  when  the  abscess  was  opened.  One 
other  point  as  to  the  cause  of  death  is  whether  the  cavity  being 
emptied  quickly  caused  edema  to  occur  in  the  medulla  oblongata 
when  the  pressure  was  suddenly  relieved;  whether  it  would  have 
been  better  to  allow  the  cavity  to  empty  very  slowly,  so  that  vessels 
with  their  walls  paralyzed  by  pressure  might  have  time  to  recover. 

StClair  Thomson. 

Direct  Endoscopy  of  the  Upper  Air  Passages  and  (Esophagus; 
Its   Diagnostic   and   Therapeutic   Value   in  the  5earch  for 
and  Removal  of  Foreign  Bodies. — Gustav  Killian,  Freiburg , 
— Journ.  of  Laryngology  J  Sept.,  1902. 

By  means  of  oesophagoscopy  the  gullet  may  be  systematically 
searched  from  above  downwards.  The  author  records  a  case  of  a 
tooth-plate  in  the  oesophagus  of  a  female  52  years  of  age,  which 
the  Roentgen-rays  failed  to  discover,  but  was  found  by  means 
of  the  oesophagoscope.  The  foreign  body  was  impacted  and  could 
not  be  removed  with  a  pair  of  long  tubular  forceps.  After  three 
attempts  with  the  galvano-cautery  snare,  the  plaie  was  cut  through 
and  the  two  pieces  were  then  easily  removed  with  forceps.  A  good 
recovery  followed.  In  cases  where  one  is  able  to  see  that  the  wall 
of  the  gullet  has  been  deeply  injured,  extraction  should  not  be  at- 
tempted. Early  oesophagotomy  is  indicated,  and  it  is  easier  to  locate 
the  injured  part  while  the  foreign  body  is  still  fixed. 

By  means  of  straight  tubes,  introduced  into  the  trachea  and 
bronchi  under  cocain  anaesthesia  of  25  per  cent  solution,  the  author 
has  been  able  to  examine  these  parts,  and  at  the  same  time  has  suc- 
ceeded in  removing  foreign  bodies  from  this  locality.  If  there  is 
much  dyspnoea,  a  preliminary  tracheotomy  is  necessary.  When 
this  has  been  performed,  and  the  foreign  substance  has  not  been 
coughed  up,  a  short  tube  may  be  introduced  through  the  wound  into 
the  cocainized  trachea  and  the  search  may  be  continued — lower  direct 
tracheotomy — a  method  employed  by  Pilmazek. 

When  the  asperated  foreign  body  has  become  fixed  in  the  bronchi 
below  the  bifurcation,  longer  tubes  are  employed,  which  are  intro- 
duced into  the  cocainized  bronchi.  The  author  remarks  that  we  may, 
without  fear,  press  the  bronchi,  which  are  highly  elastic  tubes  em- 
bedded in  soft  tissue,  into  the  median  line  and  bring  trachea,  large 
bronchus  and  branch  into  one  straight  line. 
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Bronchoscopy  allows  the  whole  bronchial  tree  to  be  searched. 
The  view  has  to  be  kept  clear  by  sponging  the  secretion  away,  or 
by  sucking  it  up  by  means  of  a  small  pump,  designed  by  the  author. 
For  illuminating  purposes  the  Kirstein's  forehead  lamp  is  recom- 
mended. If  a  tube  is  introduced  into  a  principal  bronchus,  which 
is  entirely  stopped  up  by  a  foreign  body,  respiratory  difficulties  will 
at  once  occur,  as  air  cannot  pass  into  the  other  healthy  lung  at 
the  side  of  the  tube ;  under  such  circumstances  the  tube  introduced 
should  have  a  lateral  opening  at  some  distance  from  its  lower  end. 

For  the  removal  of  foreign  bodies  from  the  bronchi  a  good  view, 
great  care  and  quietness  in  procedure  are  essential.  Slender  tubular 
forceps,  blunt  booklets  (in  the  form  of  Lister's  hook)  are  the  in- 
struments of  most  use.  Their  manipulation  at  so  great  a  depth  is  not 
an  easy  matter  but  may  be  learned  and  practiced  on  a  phantom 
which  has  been  constructed  for  the  purpose. 

Bronschoscopy  has  been  employed  in  twenty  cases,  of  these  eleven 
were  those  of  the  authors,  a  few  of  which  are  given  in  detail. 

M.  D.  Lederman. 

The   Diagnosis   and   Treatment   of   Malignant  Stricture  of  the 
CEsophagus. — C.  J.  Aymards,  London — Journ.  of  Laryngology^ 
Sept.,  1902. 
In  a  classical  paper  upon  this  subject,  the  author  summarizes  the 

diagnosis  as  follows : 

1.  Among  early  symptoms  we  may  base  so-called  "dyspepsia,'' 
nausea  and  repulsion  for  food;  pain  alone  when  the  central  district 
is  affected. 

2.  That  the  passage  of  a  bougie  is  the  only  way  to  clear  up  tlie 
diagnosis,  and  that  its  employment  need  not  be  feared. 

3.  That  extra  oesophageal  diseases  rarely  gives  rise  to  serious 
dysphagia. 

4.  That  spasmodic  obstruction,  apart  from  the  hysterical  form, 
has  always,  when  decided,  an  organic  cause  and  that  this  would  be 
better  called  intermittent  dysphagia. 

All  organic  obstruction  in  the<»pper  third  of  the  oesophagus  may 
be  considered  malignant,  but  have  a  special  tendency  to  cicatrize. 
In  the  central  half  of  the  gullet  a  sarcoma  or  a  myoma,  both  rare 
diseases,  may  cause  fatal  obstruction ;  and  here  also,  a  pouch  may 
give  rise  to  difficulty  in  diagnosis.  In  the  lower  portion  of  the 
gullet  a  simple  stenosis  may  occur,  and  it  may  be  difficult  to  distin- 
guish between  such  a  condition  and  a  cancer  of  the  stomach,  caus- 
ing great  reduction  of  the  cavity  (leather  bottle  stomach).  Con- 
siderable attention  is  devoted  to  the  treatment  of  the  disease. 

M.  D.  Lederman. 
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A  Case  of    Acute   Labryn thine  Deafness  to  Speech M.  Gron- 

'  LUND — Hospitalstidende,  1902,  No.  41. 

Harold  R.  age  15  years  ships-boy.  The  parents  are  healthy,  no 
consanguinity.  He  is  the  oldest  of  five  children,  all  whom  are 
well  and  he  himself  was  healthy  until  September,  1900,  when  on  a 
voyage  from  Pernambuco  to  Jamaica,  he  suddenly  fell  sick,  cause 
unknown.  He  went  to  bed  complaining  of  severe  headache  and 
stomachache,  the  impaired  hearing  developing  simultaneously,  and 
increasing  during  the  rest  of  the  voyage.  At  the  examination  the 
patient  appeared  stupid  and  unappreciable,  there  was  much  swav- 
ing  and  tottering,  when  he  closed  his  eyes.  The  patella  reflex  was 
present.  There  was  present  otitis  media  and  acute  catarrh ;  oph- 
thalmoscope showed  normal.  Examination  with  the  Bezold-Edel- 
mann  tuning  forks  revealed  partial  deafness  to  tones,  including  or 
approaching  the  parts  of  the  scale  necessary  to  the  comphehension  oi 
language.  One  year  and  a  quarter  later  the  gait  was  natural,  he 
stood  firmly  with  closed  eyes,  foot  to  foot,  and  understood  short  sen- 
tences. On  the  examination  of  the  continued  scale  of  tones,  deaf- 
ness of  the  following  parts  was  noticed.  Gottlieb  Kiaer. 

A   Case   of  Cancer   of   the  Larynx  Cured  by  the  X-Rays. — W. 

ScHEPPEGRELL,  New  Orleans — N.  V.  Med.  fourn.,  Dec.  6,  1902. 

The  growth  was  observed  in  a  male  patient,  57  years  of  age,  who 
complained  of  hoarseness  for  six  months,  which  was  gradually 
getting  worse.  The  mouth  and  pharynx  were  normal,  and  the  tumor 
involved  the  left  wall  of  the  larynx,  and  the  cord  on  the  same  side. 
There  was  also  a  paralysis  of  this  cord.  No  enlargement  of  the 
cervical  glands  were  observed.  Seventy  applications  of  the  X  rays 
were  carried  out  in  succession.  After  this  period  of  treatment  the 
mass  that  had  projected  into  the  lumen  of  the  larynx  had  dis- 
appeared, including  also  a  large  portion  of  the  left  vocal  cord, 
which  had  been  diseased.  All  difficulty  of  respiration  had  disap- 
peared and  also  the  pain.  Expectoration  was  still  present,  but  had 
lost  its  purulent  character,  though  occasionally  streaked  with  blood. 
Ten  further  treatments  with  the  X  rays  were  given,  at  the  end  of 
which  time  the  ulceration  in  the  larynx  had  healed.  Two  months 
later  no  return  of  the  disease  was  observed  and  the  patient  had  re- 
sumed his  practice  of  law.  No  syphilitic  history  was  obtained, 
though  a  therapeutic  test  was  made  with  negative  results.  No  mi- 
croscopical examination  of  the  growth  was  made,  as  the  diagnosis 
was  made  from  the  clinical  history  and  laryngoscopic  examination. 

M.  D.  Lederman. 
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Atlas  and  Epitome  of  Diseases  of  the  Mouth,  Pharynx,  and  Nose.    By 

Dr.  L.  Grunwald,  of  Munich.  From  the  Second  Revised  and  Enlarged  Ger- 
man Edition.  Edited,  with  additions,  by  James  E.  Newcomb,  M.  D.,  In- 
structor in  Laryngology,  Cornell  University  Medical  School ;  Attending  Laryn- 
gologist  to  the  Roosevelt  Hospital,  Out-Patient  Department.  With  102 
illustrations  on  42  colored  lithographic  plates,  41  text-cuts,  and  219  pages  of 
text.  Philadelphia  and  London:  W.  B.  Saunders  &  Co.,  1903.  Cloth,  $3.00 
net. 

This,  the  latest  in  the  series  of  Saunder's  Medical  Hand-Atlasses,  is  the 
most  acceptable  of  the  series  in  our  opinion,  and  no  praise  which  we  can 
offer  of  the  excellence  of  this  volume  would  be  too  extravagant.  The  illus- 
trations are  numerous  and  exceedingly  well  executed,  and  the  selection  of  the 
material  has  been  most  judicious. 

The  volume  is  additionally  enhanced  in  value  by  the  remarks  of  the  editor 
and  the  incorporation  of  extensive  notes,  including  the  use  of  Adrenalin,  and 
editorial  comments  throughout  the  text  making  the  volume  thoroughly  up-to- 
date  and  adding  to  its  worth  to  American  readers. 

This  volume  is  invaluable,  and  each  of  our  readers  should  possess  a  copy. 

M.  A.  G. 

The  American  Year=Book  of  Medicine  and  Surgery  for  1903  (Sur= 
gery).  A  yearly  digest  of  Scientific  Progress  and  Authoritative  Opinions  in 
all  branches  of  Medicine  and  Surgery,  drawn  from  journals,  monographs,  and 
text-books  of  the  leading  American  and  foreign  authors  and  investigators. 
Arranged,  with  critical  editorial  comments,  by  eminent  American  specialists, 
under  the  editorial  charge  of  George  M.  Gould,,  A.M.,  M.  D.  In  two  vol- 
umes— Volume  I,  including  General  Medicine,  Octavo,  700  pages,  fully  illus- 
trated; Volume  II,  General  Surgery,  Octavo,  670  pages,  fully  illustrated. 
Philadelphia,  New  York,  London:  W.  B.  Saunders  &  Co.,  1903.  Per  vol- 
ume, cloth,  $3.00  net;  half  morocco,  $3.75  net. 

This  excellent  year-book  comes  to  us  in  the  same  dress  as  last  year  in  two 
volumes.  Volume  II  (Surgery)  contains  the  matter  of  special  interest  to 
our  readers — the  chapter  on  Diseases  of  the  Nose,  Throat  and  Ear.  In  pre- 
vious volumes  contained  separate  chapters  on  Otology  and  Laryngology  by 
different  authors;  this  year  the  subject  matter  in  these  several  departments 
has  been  included  in  one  chapter  under  the  able  editorship  of  Drs.  D.  Braden 
Kyle  and  George  Fetterolf.  The  analyses  have  been  carefully  made  and  are 
briefly  presented.  Some  of  the  literature  cited,  however,  has  been  published 
prior  to  1902.    This  chapter,  as  a  whole,  is  very  good. 

In  another  chapter  (Plastic  Surgery,  etc.)  a  very  comprehensive  report  of 
paraffin  injection  in  nasal  deformities  is  given.  The  chapter  on  Diseases  of 
the  Respiratory  Tract  includes  interesting  paragraphs  on  Laryngectomy  and 
removal  of  foreign  bodies  from  the  air  passages.  The  book  is  brimful  of 
valuable  data  of  progress.  M.  A.  G. 
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Die  Krankheiten  der  Nase  und  des  Nasenrachens.  Mit  besonderer  Be- 
riicksichtigung  der  rhinologischen  Propadeutik.  By  Dr.  Carl  Zarniko,  of 
Hamburg.  Second  revised  edition.  First  part:  Propadeutik.  With  88  illus- 
trations and  3  plates;  264  pages,  octavo,  paper  bound.  Publisher,  S.  Karger, 
Karlstrasse  15,  Berlin.     Price,  $1.50. 

The  introductory  (Propadeutik)  section  of  Zarniko's  work  is  before  us,  and 
the  first  impression  to  the  reader  is  its  stamp  of  originality  in  arrangement, 
illustrations  and  text. 

The  first  chapters  containing  anatomical  and  physiological  observations  are 
especially  worthy  of  mention  for  their  excellent  descriptions  and  accompany- 
ing diagrams  and  photographs  of  the  accessory  sinuses. 

Chapter  III,  on  general  Pathology  and  Symptomatology  includes  well-writ- 
ten paragraphs  on  stammering,  stuttering  and  the  relationship  of  the  Nose  to 
the  Ear,  Eye,  Brain  and  general  system. 

Chapter  IV  on  Diagnosis  presents  several  new  features,  especially  the  com- 
prehensive descriptions  of  tests  of  the  sense  of  smell. 

General  Therapy  is  the  concluding  chapter  of  this  volume,  and  presents  the 
German  ideas  of  technique  to  date. 

We  believe  this  to  be  one  of  the  most  wide-awake  of  the  recent  German 
publications  in  this  field.  M.  A.  G. 

Progressive  Medicine.     Fifth  Annual  Series.     Volume  i,  March,  1903. 

A  quarterly  Digest  of  Advances,  Discoveries  and  Improvements  in  the  Medical 
and  Surgical  Sciences.  Edited  by  Hobart  Amory  Hare,  M.  D.,  Professor  of 
Therapeutics  and  Materia  Medica  in  the  Jefferson  Medical  College  of  Phila- 
delphia. Octavo,  handsomely  bound  in  cloth,  450  pages,  illustrated.  Per  vol- 
ume, $2.50,  by  express  prepaid.  Per  annum,  in  four  cloth-bound  volumes, 
$10.00.    Lea  Brothers  &  Co.,  publishers,  Philadelphia  and  New  York. 

The  first  volume  of  the  fifth  series  of  "Progressive  Medicine"  is  of  special 
interest  to  our  readers,  as  it  contains  the  chapters  on  Laryngology  and  Otology. 

In  the  section  on  Laryngology  and  Rhinology  our  esteemed  colaborator,  Dr. 
A.  Logan  Turner,  of  Edinburgh,  presents  a  summary  of  recent  advancement, 
which  is  a  well-written,  thorough  and  careful  review  rather  than  a  series  of 
abstracts.  He  presents  in  a  very  comprehensive  manner  the  work  done  in 
the  correction  of  nasal  deformities  by  means  of  paraffin  injections,  the  treat- 
ment of  ozoena  by  paraffin  injections,  an  excellent  chapter  on  progress  in  the 
work  on  the  accessory  sinuses,  and  shorter  paragraphs  on  general  anaesthesia 
in  minor  operations  upon  the  nose  and  throat,  the  X-ray  and  light  treatment, 
and  foreign  bodies  in  the  upper  air  passages. 

Dr.  Robert  Randolph's  chapter  on  Otology  is  devoted  largely  to  a  discus- 
sion of  the  methods  employed  in  the  treatment  of  various  chronic  aural  con- 
ditions, heretofore  considered  as  almost  hopeless  from  a  therapeutic  stand- 
point. 

The  section  on  Surgery  of  the  Head,  Neck  and  Chest  contains  good  para- 
graphs on  the  thyroid  gland  and  oesophagus.  The  paragraph  on  diphtheria 
also  deserves  special  mention.  M.  A.  G. 
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ORIGINAL  COMMUNICATIONS, 

/Original  communications  are  received  with  the  understanding \ 
\that  they  are  contributed   exclusively  to  The  Laryngoscope./ 


LOCAL  ANAESTHESIA  IN  SURGERY  OF  THE  UPPER  AIR 

PASSAGES.^ 

BY  J.  A.  BODINE,  M.  D.^  NEW  YORK. 
Professor  of  Surgery,  New  York  Polyclinic. 

Muriate  of  cocaine  is  deservedly  the  most  popular  of  the  many 
local  anaesthetics  in  use  at  present.  A  thorough  knowledge  of  the 
limitations  of  this  drug,  together  with  a  perfected  technique  in 
its  use  is  to  be  acquired  only  by  patient,  persistent  effort.  Local 
anaesthesia  with  cocaine,  when  properly  effected,  gives  absolute 
abolition  of  all  painful  physical  sensation;  though  many  surgeons 
only  succeed  in  reducing  the  pain  within  limits  of  endurance.  No 
hard  and  fast  rule  can  be  laid  down  for  its  use.  Wide  variations  in 
strength  of  solution  and  manner  of  application  obtain  in  different 
patients  and  in  different  parts  of  the  body  of  the  same  patient.  Each 
operator  must  develop  an  individual  technique.  The  amputation  of 
a  limb  above  the  knee  without  pain  is  possible  to  one  operator,  while, 
with  a  solution  of  double  the  strength,  removal  of  a  wen  painlessly 
is  beyond  the  accomplishment  of  another.  This  difference  is  the 
personal  equation. 

The  bald  statement  of  teachers  and  text-books  that  cocaine  ap- 
plied or  injected  will  abolish  pain  in  that  area  is  untrue,  and  re- 
sponsible for  much  disappointment  to  both  patient  and  surgeon. 
Not  only  is  the  manner  of  introduction  of  the  solution  essential. 


*  Read  at  New  York  Academy  of  Medicine,  Section  on  Rhinology  and  Laryngology,  February  25, 
1903. 
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but  the  psychic  element  in  the  patient  is  to  be  considered.  The  in- 
fluence of  this  subjective  element  in  local  anaesthesia  is  difficult  of 
description.  Perhaps  I  can  better  illustrate  it.  If  the  operator  asks 
loudly  for  a  '"knife"  and  it  is  passed  in  front  of  the  patient's  eyes, 
an  incision  into  a  completely  anaesthetized  area  will  hurt  that  pa- 
tient— "to  all  practical  purposes."  From  the  surgeon's  point  of 
view,  pain  could  not  have  resulted;  from  the  view-point  of  the  pa- 
tient, there  is  quite  a  different  opinion.  Furthermore,  the  psychic 
impression  of  the  word  "knife"  together  with  a  view  of  the  instru- 
ment results  in  a  distinct  shock. 

Actual  vaso-motor  paralysis  occurs  in  proportion  to  the  patient's 
nervous  susceptibility.  The  acquirement  of  a  personal  calmative 
influence  in  the  operator  is  essential.  Every  word  and  every  motion 
should  tend  to  allay  the  nervous  tension  of  the  patient.  The  knife 
should  have  been  handed  without  asking,  or  the  word  "bistoury" 
would  have  procured  the  desired  instrument  and  saved  the  shock  to 
the  patient.  It  is  the  amplification  of  this  calmative  principle  that 
enables  large  and  serious  operations  to  be  done  painlessly  under 
local  anaesthesia.  There  is  a  fatal  difference  between  pain  at  the 
beginning  of  an  operation  and  equal  pain  near  the  end.  The  one 
destroys  the  patient's  confidence  in  our  assurance  of  immunity  to 
suffering,  and  may  utterly  demoralize  him ;  while  the  other  is  borne 
with  equanimity  because  the  termination  is  at  hand.  Pain  of  the 
initial  prick  of  the  needle  should  be  lessened  by  applying  to  the 
skin  or  mucous  membrane  strong  carbolic  acid  on  the  point  of  a 
probe  or  tooth  pick.  In  surgery  of  the  upper  air  passages,  local 
anaesthesia  is  especially  advantageous.  It  relieves  the  situation  of 
many  immediate  and  remote  dangers  inseparably  connected  with 
general  narcosis.  The  interference  of  the  face  mask  is  obviated. 
We  command  the  co-operation  of  the  patient.  His  ability  to  volun- 
tarily cough  and  expectorate  are  to  our  advantage;  and  there  is 
lessened  danger  of  blood  being  aspirated  into  the  lungs. 

In  the  prostration  and  asphyxia  of  diphtheria  poisoning  general 
narcosis  for  tracheotomy  is  not  only  unnecessary  but  reprehensible. 
In  removal  of  a  foreign  body  from  the  trachea,  the  value  of  a  volun- 
tary cough  is  inestimable.  A  patient  with  a  peanut  kernel  in  his 
trachea  voluntarily  coughed  the  foreign  body  out  of  the  widely  re- 
tracted tracheotomy  incision. 

A  greatly  diminished  number  of  fatalities  from  cocaine  poison- 
ing are  now  encountered  in  current  literature — a  decrease  due  to 
the  weaker  solution  employed.  Formerly  4,  10  and  20  per  cent  so- 
lutions were  commonly  used  hypodermatically.     We  now  employ 
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)4  of  1%  down  to  1-100  of  1%  and  procure  better  anaesthesia. 
A  1  to  20,000  solution  of  cocaine  will  make  an  impression  on  a 
sensory  nerve  (Schleich).  Rhinologists  still  use  applications  of 
20  and  30%  strength.  The  urethral  mucosa  is  as  effectually  anaes- 
thetized by  application  of  a  2%  solution  as  of  one  of  10%  strength. 
That  solutions  unnecessarily  strong  are  often  used  in  nose  and 
throat  work  I  do  not  presume  to  state,  but  reasoning  by  analogy 
justifies  one  in  so  believing.  In  all  infiltration  work  it  is  import- 
ant to  remember  that  to  anaesthetize  the  skin  or  mucous  membrane, 
the  injection  is  made  into  the  skin,  not  beneath  it — intradermic,  not 
hypodermic.  The  highly  differentiated  end-organs  of  the  sensory 
nerves  are  just  beneath  the  epithelium.  When  the  needle  point 
lies  true,  it  can  be  seen  from  the  surface. 

Cocaine  solution  should  be  freshly  prepared  for  each  operation. 
In  a  few  hours  fungus  begins  to  form,  and  the  solution  is  poten- 
tially septic;  in  24  to  48  hours  it  is  distinctly  septic  and  will  pro- 
duce suppuration.  Much  of  the  present  belief  that  cocaine  inter- 
feres with  wound  healing  is  no  doubt  due  to  the  use  of  old  solutions. 
When  the  solution  is  sterile  and  iso-tonic  with  the  tissue  fluids  it 
interferes  with  repair  no  more  than  does  salt  solution.  If  the  so- 
lution is  not  iso-osmotic,  i.  e.,  of  the  same  specific  gravity  as  blood 
serum,  it  will  cause  swelling  of  the  tissue  from  cellular  inhibition 
according  to  the  law  of  osmosis  and  thus  in  slight  measure  inter- 
feres with  healing. 

Solutions  of  less  density  than  tissue  fluids  cause  pain  on  injection 
(anaesthesia  dolorosa).  Another  reason  for  using  fresh  solution 
is  that  it  becomes  acid  on  standing  and  loses  greatly  in  anaesthetic 
value.  If  acid  secretion  covers  the  nasal  mucosa  it  is  of  advantage 
to  use  a  nasal  douche  of  bicarbonate  of  soda  before  applying  the 
cocaine.  A  solution  is  always  more  effective  when  warm  than 
when  cold.  Cocaine  will  bear  momentary  boiling  without  chemical 
change,  though  the  practical  sterility  of  the  solution  may  be  as- 
sumed if  freshly  prepared  with  sterile  salt  solution. 

Anaesthesia  resulting  from  application  to  mucous  membrane  is 
greatly  inferior  to  infiltration ;  unfortunately  it  is  the  only  method 
possible  in  most  nose  and  throat  work,  by  reason  of  inaccessibility. 
Cocaine  acts  per  se  by  paralyzing  the  sensory  nerves;  acute  local 
anaemia  and  pressure  are  invaluable  accessories  m  producing  this 
effect.  Elastic  constriction  of  a  limb  alone  diminishes  sensation  in 
the  part.  In  cavity  work  both  local  anaemia  and  pressure  are  ob- 
tained bv  dense  infiltration  of  the  tissues  with  the  solution. 
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The  old  method  of  injecting  a  few  minims  of  strong  solution 
under  the  skin  or  mucous  membrane  to  ansesthetize  an  area  more  or 
less  wide  is  faulty  and  deservedly  obsolete  (regional  method).  If 
the  nerve  supplying  sensation  to  the  area  involved  can  be  isolated 
and  a  few  drops  of  a  weak  solution  of  cocaine  injected  within  the 
neural  sheath,  profound  anaesthesia  will  occur  throughout  the  nerve 
distribution  (intra-neural  method),  or  if  the  solution  can  be  in- 
jected in  immediate  proximity  to  the  nerve  trunk,  anaesthesia  takes 
place  throughout  its  distribution  (para-neural  method).  Halstead 
utilized  this  method  to  secure  anaesthesia  of  the  lateral  half  of  the 
tongue,  floor  of  mouth,  gums  and  teeth  in  one  half  of  the  lower  jaw. 
He  injected  the  solution  into  or  close  to  the  inferior  dental  nerve 
where  it  enters  the  inferior  dental  canal,  the  spine  of  Spix  being 
his  guide. 

Toxicity. — Experience  indicates  one  grain  of  cocaine  a  safe  dose 
for  absorption  in  an  adult.  Uncertainty  of  the  amount  absorbed  is 
a  serious  drawback  to  cocainization  of  mucous  membranes  by  appli- 
cation. Tight,  dense  infiltration  is  additionally  safe  in  that  the  pres- 
sure anaemia  permits  slow,  gradual  absorption  into  the  general  circu- 
lation.. 

Many  symptoms  thought  to  be  due  to  cocaine  idiosyncrasy  are 
in  fact  only  manifestations  of  nervous  Mght.  Such  symptoms  as 
giddiness,  faintness,  cold  perspiration  anjFpallor  are  often  psychic 
phenomena  and  require  only  recumbency  or  aromatic  spirits  of  am- 
monia for  relief.  When  they  have  passed  off  the  operation  can  pro- 
ceed and  additional  cocaine  may  be  used  if  necessary.  Morphine 
is  a  reliable  antidote  to  cocaine  poisoning.  Even  in  profound  mor- 
phine narcosis,  cocaine  is  the  quickest  and  safest  antidote.  They 
antidote  each  other.  A  prophylactic  injection  of  morphine  should 
be  given  in  all  operations  likely  to  require  much  cocaine.  At  the 
onset  of  symptoms  of  cocaine  toxaemia  morphine  is  to  be  wholly 
relied  upon  to  antagonize  them. 

Such  operations  as  excision  of  the  lip  for  cancer,  excision  of 
lateral  half  of  tongue,  ligation  of  external  carotid  for  intractable 
epistaxis,  foreign  body  in  the  wind-pipe,  laryngotomy,  partial  ex- 
cision of  larynx  and  many  other  operations  of  the  upper  respira- 
tory tract,  are  best  accomplished  with  local  anaesthesia.  Crile,  of 
Cleveland,  has  lately  shown  by  carefully  conducted  experimentation 
an  interesting  and  important  point  in  connection  with  cocaine  an- 
aesthesia and  surgery  of  the  pharynx,  and  larynx  above  the  level  of 
the  cricoid  cartilage.  The  nerves  in  this  region,  especially  around 
the  glottis,  and  the  terminals  of  the  recurrent  laryngeal  are  en- 
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(lowed  with  strong  inhibitory  functions.  Rough  manipulation  of 
these  regions  such  as  often  occurs  in  removal  of  adenoids,  foreign 
bodies  and  laryngotomy,  may  induce  alarming  and  even  fatal  col- 
lapse through  reflex  inhibition  of  heart  and  respiration.  Crile  and 
Matas  have  found  that  cocainization  of  a  nerve  absolutely  prevents 
reflex  impression.  It  is  called  "blocking"  and  is  advocated  as  a  pre- 
ventive against  shock  in  major  amputations.  The  technique  here 
being  to  isolate  the  main  nerve  trunks  prior  to  amputation  and  by 
injecting  cocaine  within  the  neural  sheath  cut  off  all  sensory  im- 
pressions below  this  level.  In  connection  wuth  surgery  in  the  region 
of  the  larynx,  he  states  that  extensive  experimentation  justifies 
his  statement  that  cardiac  and  respiratory  inhibition  is  impossible 
if  the  area  be  cocainized. 


I 


Subcutaneous  Injections  of  Paraffin  in  the  Correction  of  Nasal 
Deformities — Harmon  Smith,  N.  Y. — N.  T.  Med.  Journal. 
May  17,    1902. 

The  author  first  injects  about  five  minims  of  a  4  per  cent,  cocain 
solution  prior  to  the  introduction  of  the  heated  parafiine.  Strict 
aseptic  precautions  are  taken  and  the  parafiine  is  sterilized  before 
using.  After  heating  the  parafiine  to  US'"  F.,  which  expels  the  air, 
it  is  drawn  up  into  a  forcible  aspirating  syringe  through  a  large 
needle.  The  air  bubble  is  evacuated  and  the  syringe  and  needle  are 
submerged  in  sterile  water  at  120°  F.  This  keeps  the  parafiine  in 
liquid  fonn.  The  soft  tissues  of  the  nose  above  the  dorsum  are  lifted 
with  the  left  hand  and  the  needle  is  inserted  well  beneath  the  skin, 
carrying  its  point  beyond  the  site  of  greatest  deformity.  The  in- 
jection is  made  slowly,  at  the  same  time  withdrawing  the  needle  and 
using  the  thumb  and  index  finger  of  the  left  hand  to  mold  the  paraf- 
fine.  Care  must  be  exercised  to  prevent  the  parafiine  from  being 
forced  to  the  inner  canthi  of  the  eyes,  where  there  is  a  mass  of  loose 
areolar  tissue.  The  parafiine  remains  plastic  for  half  a  minute  and 
can  be  moulded  as  desired  during  this  time.  Cold  compresses  may 
be  applied  at  once  to  prevent  inflammatory  symptoms.  These  in- 
jections may  be  employed  in  filling  up  the  excavations  following 
mastoid  operations.    A  number  of  photographs  are  shown. 

M.  D.  Lederman. 


REMARKS  ON  GENERAL  ANAESTHESIA  IN  OPERATIONS 
INVOLVING  THE  UPPER  AIR  PASSAGES.* 

BY  THOMAS  L.  BENNETT,  M.  D.,  NEW  YORK. 

Anaesthetist  to  New  York  Hospital,  etc. 

The  question  of  general  anaesthesia  in  operations  involving  the 
upper  air  passages  is  of  particular  interest  and  importance  owing 
to  the  unusual  complications  which  result  from  the  fact  that  the  op- 
erator and  the  anaesthetist  occupy  the  same  field  of  operation.  The 
anaesthetist  requires  the  nasal  and  oral  air  ways  and  a  free  respira- 
tion in  order  to  introduce  his  anaesthetic  and  the  surgeon  must 
often  occupy  these  passages  to  a  greater  or  less  extent  in  his  work 
and  must  interfere  with  the  respiration  by  his  manipulations  and 
often  by  some  of  the  products  of  his  operation,  notably  blood ;  the 
latter  introducing  an  element  of  danger  not  only  immediate  from 
acute  obstruction  to  respiration,  but  may  be  remote  from  retention  in 
the  lung  and  infection  thereof.  More  or  less  mechanical  obstruc- 
tion to  respiration  is  present  in  many  of  this  class  of  cases  before 
the  narcosis  and  the  position  of  the  patient  required  by  the  opera- 
tor during  the  operation  is  often  unusual.  Both  of  these  facts  have 
considerable  bearing  on  the  safety  of  particular  anaesthetics  and  a 
judicious  choice  of  the  agent  to  be  employed  is  of  the  utmost  im- 
portance. The  problems  which  confront  the  anaesthetist  in  opera- 
tions involving  the  upper  air  passages  are  briefiy  these: 

1.  The  proper  choice  of  the  anaesthetic  for  the  particular  case 
in  hand. 

2.  The  administration  of  the  anaesthetic  in  a  way  involving  the 
least  possible  conflict  with  the  performance  of  the  operation  and  the 
least  possible  risk  to  the  patient. 

3.  The  adoption  of  measures  to  protect  the  lower  air  passages 
from  the  entry  or  retention  of  foreign  matter. 

The  Choice  of  the  Anesthetic. — Inasmuch  as  the  safety  of  the  pa- 
tient is  the  first  consideration  we  should,  in  the  absence  of  contrary 
indications,  employ  that  agent  which  experience  has  proved  to  be 
•safest,  if  it  fulfills  the  requirements  of  the  case  in  hand.  We  will 
consider  the  three  commonly  used  anaesthetics,  nitrous  oxide,  ether 
and  chloroform.  Nitrous  oxide  is  credited  with  exceeding  safety, 
its  mortality  showing  but  one  death  in  several  hundred  thousand 
administrations.     (More  than  30  deaths  are  recorded.) 

*  Read  before  the  Section  on  Laryngology  and  Rhinology  of  the  New  York  Academy  of  Medicine, 
February  25,  1903.  262 
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It  must  be  remembered,  however,  that  this  record  is  the  result  of 
the  momentary  administration  of  gas,  chiefl}'  for  tooth  extraction. 
Its  safety  in  prolonged  administrations  is  not  determined  but  it  is 
my  opinion  that  such  use  of  nitrous  oxide  in  any  form  will  be  found 
to  show  a  mortality  approximating  if  not  exceeding  that  of  chloro- 
form. 

For  operations  which  may  be  completed  in  about  one-half  min- 
ute and  in  which  immediate  consciousness  is  not  objectionable,  ni- 
trous oxide  is  reasonably  satisfactory  and  very  safe.  A  somewhat 
longer  period  of  unconsciousness,  often  amounting  to  one  minute 
or  more,  results  from  one  complete  administration  of  nitrous  oxide 
and  oxygen  and  this  form  of  gas  anaesthesia  is  always  to  be  pre- 
ferred, not  only  on  account  of  the  longer  narcosis,  but  because  of 
the  freedom  from  the  asphyxia  which  complicates  ordinary  gas  in- 
halation. 

When  the  operation  does  not  necessitate  the  removal  of  the  in- 
haler, nitrous  oxide  anaesthesia  may  be  indefinitely  prolonged  by  al- 
lowing sufficient  air  or  oxygen  to  prevent  asphyxia.  In  throat  and 
nose  operations,  reapplications  of  the  gas  before  the  return  of  com- 
plete consciousness  are  justifiable  if  necessary,  but  are  better  avoided 
on  account  of  the  danger  of  deep  aspiration  of  blood  or  other  mat- 
ter during  the  violent  respiration  often  seen  during  gas  narcosis. 
A  plan  for  prolonging  nitrous  oxide  anaesthesia  in  these  cases  will  be 
mentioned  later. 

The  duration  of  the  anaesthesia  resulting  from  one  complete  ad- 
ministration of  nitrous  oxide  is  exceedingly  variable,  some  individ- 
uals, especially  children,  giving  a  very  short  narcosis  and  almost 
any  operation  will  be  unsatisfactory  in  this  type  of  patient.  Chil- 
dren are  also  prone  to  asphyxial  jactitations  under  nitrous  oxide  and 
in  this  way  often  interfere  with  delicate  operations.  Old  people 
with  high  tension  pulse,  hard  arteries  and  a  tendency  toward  cere- 
bral hemorrhage  are  more  than  usually  endangered  by  the  ad- 
ministration of  nitrous  oxide. 

The  greatest  contra-indication  to  the  use  of  nitrous  oxide  is  the 
presence  of  mechanical  obstruction  to  respiration,  producing  dysp- 
noea and  some  degree  of  asphyxia.  Gas  or  gas  and  oxygen  may  be 
safely  administered  in  any  desired  position  of  the  patient.  It  in- 
creases the  tendency  to  immediate  hemorrhage  slightly. 

For  prolonged  operations,  ether,  which  has  a  mortality  of  one 
in  about  15,000  administrations,  is  unquestionably  the  safest  anaes- 
thetic and  should  be  the  choice,  if  not  contra-indicated  by  certain 
unusual  conditions,   such  as  acute  bronchitis  or  pneumonia,  acute 
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nephritis  or  marked  respiratory  obstruction.  Chloroform  is  usually 
safer  under  these  circumstances. 

Whenever  possible  ether  should  be  preceded  by  nitrous  oxide, 
which  adds  greatly  to  the  comfort  of  the  administration,  avoids  the 
stage  of  excitement  of  ether,  shortens  the  period  of  inhalation  and 
indirectly  lessens  the  after-efifects  of  ether.  It  adds  no  element 
of  danger  unless  abused,  but  probably  actually  lessens  the  risk  of 
ether  through  the  avoidance  of  the  stage  of  rigidity,  struggling  and 
excitement.  A  very  particular  value  of  ether  in  operations  about 
the  upper  air  passages  is  the  possibility  of  safely  obtaining  long 
periods  of  anaesthesia  after  removal  of  the  inhaler  by  previously 
pushing  the  anaesthetic  to  a  point  of  deep  narcosis. 

Ether  is  safely  administered  in  any  desired  position.  It  increases 
the  tendency  to  immediate  bleeding  moderately. 

Chloroform,  pure  or  diluted,  as  in  the  A.  C.  E.  and  other  mixtures, 
has  an  important  place  in  operations  about  the  upper  air  passages. 
Its  general  mortality,  according  to  statistics,  is  about  one  death  in 
2,500  administrations,  but  in  operations  in  this  region  it  is  probably 
considerably  more  dangerous  than  that.  The  reason  for  the  in- 
creased mortality  of  chloroform  in  this  branch  of  surgery  is  com- 
plex, but  in  my  opinion  is  due  almost  entirely  to  the  following 
factors : 

1.  Unusual  position,  of  which  the  sitting  is  most  dangerous. 

2.  Interference  with  respiration,  common  during  very  many  op- 
erations in  this  region  and  proven  to  be  a  very  dangerous  matter 
under  chloroform. 

3.  Sudden  hemorrhage,  usual  in  many  throat  and  nose  opera- 
tions and  very  easily  inducing  syncope  under  chloroform. 

I  regret  that  the  limitations  of  this  paper  will  not  permit  me  to 
dwell  on  this  most  interesting  question  of  the  excessive  mortality  of 
chloroform  in  this  class  of  cases. 

Owing  to  its  freedom  from  irritating  and  stimulating  eflFects  and 
because  of  the  low  percentage  of  its  vapor  that  it  is  necessary  to 
mix  with  the  respired  air,  chloroform  is  remarkably  free  from  those 
special  dangers  of  ether  and  nitrous  oxide  in  cases  presenting  acute 
respiratory  obstruction  or  a  tendency  to  that  condition  on  account 
of  diseased  structures  interfering  with  inspiration  or  expiration,  also 
in  acute  inflammatory  conditions  of  the  lungs  and  kidneys.  An- 
other advantage  of  chloroform  in  this  class  of  operative  work  is  the 
ease  with  which  its  administration  may  be  continued  during  pro- 
longed operations  without  interfering  with  manipulations  in  the 
air  passages.     For  this   purpose   it  may  be   administered   from   a 
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Junker  apparatus  or  by  means  of  a  small  piece  of  gauze,  cotton  or 
sponge  held  close  to  the  nose  or  mouth. 

By  the  avoidance,  as  far  as  possible,  of  the  dangerous  factors 
above  referred  to,  and  particularly  by  preceding  chloroform  by  a 
complete  administration  of  ether  (with  or  without  gas),  chloroform 
may  be  employed  with  reasonable  safety. 

The  Administration  of.  the  Anesthetic. — When  nitrous  oxide 
or  nitrous  oxide  and  oxygen  is  used  for  operations  in  the  nose  or 
mouth,  the  speculum,  gag  or  mouth  prop  should  be  placed  before 
the  administration,  so  that  the  operation  may  begin  as  soon  as  the 
face  piece  is  removed.  In  children  and  in  nervous  patients  it  is 
sometimes  desirable  to  give  gas  to  a  moderate  degree,  then  place 
the  speculum  or  gag,  and  afterwards  complete  the  administration. 
Several  plans  have  been  devised  for  prolonging  the  administration  of 
gas  during  these  operations  by  means  of  tubes  passed  into  the  mouth 
or  nose  and  continuing  a  stream  of  gas  after  the  inhaler  has  been 
removed.  Considerable  success  has  attended  this  plan,  especially  in 
dental  cases. 

If  ether  is  the  anaesthetic,  repeated  inhalations,  each  carried  to 
a  degree  of  deep  narcosis,  prove  very  satisfactory  and  safe  for  pro- 
longed operations  within  the  mouth  and  nose.  The  periods  of 
anaesthesia  may  be  lengthened  by  the  same  plan  as  that  just  re- 
ferred to  in  speaking  of  nitrous  oxide. 

If  chloroform  is  the  anaesthetic  chosen,  it  should  be  preceded  by 
ether  or  gas  and  ether  if  possible,  and  it  may  be  continued  by 
means  of  a  Junker  inhaler  connected  with  a  nasal  or  oral  tube  with 
great  success  when  required. 

I  will  now  consider  in  a  brief  manner  some  of  the  details  relative 
to  the  anaesthesia  in  particular  operations  in  this  region. 

The  removal  of  tonsils  and  adenoids  may  be  satisfactorily  accom- 
plished under  nitrous  oxide  if  it  can  be  done  in  about  thirty  sec- 
onds, or  under  gas  and  oxygen,  if  in  forty  to  sixty  seconds.  There 
will  be  occasional  failures  to  complete  the  operation  before  the  re- 
turn of  consciousness  on  account  of  the  unusually  short  periods 
of  narcosis  in  certain  individuals,  especially  children.  The  gag  or 
mouth  prop  should  be  placed  before  completion  of  the  narcosis,  as 
already  described.  Ether  or  gas  and  ether  is  undoubtedly  the  best 
anaesthetic  for  these  cases.  It  may  be  administered  in  any  posi- 
tion, a  narcosis  of  sufficient  duration  may  be  had  in  most  cases 
for  the  completion  of  the  operation  and  whenever  it  is  desirable  to 
repeat  the  dose  it  may  always  be  done  before  the  return  of  con- 
sciousness.    The  patient  is  stimulated  and  not  liable  to  syncope  as 
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under  chloroform  in  these  operations.  The  after-effects  are  as  a 
rule  slight,  moderate  sickness  being  rather  an  advantage  than  other- 
wise, in  freeing  the  stomach  from  blood  and  other  matter. 

The  slow  recovery  of  consciousness  as  compared  with  nitrous 
oxide  is  in  my  opinion  a  great  advantage,  in  sparing  the  patient  the 
distressing  sight  and  sensations  which  must  accompany  the  first 
moments  after  the  removal  of  tonsils  and  adenoids.  Ether  increases 
the  tendency  to  immediate  hemorrhage  in  all  operations.  Chloroform 
is  a  dangerous  anaesthetic  in  these  cases,  but  will  occasionally  be  the 
choice  on  account  of  other  factors.  It  should  be  used  sparingly,  a 
light  narcosis  should  suffice,  the  head  should  be  kept  low  and  res- 
piration interfered  with  as  little  as  possible.  Chloroform  lessens 
the  tendency  to  immediate  bleeding,  but  rather  increases  the  ten- 
dency to  secondary  hemorrhage.  I  am  not  prepared  to  say  that 
any  one  of  the  various  positions  employed  by  different  operators  for 
these  cases  is  better  than  the  others,  and  I  believe  the  position  makes 
little  difference  in  the  outcome  of  the  operation  if  the  principles  of 
drainage  of  the  blood  from  the  throat,  mouth  and  nose  are  well  car- 
ried out.  In  certain  prolonged  operations  on  the  tonsils,  however, 
I  believe  the  lateral  position,  the  body  and  head  being  on  the  side, 
to  be  decidedly  better  than  any  other,  as  drainage  is  very  good  in 
this  position. 

Many  operators  hold  opposite  views  regarding  the  depth  of  an- 
aesthesia mt>st  suitable  for  these  cases.  Some  prefer  light,  others  deep 
narcosis.  My  preference  is  for  full  anaesthesia  if  ether  is  used,  as 
I  believe  we  can  protect  the  lower  air  passages  from  the  entrance  of 
foreign  material  much  better  in  these  cases  when  deeply  narcotized 
than  when  half  under.  In  the  latter  state  the  struggling  and  vio- 
lent efforts  to  breathe  more  than  offset  the  doubtful  protection  of 
sluggish  reflexes. 

Other  short  operations  in  this  location  are  best  conducted  on 
similar  lines. 

For  paracentesis,  nitrous  oxide  is  usually  sufficient  and  satis- 
factory, occasionally,  however,  a  patient  will  show  an  unusual  ten- 
dency to  twitching  movements  and  these  may  interfere  with  the  op- 
eration. 

For  the  more  prolonged  operations  involving  more  or  less  con- 
flict between  the  work  of  the  surgeon  and  the  anaesthetist  such  as 
antrum  or  sinus  cases,  the  removal  of  nasal  growths,  etc.,  there 
are  two  plans  for  conducting  general  anaesthesia.  In  one  the  ad- 
ministration of  the  anaesthetic  is  interrupted  by  periods  of  operat- 
ing.    In  the  other  the  administration  is  continuous,  being  started 


BENNETT  :      GEXEKAL  ANESTHESIA  OF  UPPER  AIR  PASSAGES.      267 

in  the  usual  way  and  maintained  by  means  of  chloroform  from  a 
Junker  apparatus,  the  vapor  being  conveyed  through  a  tube,  which 
may  be  passed  into  the  mouth  or  nose.  It  is  best  in  these  cases  to 
keep  up  a  light  narcosis,  permitting  a  moderate  degree  of  coughing 
and  swallowing.  If  the  patient  can  be  placed  in  the  complete  lateral 
position,  good  drainage  from  the  mouth  and  nose  will  be  secured. 

Protection  of  the  lower  air  passages  from  the  entrance  of  for- 
eign matter  is  one  of  the  most  important  factors  in  operations  in- 
volving the  upper  air  passages.  When  a  preliminary  tracheotomy 
is  performed,  as  in  many  operations  upon  the  tongue,  jaws,  pharynx 
and  larynx,  it  is  an  easy  matter  to  prevent  this  by  packing  the 
pharynx  or  the  trachea  above  the  tube,  but  in  ordinary  cases  without 
tracheotomy,  danger  from  this  source  is  fairly  well  prevented  by 
efficient  swabbing  of  the  throat  during  the  operation,  by  the  plac- 
ing of  pads  to  receive  matter  passing  toward  the  lungs,  by  the 
position  of  the  patient  and  by  a  degree  of  narcosis  in  which  the  pa- 
tient protects  himself  by  coughing  and  swallowing. 

In  closing,  I  wish  to  call  your  attention  to  a  splendid  method 
which  provides  at  once  for  the  giving  of  the  anaesthetic  in  an  out  of 
the  way  manner,  for  most  complete  protection  of  the  lower  air  pas- 
sages and  for  free  and  unobstructed  respiration.  I  am  indebted  to 
Dr.  George  W.  Crile,  of  Cleveland,  Ohio,  for  this  plan,  and  I  have 
had  several  opportunities  of  verifying  his  assurance  of  its  efficiency.. 
The  patient  being  fully  anaesthetized  in  the  usual  manner,  rather 
heavy  walled  rubber  tubes  of  as  large  diameter  as  possible  are 
passed  through  the  nostrils  to  a  point  in  the  pharynx  opposite  the  top 
of  the  larynx,  whereupon  respiration  will  take  place  through  the 
tubes.  The  mouth  is  now  opened,  the  tongue  pulled  well  forward 
and  the  space  thus  formed  at  the  back  of  the  pharynx  is  packed 
tightly  with  gauze,  so  as  to  completely  shut  off  communication  be- 
tween the  mouth  and  nose  and  the  larynx.  The  free  portions  of  the 
tubes  are  carried  up  over  the  forehead,  the  ends  covered  with  gauze, 
upon  which  ether  or  chloroform  may  be  dropped  to  continue  the  nar- 
cosis. In  the  cases  in  which  I  have  availed  myself  of  this  plan  the 
results  have  been  satisfactory  in  every  way.  The  protection  of  the 
lower  air  passages  has  been  absolute,  the  respiration  has  been  nor- 
mal and  the  narcosis  perfect.  This  method  should  be  of  service  in 
antrum  and  frontal  sinus  cases.  It  can  be  carried  out  with  one  tube 
only  if  one  of  large  calibre  can  be  passed,  thus  leaving  the  other  nos- 
tril free  for  exploration,  which  is  desirable  in  some  of  these  cases. 

17  West  90th  Street. 
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STREPTOCOCCIC  ORIGIN.:^ 

BY  S.   L.   LEDBETTiER,  M.  D.,  BIRMINGHAM^  ALA. 

I  have  thought  for  some  time  that  I  would  write  a  paper  on  this 
subject,  but  not  having  been  able  to  get  cultures  in  a  large  percent- 
age of  cases  seen  and  the  data  being  so  incomplete,  I  hardly  felt 
justified  in  doing  so.  I  will  report  a  case  illustrating  a  type  of  the 
trouble  under  discussion. 

A  few  weeks  ago  I  was  called  in  consultation  with  a  friend  of 
mine,  the  attending  physician,  to  see  a  child  two  years  old,  suffering 
from  dyspnoea  and  severe  throat  affection,  which  was  supposed  to 
be  diphtheritic.  This  was  the  third  or  fourth  day  of  the  trouble. 
The  father  and  mother  had  been  suffering  from  severe  throat  affec- 
tions but  had  not  developed  any  membrane.  I  examined  the  father's 
throat  carefully.  There  was  at  that  time  nothing  visible  except  the 
general  redness  of  the  pharynx — with  slight  swelling  of  tonsils  and 
glands.  A  few  days  later  he  came  to  my  office  with  what  appeared 
to  be  peritonsillar  abscess,  but  under  treatment  the  trouble  subsided 
without  suppurating. 

.  Examining  the  baby  I  found  a  heavy  grayish  deposit,  covering 
both  tonsils,  and  extending  on  to  the  back  wall  of  the  pharynx  up 
behind  the  soft  palate.  On  wiping  away  the  deposit  a  necrotic  sur- 
face was  exposed.  The  nostrils  seemed  to  be  almost  entirely  oc- 
cluded, submaxillary  glands  very  much  swollen,  child  restless,  un- 
able to  nurse  or  swallow  any  considerable  amount  of  liquids  of  any 
kind;  drowsy  but  only  able  to  sleep  for  a  few  moments  at  a  time. 
No  laryngeal  obstruction,  but  breathing  was  hard  and  irregular, 
something  like  the  breathing  of  a  patient  under  chloroform  when 
the  tongue  drops  back  into  the  pharynx,  making  three  or  four  in- 
effectual attempts  at  inspiration  when  the  child  would  rouse  up,  open 
his  mouth,  and  take  in  a  few  good  full  inspirations.  Then  there 
would  be  a  repetition  of  the  same  conditions.  The  pulse  was  small 
and  weak;  color  bad.  He  was  evidently  being  rapidly  poisoned  by 
carbonic  acid  gas  and  the  streptococcus  infection. 

A  culture  had  been  taken  the  day  before  by  a  very  competent 
bacteriologist  and  only  cocci  were  found,  staphylococci  and  strepto- 
cocci, so  the  attending  physician  informed  the  family  that  diph- 
theria had  been  eliminated  and  that  he  felt  very  much  more  com- 

*  Read  at  the  meeting  of  the  Southern  Section  of  the  American  Laryngological,  Rhinological  and 
Otological  Society,  Atlanta,  Ga.,  January  24,  IDOH. 

268 


LEDBETTER  !      MEMBRANOUS  AND  ULCERATI^  PHARYNGITIS.       269 

fortable  over  it.  In  leaving,  I  said,  Doctor,  I  am  afraid  you  are 
going  to  lose  your  patient,  and  think  you  had  better  tell  the  fam- 
ily that  the  condition  is  critical,  so  as  to  let  them  down  a  bit  easy, 
in  case  the  child  should  die.  "Oh,  I  think,''  said  he,  "that  it  will 
come  out  all  right;  however,  this  afternoon  when  you  go  back  to 
treat  the  throat,  you  might  say  to  them,  that  the  condition  is  such 
that  the  result  is  yet  doubtful."  I  had  made  an  application  of 
iodine  and  carbolic  acid  to  the  necrotic  surfaces  and  was  to  go  back 
at  5  p.  m.  to  repeat  the  application.  When  I  made  my  second  visit 
the  symptoms  were  so  much  aggravated  that  I  told  the  father  that 
the  condition  was  much  worse  and  the  situation  critical.  I  tried  to 
communicate  with  the  attending  physician,  but  could  not  catch  him. 
The  child  died  about  8  o'clock  of  the  same  day. 

In  this  case  the  nasal  obstruction  was  a  large  factor  in  causing 
death.  The  nasal  obstruction  and  pharyngeal  swelling  making  diffi- 
cult breathing.  I  have  seen  at  intervals  a  number  of  cases  similar  to 
this  one;  some  in  which  the  most  distressing  features  seemed  to  be 
the  dyspnoea,  others  in  which  death  was  due  to  the  profound  in- 
toxication. I  have  seen  the  lips,  tongue,  pharynx  and  nasal  sur- 
faces covered  with  dark  bloody  crusts.  The  chief  characteristic  of 
these  cases  is  the  large  percentage  of  fatalities.  These  are  the  cases 
which  were  formerly  classed  as  true  diphtheria.  The  differential 
diagnosis  being  between  diphtheria,  membranous  croup  and  tonsil- 
litis. 

All  necrotic  and  gangrenous  sore  throats  with  extensive  swelling 
of  the  glands  of  the  neck,  and  all  cases  of  profound  intoxication 
were  called  diphtheria,  while  many  of  the  milder  cases  with  small 
deposits  on  the  tonsils  were  called  tonsillitis.  I  have  seen  a  num- 
ber of  cases  of  paralysis  of  pharyngeal  muscles,  of  eye  muscles  and 
even  cases  of  general  paralysis  following  attacks  of  so-called  ton- 
sillitis, while  all  cases  beginning  in  the  larynx  confined  to  the 
larynx  were  called  membranous  croup.  These  are  the  cases  with  low 
temperature  and  no  glandular  enlargement.  The  point  I  wish  to 
emphasize  is,  that  if  the  Klebs-Loeffler  bacillus  be  the  cause  of  diph- 
theria, then  a  large  percentage  of  the  cases  which  were  once  classed 
as  diphtheria  of  the  most  malignant  type,  are  not  diphtheria  at  all, 
but  an  infection  from  cocci.  In  all  of  these  cases  there  seems  to  be 
absolutely  no  relief  to  be  gotten  from  antitoxin. 

Of  course  we  have  cases  of  mixed  infection,  beginning  perhaps 
as  diphtheria,  with  a  later  invasion  of  the  streptococcus.  On  this 
account  and  because  it  is  frequently  impossible  to  get  a  prompt  bac- 
teriologic  examination,   it   is   advisable   to   administer   antitoxin   in 
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all  cases  of  doubtful  appearance.  I  make  it  a  rule  to  give  anti- 
toxin first,  then  get  a  culture,  if  possible,  later. 

My  experience  in  these  cases  loses  much  of  its  value  because  of 
the  conditions  attending  them.  They  have  all  been  consultation  cases 
and  usually  hurry  calls,  frequently  out  of  town.  In  the  majority  of 
them  it  was  impossible  to  get  a  culture  unless  I  had  taken  the  pre- 
caution to  carry  a  culture  tube  with  me,  which  I  have  not  been  in 
the  habit  of  doing.  I  believe  I  have  rarely  seen  one  of  these  cases 
more  than  once,  as  they  generally  prove  fatal,  and  very  rapidly  so. 
Several  have  died  while  I  was  still  in  the  house.  In  nearly  all,  the 
breathing  was  considerably  labored  from  pharyngeal  and  nasal  ob- 
struction. In  a  few  instances  I  have  introduced  an  O'Dwyer  tube 
without  benefit.  I  soon  learned  that  they  were  not  cases  for  intuba- 
tion. I  have  urged  in  some,  the  doing  a  tracheotomy,  but  I  think 
the  cases  are  few  in  which  a  tracheotomy  would  do  good.  I  did 
a  tracheotomy  on  one  occasion  where  the  disease  extended  into  the 
trachea.  The  swelling  in  the  neck  from  infection  of  the  wound  was 
something  terrific.    The  child  died,  of  course. 

I  am  sorry  that  my  examinations  have  not  been  more  scientifically 
conducted.  As  it  is,  many  of  the  cases  cannot  be  properly  classed. 
But  the  point  made  still  holds,  that,  whether  the  Klebs  bacillus  does 
or  does  not  exist,  the  presence  of  a  violent  streptococcus  infection  is 
a  very  serious  condition  in  which  the  usual  methods  of  treatment 
are  of  but  little  consequence. 


Clinical  Experiences  with  the  Suprarenal  Gland  and  its  Various 
Preparations — C.     G.    Fellows — The    Clinique.      December, 
1902. 
One  of  its  great  uses  is  as  a  means  of  diagnosis,  owing  to  its 
ischaemic  action.     It  augments  and  prolongs  the  anaesthetic  effect  of 
cocaine.     It  helps  to  abort  certain  forms  of  inflammations.     In  opera- 
tive work  either  in  the  eye,  ear,  nose  or  throat  it  gives  us  a  field 
entirely  free,  or  almost  so,  from  hemorrhage.     Although  secondary 
hemorrhages  are  said  to  occur  more  frequently  following  its  use,  it 
has  not  been  so  in  the  author's  experience. 

As  a  local  styptic  it  seems  to  act  promptly  where  other  remedies 
fail. 

As  to  its  effects  in  hay  fever,  he  is  not  as  yet  ready  to  report. 

Stein. 
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ACUTE  LARYNGITIS  OF  SINGERS;  ITS  ABORTIVE  TREAT= 

MENT.:^ 

BY  H.   HOLBROOK  CURTIS^  M.  D.,  NEW  YORK. 

Acute  laryngitis  may  occur  from  traumatic  or  constitutional 
causes.  Traumatic  laryngitis  is  non  bacterial.  Constitutional  laryn- 
gitis is  either  due  to  bacterial  infection,  or  arises  from  altered  inner- 
vation. From  whichever  cause,  the  acute  laryngitis  of  singers 
or  public  speakers,  is  of  especial  interest  to  the  laryngologist,  who 
is  generally  expected  to  do  nothing  short  of  a  miracle  for  the  relief 
of  his  patient.  Traumatic  laryngitis  may  be  illustrated  as  occur- 
ring after  vomiting,  singing  with  faulty  method,  spasm  of  the 
glottis,  cough,  strangulation,  etc.  We  must  differentiate  between 
an  extravasation  and  a  severe  congestion.  The  picture  is  familiar 
to  most  of  us,  that  of  the  deep  purple  red  color  of  one  cord,  the  re- 
sult of  rupture  of  a  blood  vessel  in  the  submucosa.  I  have  on  two 
occasions  known  a  singer  to  become  aphonic  from  such  an  extravasa- 
tion, the  result  of  vomiting  previous  to  or  during  a  performance. 
It  has  occurred  in  my  office,  after  a  patient  had  a  spasm  of  the 
glottis,  the  result  of  a  spray  application  inadvertantly  inhaled,  and 
once  as  the  result  of  a  violent  attack  of  coughing.  This  condition 
has  been  called  hemorrhagic  infarction.  It  is  unilateral.  Never 
is  this  extreme  blood  red  cord  imitated  by  a  congestion  from  any 
other  cause.  Aphonia  from  this  condition  is  unaccompanied  by  pain 
and  there  is  no  lack  of  motility  of  the  cords,  a  constant  occurrence  in 
acute  laryngitis.  Another  phase  of  inflammation  of  the  cords  is  a 
bilateral  congestion  due  to  bad  attack  in  singing,  as  from  the  abuse 
of  the  coup  de  glotte  of  the  French  nomenclature.  Here  we  find  the 
free  edges  of  the  cords  red  and  slightly  swollen  in  the  middle  third, 
or  the  entire  cord  aflfected — the  so-called  soda  water  bottle  cords. 
This  occurs  independent  of  redness  of  the  surrounding  tissues,  the 
result  of  mechanical  interference,  as  from  forcing  the  voice,  singing 
or  speaking  during  bodily  exhaustion,  etc.  The  condition  described 
may,  if  not  arrested,  become  chronic  and  go  on  to  the  formation  of 
singers  nodules. 

The  most  usual  cases,  however,  of  acute  laryngeal  inflammation 
which  we  are  called  upon  to  relieve,  are  of  nervous  origin,  cases 
in  which  we  observe  a  mal-co-ordination  of  the  intrinsic  muscles 
due  to  perverted  inhibitory  function,  or  paresis  of  the  motor  nerves. 

*  Read  at  the  meeting  of  the  Eastern  Section  of  the  American  Laryngological,  Rhinological  and 
Otological  Society,  Boston,  Mass.,  February  14,  1903. 
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These  cases  are  nearly  always  accompanied  by  a  congestion  of  the 
larynx.  It  is  hardly  necessary  to  go  into  the  subject  of  constitu- 
tional laryngitis  other  than  to  note  the  sudden  extinction  of  voice 
due  to  colds,  influenza  and  la  grippe,  and  to  refer  to  the  laryngitis 
due  to  'shock  or  grief.  We  might  call  attention  to  that  which  comes 
on  very  suddenly  as  the  result  of  breathing  hot  vitiated  air  in  a 
crowded  reception.  So  many  things  cause  laryngitis  that  it  would 
take  more  time  to  elaborate  the  etiology  than  the  demand  on  your 
patience  would  justify.  I  have  observed  a  case  in  which  a  change  of 
language  from  French  to  German  caused  a  laryngitis  with  inter- 
stitial changes  to  occur  after  a  single  operatic  representation,  the 
typical  singers  nodules  being  well  defined. 

It  is  essential  in  estimating  an  acute  affection  of  the  larynx  to 
observe  the  shape  of  the  glottic  chink.  Adduction  is  brought  about 
by  the  crico  arytenoidei  laterales,  supplemented  by  the  arytenoideus, 
and  we  know  that  if  adduction  is  impossible  both  these  muscles 
are  affected ;  but  if  the  cords  approximate  anteriorly  and  the  trian- 
gular chink  remains  between  the  posterior  thirds,  then,  only  the 
arytenoideus  is  affected  by  a  paresis,  or  paralysis,  as  the  case  may 
be.  A  unilateral  adductor  paralysis  should  at  once  lead  us  to  a 
guarded  prognosis.  Always  see  if  further  adduction  takes  place  in 
deep  inspiration,  viz. :  find  out  by  this  if  paralysis  is  complete.  A 
bilateral  adductor  paralysis  is  generally  functional  in  origin,  due 
to  hysteria  or  reflex  causes,  but  in  almost  all  the  laryngeal  inflamma- 
tions we  note  a  paresis  of  the  adductors  of  slight  degree. 

If  we  on  the  contrary  observe  an  abductor  paresis,  we  have  to  do 
with  an  affection  of  the  crico-arytenoidei  postici  muscles.  This 
is  frequently  due  to  pressure  on  the  recurrent  nerves  from  enlarged 
bronchial  glands  or,  disturbance  of  the  vagus.  This  condition  is 
often  produced  by  a  simple  cold. 

By  far  the  most  common  of  the  pareses  accompanying  a  laryngitis, 
especially  among  singers,  is  the  paresis  of  the  thyro-arytenoid 
internus  and  externus  muscles.  We  are  all  so  familiar  with  this  pic- 
ture of  the  elliptical  chink  of  the  glottis  caused  by  a  paresis  of  the 
internal  thyro-arytenoid  that  I  need  not  dwell  upon  the  description. 
Two  other  pictures  of  less  frequent  occurrence  deserve  mention ; 
one  is  where  the  cords,  though  they  approximate,  are  deflected  pos- 
teriorly to  right  or  left,  due  to  an  adductor  paresis  of  one  cord  and 
compensatory  adduction  of  the  other  cord  to  meet  it,  the  arytenoid 
apices  slightly  overlapping.  The  other  condition  to  which  I  wish  to 
call  attention  is  the  double  ellipse,  caused  by  combined  paresis  of 
the  arytenoideus   and  the  external  thyro-arytenoidei  muscles. 
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It  is  astonishing  in  voice  users  how  invariably  a  sHght  paresis 
accompanies  almost  every  acute  affection  of  the  larynx,  which  we 
are  wont  to  call  a  laryngitis.  On  this  account  it  did  not  seem  that 
a  brief  review  of  the  pictures  were  out  of  place  in  this  sketch. 

With  this  short  summary  of  the  etiology  I  will  go  on  to  state 
what  may  be  expected  from  treatment.  The  patient  almost  always 
presents  himself  struggling  to  speak  in  a  loud  tone  with  a  very 
husky  voice.  The  sine  qua  non  of  treatment  we  must  at  once  ex- 
act viz. :  absolute  silence,  or  a  tone  whispered  upon  the  lips  with 
no  laryngeal  quality  in  the  voice.  This  must  be  enjoined  until  the 
sound,  written  humph,  may  be  made  without  effort  through  the 
nose,  the  mouth  being  closed.  Then  we  commence  vocal  exercises, 
using  words  like  ming,  mong,  ding,  dong,  maw,  mo*w,  etc.,  as  an 
adjunct  to  treatment;  for  at  that  moment  we  know  the  thyro-aryte- 
noids  and  other  affected  muscles  have  lost  their  paresis,  if  it  existed, 
and  have  regained  their  tonicity.  The  instant  innervation  is  re-es- 
tablished, then  we  may  commence  muscular  exercises  to  over- 
come the  slight  infiltration  which  is  present.  Internally  from  the 
first  we  exhibit  strychnia,  and  apply  static  or  larradic  electricity 
along  the  course  of  the  recurrent  laryngeal  nerves.  Of  greatest 
value  in  this  stage  is  the  use  of  adrenalin  chloride  solution  sprayed 
into  the  larynx,  before  doing  the  tone  exercises. 

While  w^e  are  carefully  exercising  the  sluggish  intrinsic  muscles 
by  using  with  the  nasal  attack,  words  beginning  with  the  labial  con- 
sonants, as  exemplified  by  humming  the  word  ming,  it  is  well  to 
alternate  the  work  by  giving  a  massage  to  either  side  of  the  trachea 
and  thyroid  as  well  as  under  the  ramus  and  angle  of  the  jaw.  The 
latter  is  performed  by  standing  in  front  of  the  patient,  separating  the 
first  and  second  fingers,  applying  them  over  the  region  of  the  in- 
ferior maxillary  glands  and  making  rapid  backward  and  forward 
movements,  pressure  being  directed  upward  and  inward.  The 
trachea  and  laryngeal  massage  is  done  upward  and  downward  with 
the  thumb  and  two  fingers.  A  cold  pack  is  then  applied  to  the 
throat  and  the  pyriform  sinuses  are  swabbed  with  tmcture  of  iodine 
and  glycerine  in  equal  portions,  to  stimulate  the  nerves  and  produce 
a  counter  irritation  without  the  vocal  larynx.  This  method  of 
procedure  will  quickly  abort  a  commencing  laryngitis.  Of  course 
attention  must  be  paid  to  nutrition  and  elimination,  and  the  respired 
air  must  be  cool  and  pure.  After  a  laryngitis  has  been  relieved 
in  this  manner  a  spray  of  adrenalin  (sol.  1-1000)  diluted  with  four 
volumes  of  water,  should  be  used  during  a  performance,  alternated 
with  an   inhalation   of   menthol   in   albolene    (5   to   10   grs.   to  the 
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ounce),  or  an  inhalation  of  iodoform  in  ether.  I  have  saved  many 
a  performance  by  using  this  method  and  consider  it  the  simplest  and 
best. 

There  is  quite  a  knack  in  knowing  just  when  to  begin  the  vocal 
exercises,  for  on  them  depends  the  rapid  cure.  If  we  allow  nature 
to  overcome  the  hyperaemia,  by  the  process  of  diapedesis  and  re- 
sorption, we  must  admonish  rest  and  patience.  The  treatment  out- 
lined above  is  only  attempted  when  demanded  by  the  special  emer- 
gency of  the  individual  case,  but  it  is  success  in  these  emergencies 
which  shows  the  master  hand  and  lends  most  to  our  reputation. 


Can  Hypertrophic  Rhinitis  be  Cured  by  Other  Than  Surgical 
Measures? — Jacob  E.  Schadle^  St.  Paul,  Minn.  International 
Medical.  Magazine.     February,  1903. 

After  a  very  intelligent  exposition  of  some  of  the  chief  symptoms 
and  the  pathological  conditions  characterizing  this  disease,  the  author 
immediately  disposes  of  the  question  that  furnishes  the  text  of  his 
paper,  by  answering  with  an  emphatic  ''No."  He  ^ays,  "there  is  but 
one  method  by  which  hypertrophic  rhinitis  can  be  cured,  and  this  is 
■surgical  intervention." 

The  different  methods  of  surgical  procedure  are  classified  as ;  the 
acid  caustic;  the  electro-cautery,  and  the  radical  method. 

Of  the  acid  caustics,  the  author  holds  that  chromic  acid  is  the 
remedy  par  excellence,  but  is  pregnant  with  the  best  results  when 
used  only  in  the  intumescent  variety  of  chronic  rhinitis. 

For  that  variety  of  enlargement  resulting  in  dense  connective 
tissue  alterations  the  electro-cautery  is  the  remedy  offered  preferable 
to  that  of  chromic  acid. 

A  linear  incision  into  the  growth  down  to  the  periosteum  of  the 
bone  is  recommended.  Nor  more  than  one  hypertrophy  at  a  time 
should  be  operated.  An  interval  of  from  two  to  four  weeks  should 
elapse  between  operations.  A  flat-bladed  cautery  should  never  be 
used. 

The  cold  wire  snare  is  the  instrument  offered  as  the  best  one  for 
removing  the  papillary  variety  of  hypertrophy  and  also  in  those 
cases  of  smooth  hypertrophy  not  amenable  to  the  electro-cautery. 

The  nasal  scissors  is  mentioned  as  used  by  some  operators.  Both 
the  hot  wire  snare  and  the  spokeshave  are  spoken  of  only  to  be  con- 
demned. *  Stein. 


REPORT  OF  A  CASE  OF  PARALYSIS  OF  BOTH  INTERNAL 
THYRO-ARYTENOID  MUSCLES.* 

BY  \V.  G.  B.   HARLAND,   M.  D.,  PHILADELPHIA,  PA. 

Instructor  in  Laryngology,  University  of  Pennsylvania;  Surgeon  to  ilar,  Nose  and  Throat  Dispensary, 

Presbyterian  Hospital. 

Annie  M.,  a  dispensary  patient,  aged  26,  was  referred  to  me  by 
Dn  J.  E.  Talley  on  Nov.  17,  1902.  She  had  suffered  considerable 
loss  of  voice,  following  a  severe  cold,  three  weeks  before,  and  when 
I  saw  her  she  could  not  speak  above  a  whisper.  Two  years  ago 
she  had  a  similar  attack,  lasting  one  month,  which  she  ascribed  to 
excessive  coughing.  The  patient  seemed  an  easy-going,  healthy 
woman,  and  although  anxious  about  her  voice,  was  not  morbidly 
so.  She  answered  questions  frankly  and  apparently  carried  out  the 
directions  that  were  given  her.  On  examination  the  cords  were 
found  reddened  somewhat,  and  during  phonation  they  failed  to  come 
closely  together,  being  flabby  and  loose.  The  inter-arytenoid  mus- 
cle acted  well  and  the  arytenoid  bodies  turned  so  that  the  vocal 
processes  plainly  touched  each  other,  showing  that  the  lateral  crico- 
arytenoids were  also  intact.  Both  cords  were  relaxed  from  the  vocal 
processes  forward  and  left  between  them  an  oval  chink  in  every  way 
characteristic  of  bilateral  internal  thyro-arytenoid  paralysis.  The 
patient  had  some  hypertrophic  rhinitis  and  there  was  a  tendency 
toward  papillomatous  tumors  on  the  tongue.  There  was  no  local 
pain  nor  any  interference  with  respiration.  Temperature  98.2°, 
pulse  69.  A  provisional  diagnosis  of  local  neuritis  or  passible  sub- 
glottic growth  was  made  at  that  time.  Careful  physical  examina- 
tion by  Dr.  Talley  failed  to  reveal  anything  besides  some  minor 
eye  and  uterine  symptoms.  Dr.  McReynolds  examined  the  uterus 
and  found  the  os  open  and  other  evidences  of  a  former  pregnancy, 
he  was  inclined  to  think  the  woman  syphilitic.  The  case  was  seen 
by  my  colleagues  at  the  University  and  all  agreed  that  the  internal 
thyro-arytenoids  alone  were  paralyzed.  For  a  day  or  so  the  pa- 
tient complained  of  frontal  headache,  but  had  no  other  cerebral 
symptoms,  there  was  no  ataxia,  the  patient's  station  was  fair,  the 
knee  jerks  were,  however,  less  than  normal.  Her  pupils  reacted  to 
light  and  distance. 


*  Read  before  the  Section  on  Otology  and  Laryngology  of  the  College  of  Physicians  of  Philadel- 
phia, March  18,  190H. 
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The  nose  and  pharynx  received  the  ordinary  routine  treatment 
two  or  three  times  a  week.  A  variety  of  appHcations  to  the  larynx 
were  tried,  protargol  5%,  zinc  sulphate  2%,  alum  2%,  and  at  other 
times  iodoform  and  bismuth  powder,  and  zinc  sulphate  with  starch 
were  dusted  in — none  of  these  produced  any  effect,  good  or  bad. 
The  electric  current  applied  to  the  larynx  outside  seemed  to  make  the 
condition  worse.  The  patient  was  placed  at  first  on  ammonium 
iodide  10  gr.,  three  times  a  day  and  as  this  was  not  well  borne,  the 
yellow  iodide  of  mercur}-,  1-24  gr.,  after  meals,  was  given  instead, 
with  strychnin  sulph.  1-40  gr.,  four  times  a  day.  About  Dec.  16th 
these  were  changed  to  bichloride  of  mercury,  1-48  gr.,  potass,  iodid 
10  gr.,  three  times  a  day,  which  was  taken  without  trouble  until 
January  2,  1903.  Then  the  proportion  of  iodide  was  increased  to 
15  gr.  to  the  dose,  and  this  was  taken  until  January  5th,  when  the 
patient  stopped  it  because  it  disagreed  with  her.  No  medicine  was 
taken  from  the  5th  to  the  10th,  and  no  applications  were  made. 
On  January  10th,  following  the  advice  of  a  friend,  she  began  to 
take  a  well  known  expectorant  f 3ii  twice  daily ;  within  48  hours  she 
could  speak  fairly  well  and  when  I  saw  her  on  January  14th  her 
voice  sounded  natural.  February  18th  she  told  me  her  voice  had 
entirely  recovered.  Although  the  cords  did  not  then  come  together 
in  an  entirely  normal  way  her  voice  was  nevertheless  good. 

The  case  was  not  an  extraordinary  one,  except  for  the  unex- 
pected and  rather  humiliating  way  in  which  it  ended.  Undoubtedly 
it  was  one  of  the  so-called  functional  cases  dependent  really  upon 
local  inflammation,  possibly  with  a  syphilitic  basis.  The  treatment 
used  was  the  one  recommended  in  all  the  books  consulted.  It  is 
probable  the  patient  had  either  reached  the  end  of  the  disease  at 
the  time  she  began  to  take  the  expectorant  and  would  have  gotten 
her  voice  back  without  it,  or  some  sedative  in  the  medicine  cured 
her  by  subduing  an  irritation  that  by  reflex  action  was  causing  the 
paralysis.  It  would  seem  worth  while  to  try  a  sedative  line  of  treat- 
ment in  persistent  cases  of  this  kind. 


THE  TREATMENT  OF  ACUTE  MASTOIDITIS  AND  ITS  IN- 
FLUENCE UPON  AUDITION.* 

BY    JAMES    FRANCIS    McCAW,    M.    D.,   WATERTOWN,   N.   Y. 

Oculist,  Aurist  and  Laiyngologist  to  the  City  Hospital  and  Jefferson  County  Orphan  Asylum; 

Member  of  American  Laryngological,  Rhinological  and  Otological  Society; 

Jefferson  County  Medical  Society,  etc. 

In  presenting  this  paper  to  the  Society,  I  desire  to  say  that  it  is 
based  upon  a  personal  experience,  for  in  reviewing  the  Hterature  of 
acute  mastoiditis  I  have  failed  to  find  any  reference  to  this  phase 
of  the  subject. 

In  order  to  determine  the  comparative  value  of  different  methods 
of  treatment  directed  to  the  middle  ear  and  mastoid  region  and 
their  influence  upon  hearing,  an  accurate  conclusion  can  only  be 
reached  by  means  of  careful  and  comprehensive  study  of  a  large 
number  of  cases.  With  this  end  in  view  and  at  the  expenditure  of 
much  time  a  thorough  search  has  been  made  of  the  record  of  cases 
which  have  come  under  my  care,  in  which  there  was  present  an  acute 
tympano-mastoiditis.  All  cases  have  been  included  whether  opera- 
tive or  otherwise. 

I  will  state  in  the  beginning — as  it  has  a  direct  bearing  on  the 
subject — that  it  is  accepted  that  mastoid  complications  following 
the  acute  infectious  or  contagious  diseases  is  consequent  upon  tym- 
panic infection. 

In  this  communication  there  is  no  pretense  to  originality,  but  simply 
an  attempt  to  call  attention  to  a  phase  of  this  subject  which  has  been 
sadly  neglected,  and  emphasize  its  importance  in  relation  to  hear- 
ing; to  show  that  these  cases,  especially  those  following  influenza, 
can  be  separated  into  two  distinct  types :  The  one  in  which  early 
operative  interference  is  almost  always  demanded  if  the  greatest 
amount  of  hearing  is  preserved,  and  the  other  in  which  interference 
may  be  safely  delayed,  and  reliance  placed  upon  abortive  measures, 
with  the  assurance  not  only  of  the  preservation  of  hearing,  but  that 
the  integrity  of  the  parts  will  be  maintained  and  a  reasonably  cer- 
tain prognosis  of  recovery.  It  becomes  a  matter  of  considerable 
moment  then,  to  study  these  cases  carefully  that  we  may  not  subject 
a  patient  to  an  unnecessary  operation,  and  on  the  other  hand,  not 
persevere  in  abortive  measures  beyond  the  border  line  of  safety; 
but  in  our  method  of  treatment  the  patient's  interest  must,  at  all 

*  Read  before  the  Southern  Section  of  the  American  Laryngological,  Rhinological  and  Otological 
Society  at  Atlanta,  Ga.,  January  24,  1903. 
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times,  be  subserved,  both  in  regard  to  audition  and  the  virulence 
of  the  infection,  and  the  necessity  for  operative  interference  de- 
termined at  the  earhest  possible  period. 

The  appended  report  of  cases,  while  not  large,  shows  very  clearly 
that  the  period  of  the  diseases  at  which  appropriate  treatment  is 
applied,  and  to  a  less  extent,  the  method  of  after  treatment  in  oper- 
ative cases  influence  to  a  certain  extent  the  function  of  audition. 
This  report  will  show  also  the  great  preponderance  of  cases  fol- 
lowing influenza,  which  was  responsible  for  about  78  per  cent  of  all 
cases  seen.  For  a  number  of  years  I  have  noticed  the  great  influ- 
ence of  la  grippe  as  a  factor  in  mastoid  disease  and  its  unusually 
virulent  nature.  The  writer  called  attention  to  this  in  1900  and 
again  in  a  paper  read  before  the  Eastern  Section  of  this  Society 
in  1901,  in  which  was  said  that  la  grippe  infection  was  responsible 
for  more  cases  of  acute  suppurative  mastoiditis  than  scarlatina, 
measles  and  diphtheria.  Time  has  served  only  to  strengthen  this 
view  J  and  I  believe  that  today  it  is  the  most  potent  influence  in  the 
causation  of  acute  mastoiditis. 

Cases  following  this  particular  infection  can  be  separated  into 
two  distinct  types — the  hemorrhagic  and  the  suppurative — which  is 
of  the  greatest  importance  in  determining  treatment  in  the  early 
stage  and  its  influence  on  the  preservation  of  hearing.  The  hemor- 
rhagic variety  we  find  coming  on  more  often  during  the  attack,  the 
patient  complains  of  sudden  severe  pain  in  one  ear,  which  may  be 
followed  in  a  few  hours  by  a  slight  blood  tinged  serous  discharge 
and  some  mastoid  tenderness.  Examination  shows  the  membrana 
tympani  intensely  congested  with  small  hemorrhagic  areas  over  its 
surface,  giving  it  the  appearance  of  marked  bulging.  This  hemor- 
rhagic condition  will  sometimes  extend  well  along  the  cutaneous  cov- 
ering of  the  bony  canal  and  sagging  will  appear  pronounced  in  some 
cases.  In  the  writer's  opinion  we  have  to  deal  with  the  same  con- 
dition in  the  mastoid  antrum  and  possibly  the  cells,  that  we  find  in 
the  middle  ear.  Perez  in  his  experiments  with  Pfeiffer's  bacillus  to 
determine  the  influence  of  virulent  cultures  upon  traumatism, 
reaches  the  conclusion  that  it  does  not  cause  infection,  but  an  in- 
toxication and  its  pathogenicity  is  due  to  a  toxin.  This  would 
seem  to  give  an  explanation  of  the  type  of  cases  under  discussion  and 
a  reason  for  their  responding  so  favorably  to  abortive  measures  of 
treatment.  This  same  intensely  congested  condition  with  small 
hemorrhagic  areas  in  the  mucous  membrane  of  the  pharynx  has 
been  noted  by  many  observers.  My  best  results  in  these  cases,  both 
as  to  recovery  from  the  disease  and  subsequent  restoration  of  func- 
tion, has  been  obtained  by  rest  in  bed,  free  catharsis,  leeching  in  front 
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of  the  tragus  and  over  the  mastoid  and  hot  douching  of  the  canal 
every  two  hours.  /  zvould  like  to  emphasize  the  fact  that  I  do  not  here 
incise  the  membrane.  This  is  particularly  important  when  we  con- 
sider that  any  operation  upon  the  middle  ear  regardless  of  its  'sim- 
plicity or  the  dexterity  of  the  operator,  carries  with  it  a  certain 
menace  to  the  function  of  audition.  The  incision  in  non-suppura- 
tive  cases  opens  up  a  gateway  for  infection  of  a  membrane  which  is 
very  susceptible  and  ready  to  take  on  a  much  more  virulent  process 
from  a  mixed  infection.  In  all  aborted  cases,  with  three  excep- 
tions, which  followed  measles  and  acute  coryza  where  the  membrana 
tympani  was  freely  incised,  and  the  ice  bag  applied,  the  above  line  of 
treatment  was  carried  out  with  most  gratifying  results.  Every  case, 
ten  in  all,  recovered  without  operation  and  with  normal  hearing. 
I  would  *like  to  be  thoroughly  understood  as  advocating  this 
method  of  treatment  only  in  the  hemorrhagic  variety  of  acute  otitis 
media  with  mastoid  symptoms  'following  influenza,  for  the  same 
reliance  cannot  be  placed  upon  it  in  any  other  form  of  the  disease. 

The  appended  report  will  show  that  in  all  cases  coming  to  opera- 
tion the  earlier  we  attack  them  the  better,  will  be  the  functional 
result.  It  is  not  difficult  to  understand  the  reason  for  this.  We 
know  that  a  suppurative  process  is  a  destructive  one,  the  extent 
of  the  disintegration  being  measured  usually  by  the  period  of  the  dis- 
ease, and  to  a  greater  degree  by  the  nature  and  virulence  of  the 
infecting  agent.  Where  we  have  such  a  process  within  the  middle 
ear  the  tendency  is  to  disturb  the  relation  of  the  delicate  structures 
by  weakening  the  ligamentous  attachments,  the  formation  of  cica- 
tricial tissue  or  bands  of  adhesion  and  finally  by  necrosis  or  caries 
of  the  ossicula,  any  or  all  of  which  may  readily  interfere  with  the 
function  of  the  organ. 

To  prolong  abortive  measures  in  such  cases  not  only  jeopardizes 
the  function  of  audition  but  is  a  menace  to  the  life  of  the  patient. 
It  has  been  the  rule  of  the  writer  to  attack  all  cases  radically  at 
the  earliest  possible  moment,  for  in  the  end  this  has  been  proven  to 
be  the  most  conservative  plan  of  treatment.  According  to  the  sta- 
tistics presented  in  this  paper  those  cases  operated  upon  during 
the  first  week  of  the  disease  gave  the  highest  percentage  of  preser- 
vation of  function;  72 5^  per  cent  recovered  with  normal  hearing, 
severe  deafness  in  none;  of  those  operated  upon  during  the  second 
week,  60  per  cent  recovered  with  normal  hearing,  13>^  per  cent 
with  severe  deafness.  During  the  third  week  16^  per  cent  recov- 
ered with  normal  hearing,  50  per  cent  with  severe  deafness  and  one 
death  from  meningitis.     It  i-s  very  interesting  to  note  the  increase 
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in  the  percentage  of  severe  deafness  and  the  diminishing  percentage 
of  recoveries  to  normal  hearing,  as  the  duration  of  the  disease  in- 
creases. This  the  writer  considers  a  very  strong  argument  in  favor 
of  early  radical  operative  interference  in  all  cases  of  acute  suppura- 
tive tympano  mastoiditis. 

This  statement  should  be  given  emphasis  in  those  cases  compli- 
cating influenza.  It  is  a  well  recognized  fact  that  cases  of  mixed 
infection  give  the  largest  percentage  of  operative  cases,  also  the 
most  virulent  and  rapidly  destructive  processes. 

There  is  abundant  convincing  clinical  evidence  that  such  a  com- 
bination of  influences  is  at  work  in  tympano-mastoiditis  complicat- 
ing influenza  and  the  virulence  of  each  thereby  increased.  It  is 
therefore  of  the  greatest  importance  to  attack  these  cases  early  before 
the  function  of  the  organ  has  been  damaged  or  before  the  process  has 
extended  beyond  the  border  line  of  safety.  The  operation  per  se, 
is  practically  devoid  of  danger  in  the  hands  of  an  ordinarily  skillful 
operator  and  aside  from  the  cosmetic  effect,  no  valid  objection  can 
be  offered  against  it. 

In  the  post  operative  treatment  of  my  cases  two  methods  have 
been  followed,  viz. :  Irrigation  with  packing  and  the  dry  method. 
In  my  earlier  operative  work  on  the  mastoid  the  wound  at 
each  subsequent  dressing,  together  with  the  auditory  canal, 
was  thoroughly  irrigated  with  bichloride,  1-5000,  and  the 
wound  finally  packed  with  iodoform  gauze.  Latterly  I  have 
used  the  dry  method  of  after  treatment  almost  entirely. 
I  first  thoroughly  dust  the  surface  of  the  wound  with 
the  mixture  of  boracic  acid  and  iodoform  recommended  by 
MacEwen,  pack  with  iodoform  gauze,  and  pass  a  strip  of  the  same 
into  the  external  canal.  At  the  first  dressing  48  hours  later,  the 
packing  and  wound  is  usually  found  dry,  the  same  method  is  again 
used  and  at  each  subsequent  dressing  until  the  wound  heals.  From 
a  study  of  the  reported  cases  it  seems  to  the  writer  that  the  method 
of  post  operative  treatment  does  to  a  certain  extent  influence  the 
functional  result.  The  appended  report  shows  that  following  irri- 
gation 50  per  cent  recovered  with  normal  hearing,  whereas  63  per 
cent  recovered  with  normal  hearing  where  the  dry  method  was  used. 
My  opinion  is  that  in  constantly  irrigating  the  middle  ear  we  are 
producing  a  certain  amount  of  traumatism  and  irritation  which  must 
ultimately  impair  the  function. 

Whether  or  not  my  theory  is  correct  the  fact  remains  that  more 
cases  recover  with  normal  hearing  after  the  dry  than  after  the 
method  of  irrigation. 
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CONCLUSIONS. 

1.  Great  reliance  can  be  placed  on  abortive  measures  in  the  hemr 
orrhagic  variety  of  acute  tympano-mastoiditis  following  influenza 
with  a  reasonably  certain  prognosis  of  normal  hearing.  In  no  other 
form  of  the  disease  can  this  be  done. 

2.  The  period  of  the  disease  at  which  appropriate  treatment  is 
applied  influences  the  ultimate  functional  result. 
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*  One  death  from  Meningitis. 

Of  the  first  week's  cases,  seven  gave  history  of  previous  ear 
trouble. 

Of  the  second  week's  cases,  five  gave  history  of  previous  ear 
trouble. 

Of  the  third  week's  cases,  two  gave  history  of  previous  ear 
trouble. 


3.  In  all  cases  requiring  operation  the  earlier  we  attack  them  sur- 
gically, the  greater  will  be  the  amount  of  hearing  preserved. 

4.  The  dry  method  of  post  operative  treatment  seems  to  influence 
the  function  of  audition,  but  to  a  less  extent  than  early  surgical 
interference. 


THE  QUESTION  OF  NASAL  TREATMENT  FOR  THE  CURE 
OF  DISEASES  OF  THE  EAR.* 

BY   ALEX.    W.    STIRLING,    M.    D.  ;   CM.  (eDIN.)  ;   D.    P.    H.    (lOND.), 
ATLANTA,  GA. 

A  suitable  and  timely  subject,  it  appears  to  me,  lies  in  the  ques- 
tion of  intranasal  treatment  for  the  relief  of  deafness,  and  in  order 
to  crystalize  our  ideas  I  shall  bring  forward  a  thesis,  and  put  it 
strongly,  viz. :  that  intranasal  treatment  is  ineffectual  for  the  relief 
of  deafness  unless  such  treatment  is  also  advisable  for  the  sake  of 
the  nose  itself. 

(In  the  term  nose,  in  this  connection,  I  desire  to  include  the  naso- 
pharynx.) With  the  same  object  in  view  I  shall  state  also  that  those 
cases  of  deafness  which  are  benefitted  by  intranasal  treatment  are 
due,  at  least  to  the  extent  of  the  improvement,  to  Eustachian  ob- 
struction of  one  form  or  another.  None  of  us  is  likely  to  advocate 
intranasal  treatment  for  any  form  of  external  otitis,  and  we  will 
all  probably  agree  that  operative  shock  or  hemorrhage  is  much 
more  likely  to  do  harm  than  good  in  disease  of  the  inner  ear.  We 
shall  therefore  dismiss  diseases  of  the  external  ear  and  meatus,  and 
also  those  of  the  inner  ear,  as  they  have  been  defined  up  to  recent 
years.  But  I  wish  especially  to  retain  for  consideration  among 
other  causes  of  deafness  what  has  often  been  called  sclerosis  of  the 
middle  ear,  not  because  I  consider  it  unrelated  to  the  inner  ear, 
but  because  so  many  intranasal  operations  have  been  performed  with 
the  idea  of  stopping  the  progress  of  the  affection,  one  must  suppose 
generally  under  the  impression  that  it  is  purely  a  middle  ear  dis- 
ease, and  in  some  way  amenable  to  such  treatment.  Now,  all  of  us 
must  have  frequently  met  with  such  cases  in  which  there  was  little 
pathological  to  be  seen,  the  drum  head  appearing  practically  nor- 
mal, and  movable,  with  a  pervious  Eustachian  tube.  We  cannot 
see  the  condition  of  the  inner  wall  of  the  tympanum,  and  it  may  well 
be  that  sclerotic  is  replacing  the  normal  tissue  in  the  region  of  the 
internal  foramina.  I  am  personally  inclined  to  agree  that  this  dis- 
ease is  mainly  a  slowly  progressing  change  within  the  inner  ear, 
and  that  this  accounts  for  the  poor  success  which  up  till  now  has 
attended  the  treatment  of  such  cases.    I  would  ask,  upon  what  theo- 
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and  Otological  Society,  January  24,  1903. 

2H2 


STIRLING  :     THE  QUESTION  OF  NASAL  TREATMENT.  283 

ry,  and  upon  what  personal  experience,  can  one  base  a  practice  of 
treating  the  nose  in  order  to  ameliorate  such  a  condition  of 
things?  The  only  justification  to  my  mind  for  such  treatment  is  to 
be  found  in  those  cases  which,  to  use  an  Irishism,  are  not  such  cases 
at  all,  but  in  which  there  is  also  some  middle  ear  affection,  which  has 
arisen  by  way  of  the  Eustachian  tube,  that  is,  mixed  cases,  and  these 
need  not  be  considered  separately,  for  any  intranasal  treatment  would 
be  that  for  the  disease  which  complicates  the  sclerosis.  At  the 
same  time  while  this  is  true,  it  is  well  to  bear  in  mind  that  cases 
seem  to  have  been  not  infrequent  in  which  the  hemorrhage  or  the 
excitement  frequently  associated  with  operative  measures  has  had 
a  deleterious  effect  upon  the  hearing  of  the  patients  affected  with 
sclerosis. 

When  we  come  to  inflammatory  states  of  the  middle  ear  with  the 
various  changes  in  its  tissue  resulting  therefrom,  we  find  ourselves 
■facing  a  somewhat  different  problem.  When  such  cases  originate 
in  the  nose,  and  I  think  they  usually  do,  what  are  the  actual  causes 
and  what  are  the  steps  by  which  they  become  developed  and  con- 
firmed ? 

According  to  some  eminent  men  the  affection  of  the  ear  is  always 
due  to  a  previous  affection  of  the  Eustachian  tube,  a  continuity  of 
inflammation ;  or  an  easily  understandable  congestion  of  the  tym- 
panum due  to  a  rarity  of  air  within  it,  secondary  to  interference 
with  its  ventilation ;  or  to  a  combination  of  the  two.  According 
to  others  equally  eminent,  a  middle  ear  catarrh  may  result  from  a 
negative  pressure  caused  by  obstructions  in  the  nose  or  naso- 
pharynx or  even  in  one  nostril  and  acting  through  an  open  Eusta- 
chian tube. 

Between  these  eminent  men  I  am  not  going  to  pretend  to  decide 
and  I  shall  merely  state  my  belief  that  the  negative  pressure  theory 
is  still  far  from  being  proven  in  spite  of  the  experiments  of  Dr. 
Scanes  Spicer,  who  by  means  of  pressure  showed  that 
under  the  circumstances  in  which  he  worked  the  pres- 
sure within  the  nose  varies  greatly  with  a  varying  nasal  obstruction 
and  a  closed  mouth.  Had  the  mouth  been  open,  as  it  is  apt  to  be  in 
cases  of  obstructed  nostrils,  the  tracings  might  have  been  different. 
Wordy  battles  have  been  fought  over  this  negative  pressure  theory, 
but  it  can  hardly  be  said  they  have  been  won.  We  all  know  that 
complete  obstruction  in  one  or  both  nostrils  may  continue  for  long 
with  no  apparent  effect  at  all  upon  the  hearing.  I  have  treated  a 
number  of  cases  of  atrophic  rhinitis  by  means  of  plugging  the  nos- 
trils with  gauze  and  I  have  never  seen  any  ill  eft'ect  accrue  to  the 
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ears.  Others  have  recorded  a  similar  and  more  extended  exper- 
ience. It  should  be  said,  however,  for  the  sake  of  justice  that  Dr. 
Scanes  Spicer  states  that  in  his  experiments  he  found  that  when  the 
nostrils  are  totally  obstructed  there  is  not  that  varying  pressure 
which  accompanies  a  partial  obstruction.  And  yet  how  often  do 
we  see  a  partial  obstruction  as  by  polypi,  spurs  and  septal  deflections 
without  any  affection  of  hearing.  Do  we  ever  find  catarrhal  changes 
in  the  middle  ear  with  an  entirely  normal  nose?  Entirely  normal 
noses  are  not  very  common,  but  without  being  able  to  give  figures 
it  strikes  me  that  the  kind  of  pathological  and  nasal  changes  which 
are  usually  associated  with  middle  ear  catarrh  are  found  in  the 
mucous  membranes  in  contra-distinction  to  bony  or  cartilaginous 
excrescences  or  polypi,  and  that  these  inflammatory  changes  of  the 
nasal  mucous  membrane  are  or  have  been  generally  present,  the  kind 
of  nasal  affections  which  one  would  naturally  expect  not  to  cease 
at  the  mouth  of  the  Eustachian  tubes  but  to  be  continued  along  them'. 
We  best  see  the  sort  of  thing  I  mean  in  acute  coryza  or  inflamma- 
tion of  the  adenoid  tissue  of  the  vault  of  the  pharynx.  Is  acute 
middle  ear  catarrh  which  so  frequently  accompanies  or  follows  these 
conditions  due  to  negative  pressure?  It  appears  to  me  to  be  dis- 
tinctly due  to  a  continuation  of  the  affection  along  the  Eustachian 
tubes,  of  which  there  is  usually  ample  evidence,  and  in  my  opinion 
the  chronic  forms  of  both  are  connected  in  the  same  way. 

In  those  middle  ear  cases  which  are  benefitted  by  nasal  treatment 
in  what  way  does  the  happy  result  come  about  ?  When  we  treat  the 
nose  we  aspire  to  do  one  of  two  things  or  a  combination  of  them : 
To  remove  a  mechanical  obstruction  or  to  reduce  a  diseased  pro- 
cess. The  evidence  so  far  adduced  to  prove  that  the  removal  of  a 
mere  mechanical  obstruction  like  a  spur  will  improve  an  ear  case 
appears  to  me  to  be  insufficient.  Such  a  sequence  of  events  has 
of  course  been  recorded,  but  not  with  sufficient  exactitude.  For  in- 
stance, we  are  not  at  all  certain  that  the  spur  was  not  a  cause  of 
irritation  of  the  opposing  mucous  membrane,  an  irritation  continued 
into  the  ear. 

In  view  of  the  numerous  cases  of  partial  occlusion  of  the  nostrils 
in  which  there  is  no  affection  of  the  ear  we  should  be  cautious  ni 
crediting  the  mechanical  theory,  because  the  physical  laws  of  air 
pressure  are  constant,  while  the  supposed  results  are  very  inconstant. 
On  the  other  hand  when  we  cure  a  diseased'  condition  such  as  an  in- 
flamed nasal  mucous  membrane  we  remove  the  probable  fous  et 
origo  of  the  aural  affection,  and  at  least  improve  a  tissue  directly 
continuous  with  and  similar  to  that  of  the  ear.     We  do  not  merely 
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remove  a  partial  obstruction;  we  substitute  a  healthy  for  an  un- 
healthy process.  That  may  be  in  front  of  the  ear  in  the  true  nasal 
mucous  membrane,  or  it  may  be  behind  it.  When  a  boy  immediately 
after  the  removal  of  his  adenoids  hears  the  whispered  voice  at 
twelve  feet  who  immediately  before  the  operation  heard  a  similar 
sound  at  only  twelve  inches,  is  that  the  result  of  the  removal  of  a 
mechanical  obstruction?  I  think  it  is  due  to  the  hemorrhage  which 
depletes  the  walls  of  the  Eustachian  tube  and  perhaps  of  the  middle 
ear.  That  the  ear  cases  amenable  to  nasal  treatment  are,  or  have 
been,  Eustachian  tube  cases  is  borne  out  by  the  observation  that  such 
are  usually  worse  during  a  coryza  or  are  improved  by  inflation  of  the 
middle  ear,  and  these  two  points  may  be  used  as  aids  in  giving  a 
prognosis.  The  conclusion  of  the  matter  is  that  nasal  treatment  is 
unprofitable  to  the  patient  in  cases  of  pure  sclerosis  and  that  in  aural 
catarrh  it  should  be  limited  to  the  removal  of  conditions  which  may 
be  interfering  with  the  recovery  of  the  mucous  membrane  lying  be- 
tween the  nose  and  the  tympanum.  This  is  a  very  different  thing 
from  a  pernicious  attack  upon  every  irregularity  which  one  may  be 
able  to  discover  within  the  nose.  Such  cacoethes  operandi  has  al- 
ready done  much  to  bring  discredit  upon  nasal  surgery.  A  good 
rule  is  the  proposition  w^th  which  I  started,  viz. :  that  a  nasal  opera- 
tion for  the  sake  of  the  ear  should  be  one  which  is  advisable  for  the 
sake  of  the  nose.  While  the  foregoing  is  for  the  purposes  of  this 
paper  mainly  correct,  in  my  opinion,  I  would  like  to  add  that  I  con- 
sider that  in  some  cases  of  slight  adenoids  situated  around  the  ori- 
fice of  the  Eustachian  tubes  and  associated  with  middle  ear  catarrh 
(I  do  not  mean  sclerosis  on  which  no  such  operation  will  have  a 
good  effect)  it  is  advisable  to  remove  them  even  when  there  may 
be  few  or  no  symptoms  referable  to  the  naso-pharynx.  Of  course 
it  may  be  asserted  that  there  never  are  cases  of  adenoids  in  which 
their  removal  is  not  advisable  for  the  sake  of  the  present  or  future 
state  of  the  respiratory  tract,  but  into  that  question  there  is  now  no 
necessity  to  enter.  There  are  several  side  issues  in  connection  with 
the  subject  of  this  paper  into  which  I  have  not  gone  at  all,  for 
instance  the  questions,  what  constitutes  nasal  obstruction,  whether 
there  are  such  conditions  as  purely  subjective  nasal  obstructions, 
latent  nasal  obstruction  appearing  only  during  sleep,  and  so  on,  but 
this  paper  is  not  intended  to  be  exhaustive  in  any  respect,  rather 
merely  suggestive  and  I  trust  that  by  others  present  more  light  may 
be  thrown  than  has  emanated  from  the  writer. 


SEPTAL  FALLACIES. 

BY  BEAMAN  DOUGLASS^  M.  D.,  NEW  YORK  CITY. 

After  a  considerable  experience  with  septal  work  carried  out 
along  lines  suggested  in  my  paper  on  The  Cure  of  Deflected  Nasal 
Septa,  and  also  another  entiled  The  Cure  of  Nasal  Stenosis  Due  to 
Deflected  Nasal  Septum,  I  have  found  it  wise  to  modify  some  of 
the  views  then  put  forth.  As  a  result  of  wider  experience  some 
of  the  old  beliefs  are  now  regarded  as  fallacies.  The  first  of  these 
relates  to  the  breaking  of  the  triangular  cartilage  into  many  frag- 
ments by  the  septal  forceps.  As  a  result  of  teaching  operative  sur- 
gery of  the  nose  on  the  cadaver,  every  student  being  allowed  to  do 
a  septum  operation,  I  have  had  occasion  to  examine  many  septa  op- 
erated post  mortem  and  have  ascertained  the  condition  of  the  tri- 
angular cartilage.  It  is  my  present  belief  that  the  theory  that  the 
forceps  are  used  by  twisting  and  bending  in  such  a  way  as  to  break 
the  triangular  cartilage  into  several  fragments  enclosed  in  a  layer 
of  mucous  membrane  is  fallacious.  I  have  not  found  the  triangular 
cartilage  broken  or  twisted  by  the  forceps  in  any  way,  nor  have  I 
found  its  resiliency  and  elasticity  diminished  by  the 
forceps.  On  the  other  hand,  I  have  found  that 
what  appears  to  be  a  lessened  elasticity  of  this  cartilage 
after  use  of  forceps  has  in  almost  every  case  been  the  result  either 
of  the  incision  through  the  cartilage  or  its  separation  at  the  anterior 
and  posterior  borders  from  the  bony  septum.  We  must  remem- 
ber that  in  these  localities  the  upper  part  of  the  posterior  border 
of  the  triangular  cartilage  is  received  into  a  cup-shaped  groove  on 
the  septal  plate  of  the  ethmoid  bone  while  its  lower  posterior  border 
fits  into  a  Y-shaped  groove  in  the  vomer.  It  is  this  part  which 
is  broken  when  the  forceps  are  used  either  by  slipping  the  cartilage 
out  of  the  depressions  or  by  separating  it  from  the  bony  septum. 
Thus  the  resiliency  of  the  cartilage  is  lost.  If  we  considered  that 
the  triangular  cartilage  is  smashed  into  a  series  of  minute  frag- 
ments held  in  place  by  membrane,  microscopic  examination  would 
reveal  the  fallacy.  When,  sections  are  made  of  the  fractured  septum 
sometime  after  healing  it  is  not  found  that  there  has  been  any  at- 
tempt at  the  production  of  new  cartilaginous  tissue.  On  the  other 
hand  the  displaced  fragments  of  the  cartilaginous  plates  remain  sepa- 
rated and  their  fractured  edges  can  readily  be  made  out.     Between 
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these  fractured  edges  as  well  as  in  the  immediate  neighbor- 
hood of  the  new  connective  tissue  has  been  formed  uniting  these 
fragments.  Further  examination  of  the  adjoining  perichondrium 
shows  that  it  has  been  thickened  and  that  this  thickening  extends 
into  the  submucous  tissue  of  the  septal  mucous  membrane  in  such 
a  way  that  this  new  connective  tissue  is  pressed  out  between,  around 
and  at  a  considerable  distance  from  the  broken  edges  so  as  to  form 
a  series  of  fibrous  adhesions  or  a  single  large  adhesion,  which  is 
one  of  the  most  active  factors  in  keeping  the  septum  displaced. 
This  new  fibrous  tissue  is  the  part  which  prevents  the  replacement 
of  the  septum  and  when  replaced  tends  to  reproduce  the  displace- 
ment and  draw  the  septum  into  the  displaced  position.  Observa- 
tions along  this  line  have  led  me  to  the  belief  that  the  only  way  of 
dealing  with  the  fibrous  bands  of  tissue  formed  along  the  line  of 
fracture  is  by  incision,  and  I  further  believe  that  these  incisions 
should  be  as  few  as  possible  and  each  made  in  such  a  position  that 
it  v.'ill  divide  a  number  of  fibrous  bands.  It  follows,  then,  that 
incisions  intended  to  correct  septal  deflections  should  be  made  along 
the  entire  length  of  the  triangular  cartilage  and  in  such  direction 
as  to  destroy  the  greatest  number  of  bands,  namely  horizontal  to 
the  nasal  floor. 

Another  modification  which  I  have  been  forced  to  make  in  my 
septum  work  is  that  it  is  much  better  not  to  attempt  to  break  the 
septum  into  a  number  of  fragments  since  we  have  'seen  this  is  im- 
possible, and  for  another  practical  reason  that  the  constant  manip- 
ulation of  the  forceps  on  the  septal  cartilage  in  almost  every  case 
tends  to  strip  the  mucous  membrane  and  perichondrium  away  and 
in  some  cases  to  bare  the  septum.  The  result  of  this  is  almost  invar- 
iably depressed  nutrition  with  necrosis  and  finally  perforation. 

Again,  following  out  the  same  belief,  that  it  is  impossible  to  break 
the  septum  in  many  fragments,  and  that  the  best  thing  to  be  done 
is  the  saparation  of  the  triangular  cartilage — I  have  found  it  better 
in  dealing  with  this  cartilage  to  strictly  attempt  this  separation  rather 
than  depend  upon  it  as  a  result  of  chance. 

It  is  a  fallacy  to  believe  that  where  the  septal  plate  of  the  eth- 
moid participates  in  the  deflection  it  may  be  straightened  by  the 
forceps.  I  believe  that  it  oftener  happens  that  the  cartilage  is  torn 
from  the  ethmoid  plate  and  the  deflection  of  the  bony  septum  re- 
mains. It  appears  to  be  a  rather  dangerous,  if  not  impossible  per- 
formance for  the  forceps  to  fracture  the  bony  septum  any  distance 
over  half  an  inch  behind  the  articulation  with  the  triangular  car- 
tilage.   What  seems  to  happen  most  often  is  that  in  the  correction  of 
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the  deflection  the  triangular  cartilage  is  replaced  in  the  median  line 
while  the  bony  septum  remains  in  the  deflected  position.  This  is 
apt  to  leave  a  space  between  the  cartilage  and  the  ethmoid  plate 
and  union  is  not  satisfactory.  It  also  appears  to  be  impossible  to 
shove  the  septal  plate  of  the  ethmoid  into  the  median  line  if  it  is  not 
fractured.  As  soon  as  the  splints  which  support  it  are  removed  it 
springs  at  once  into  its  old  position.  In  fact,  it  often  does  this  even 
when  the  surgeon  thinks  he  has  corrected  the  bony  deflection  by 
fracture. 

Another  fallacy  in  relation  to  the  bony  septum  is  the  danger  of 
setting  up  a  meningitis.  There  does  not  seem  to  be  a  particular 
tendency  to  this  if  care  is  taken,  that  the  bony  septum  should  not  be 
grasped  too  high  up  and  if  strict  antisepsis  is  observed. 

The  greatest  fallacy  in  septal  work  is  the  belief  that  it  is  neces- 
sary to  make  many  mutilating  incisions,  especially  the  crucial  incis- 
ion, in  the  triangular  cartilage.  There  must  be  good  reason  for  be- 
lieving that  many  incisions  in  septal  work  is  not  good  surgical  pro- 
cedure, and  particularly  that  cross-incisions  in  the  septum  should 
be  abandoned.  Many  incisions  in  the  nasal  septum  certainly  im- 
pair its  healing,  and  although  the  septum  is  abundantly  supplied 
with  blood  vessels  and  receives  nutrition  from  almost  every  direc- 
tion, it  still  follows  that  many  incisions  must  interfere  with  the 
blood  supply,  besides  giving  opportunity  for  less  perfect  adaptation 
of  the  cut  surfaces  as  well  as  more  chance  for  septic  infection.  It 
is  much  better  to  make  a  single  incision  running  along  the  line  of 
greatest  flexion  extending  throughout  the  entire  length  of  the  tri- 
angular cartilage  in  such  a  way  as  to  divide  it  into  two  fragments 
than  it  is  to  make  an  incision  following  a  specified  model  or  a  cross 
incision.  It  cannot  be  denied  that  every  angle  from  a  cross  incision 
in  the  triangular  cartilage  leaves  a  greater  tendency  to  perforation 
and  interference  with  nutrition.  This  applies  to  any  cross  incision 
and  is  not  restricted  to  the  so-called  crucial  incision  where  the  lines 
cross  at  their  median  points.  It  seems  fair  to  state  it  as  a  positive 
fact  that  every  angle  made  by  an  incision  in  the  triangular  cartilage 
is  a  dangerous  point  since  it  facilitates  septic  absorption,  increases 
the  tendency  to  displacement  of  the  fragments  and  leaves  a  tendency 
to  perforation. 

The  incision  which  should  be  made  in  the  triangular  cartilage  for 
correction  of  deflection  should  not  be  made  according  to  any  fixed 
rule  or  in  any  pre-determined  direction,  but  its  length,  direction, 
inclination  and  position  should  be  determined  by  the  character,  ex- 
tent and  location  of  the  principal  line  of  deflection.     This  may  not 
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seem  very  clear  at  once,  but  will  be  more  easily  appreciated  if  a 
few  examples  are  given. 

There  is,  for  instance,  a  form  ternied  bowed  deflection.  In  which 
case  the  septum  is  simply  convex  on  the  one  side  and  concave  on 
the  opposite.  There  are  no  particular  thickenings.  There  is  no 
line  of  deflection  unless  we  regard  as  such  the  line  of  maximum 
convexity.  In  such  cases  the  fibrous  bands  which  give  the  most 
trouble  would  be  found  at  the  point  of  greatest  deflection  and  on 
the  opposite  surface,  at  the  point  of  greatest  concavity.  The  ob- 
ject of  the  incision  is  to  diminish  the  resiliency  of  the  fibrous  bands 
rather  than  to  lessen  the  tendency  of  the  cartilage  to  curl.  The 
operation  would  be  successful  if  a  single  incision  be  made  through 
the  cartilage  of  the  nasal  septum  directly  backward  along  the  line 
of  greatest  convexity.  When  this  is  done  there  are  no  angles  to  be 
displaced  and  when  both  fragments  of  the  triangular  cartilage  are  re- 
stored to  the  median  line  the  edges  approximate  satisfactorily  if 
certain  details  are  carried  out. 

A  more  complicated  case  would  be  one  in  which  tlie  septum  had 
been  broken  and  folded  upon  itself  in  such  a  w^ay  as  to  leave  a  sharp 
ridge  of  deflection  running  backward  and  upward  near  the  line  of 
articulation  with  the  vomer.  We  may  also  imagine  in  this  case 
that  another  deflection  extends  from  the  main  line  obliquely  upward 
and  back  along  the  cartilage  of  the  septum  below  the  ethmoid.  If 
we  followed  out  the  usual  rule  it  would  be  necessary  to  make  an 
incision  along  the  line  of  deflection  and  cross  this  at  the  middle  with 
another,  making  a  cross  incision.  In  such  a  case  after  the  septum 
is  thoroughly  broken  a  careful  approximation  of  the  cut  angles  be- 
comes impos-sible.  If,  instead  of  this,  we  incise  the  septum  along 
its  greatest  deflection  backward  to  the  bony  septum  and  in  order  to 
correct  the  second  deflection  we  will  make  an  incision  parallel  to  the 
first  and  about  ^  inch  above,  extending  as  far  as  the  first  if  nec- 
essary, we  have  the  septum  divided  into  three  parts,  the  nutrition 
for  each  being  received  from  its  uncut  sections  and  no  angle  has 
been  made  which  will  in  any  way  favor  the  production  of  perfora- 
tions. 

It  has  seemed  to  me  that  the  greatest  success  in  my  nasal  work 
has  been  determined  by  the  recognition  of  the  part  played  by  the 
superior  maxillary  spine.  It  will  be  remembered  that  this  is  located 
at  the  point  where  the  two  maxillae  come  together,  forming  the 
floor  of  the  nose  and  along  this  line  of  junction  a  ridge  extends 
from  the  palate  process  of  the  superior  maxilla  forward  to  its  an- 
terior edge,  where  this  ridge  becomes  thicker  and  higher  and  quite 
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pointed,  forming  the  spine.  This  spine  receives  anteriorly  the  tri- 
angular cartilage  and  posteriorly  the  anterior  edge  of  the  vomer. 
Sometimes  the  triangular  cartilage  occupies  more  than  half  the 
surface,  sometimes  less,  the  vomer  occupying  the  remainder. 

The  spine  can  easily  be  felt  at  the  floor  of  the  nose.  We  have 
found  by  experience  that  the  septum  may  be  incised  in  a  variety  of 
ways,  that  the  forceps  may  break  the  triangular  cartilage  from  its  at- 
tachment and  that  the  vomer  may  be  fractured  and  separated  from 
the  superior  maxillary  ridge  and  if  one  or  all  of  these  things  are 
done  and  the  triangular  cartilage  is  not  separated  from  the  superior 
maxillary  spine  the  result  in  many  cases  will  not  be  the  attainment 
of  a  perfectly  perpendicular  septum,  but  even  after  the  septum  is 
broken  this  point  will  act  as  a  drag  to  pull  it  back  into  its  deflected 
position.  In  many  cases  we  m^y  be  fortunate  enough  when  the  for- 
ceps are  used  with  force  to  break  the  triangular  cartilage  from  this 
spine.  I  succeeded  in  doing  this  in  a  case  and  recognized  as  a  result 
of  its  breaking  that  I  had  obtained  a  more  mobile  septum  and  this 
led  me  to  adopt  the  procedure  of  breaking  the  superior  maxillary 
■spine  in  operations  for  deflected  septa  as  a  matter  of  routine. 

The  relation  of  the  septum  to  the  superior  maxillary  spine  is  some- 
what analogous  to  the  main  sheet  of  a  sail.  If  the  sheet  is  regarded 
as  analogous  to  the  septum  it  will  be  seen  that  it  is  free  to  move  ex- 
cept where  the  sail  is  attached  to  the  mast,  like  the  septum  to  the 
nasal  bones  and  at  the  point  where  the  main  sheet  is  attached,  this 
point  being  analogous  to  the  superior  maxillary  spine.  By  means 
of  the  forceps  we  can  break  it  so  that  it  will  move  in  all  directions 
except  at  the  attachment  to  this  spine  and  we  are  now  forced  to 
meet  the  situation  where  the  sail  is  kept  taut  by  the  main  sheet.  If 
this  is  cut  the  sail  immediately  falls  in  any  direction  and  if  the  spine 
of  the  superior  maxilla  is  cut  the  septum  will  be  found  freely  mo- 
bile and  can  be  placed  and  retained  as  desired.  So  important  is 
this  spine  in  septal  work  that  I  have  found  when  it  has  been  com- 
pletely -severed  it  is  often  unnecessary  to  make  any  cut  in  the  septum 
or  to  use  forceps  to  break  the  septum  from  the  ethmoid. 

Methods  of  cutting  the  spine  of  the  superior  maxilla. — A  general 
anaesthetic  is  not  necessary  but  if  used  our  preference  is  for  nitrous 
oxide.  The  anaesthesia  may  be  carried  out  by  injecting  a  2%"  solu- 
tion of  cocaine  to  which  adrenalin  chloride  or  suprarenal  has  been 
added,  in  four  places.  Five  drops  should  be  injected  each  side  of 
the  labial  raphe  of  the  upper  lip.  This  will  reach  the  parts  adjacent 
to  the  nasal  spine.  Three  or  four  drops  should  be  introduced  into  the 
nose  just  at  the  point  of  junction  of  the  epithelium  and  membrane 
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on  each  side.  Sometimes  it  is  better  to  inject  the  upper  Hp  as  pre- 
viously described  and  apply  a  stronger  solution  of  cocaine  on  cotton 
to  the  inner  nares.  If  one  expects  to  crush  the  septum  the  entire 
septal  mucous  membrane  should  be  treated  with  a  10%  solution  of 
cocaine  mixed  with  the  proper  amount  of  adrenalin  chloride.  The 
advantages  of  this  method  of  anaesthesia  are  the  gaining  of  the  co- 
operation of  the  patient,  the  erect  posture  with  marked  diminution 
of  bleeding,  and  the  much  easier  use  of  instruments.  After  anaes- 
thesia is  induced  the  spine  may  be  cut  either  through  the  lip  or  nose 
in  the  following  manner: 

Through  the  upper  lip.  The  lip  is  raised  and  the  knife  plunged 
to  the  right  or  left  side  of  the  raphe.  This  makes  an  incision  to 
the  spine  large  enough  to  admit  a  chisel  5  m.  m.  wide.  The  chisel  is 
introduced  into  the  cut  and  one  finger  placed  in  the  nostril  to  deter- 
mine the  position  of  the  chisel  and  the  spine,  the  proper  position  be- 
ing attained  the  chisel  is  gently  forced  through  the  bone  by  light 
blows.  If  this  is  carefully  done  the  mucous  membrane  of  the  floor 
is  not  broken  through.  The  instrument  is  then  withdrawn  and  the 
edges  of  the  wound  collapse  so  that  stitches  are  seldom  necessary. 
If  examination  shows  that  the  septum  is  not  free  enough  it  is  wise  to 
grasp  it  in  the  usual  way  with  the  forceps  and  fracture  some  part  of 
the  vomer  from  its  attachment.  Sometimes  it  is  well  not  to  use 
the  forceps  but  to  detach  the  vomer  by  the  chisel.  The  septum  may 
then  be  placed  in  position  and  retained. 

The  advantages  of  the  mouth  operation  are  that  the  wound  heals 
quicker,  the  pressure  of  the  lip  keeps  the  edges  approximated  and 
the  field  of  operation  is  more  easily  cleansed.  The  only  disad- 
vantage is  the  excitation  of  hemorrhage. 

In  operating  through  the  nose,  after  cocainization  and  prepara- 
tion, the  incision  is  made  just  behind  the  vestibule  on  the  floor  of  the 
nose  where  it  joins  the  septum.  This  incision  should  be  made  down 
and  toward  the  median  line  to  reach  the  spine.  The  spine  is  cut 
by  the  chisel  as  before.  The  wound  is  more  apt  to  gape  in  the  nose. 
The  spine  is  generally  cut  off  at  a  higher  level  than  in  the  mouth 
operation  and  the  mucous  membrane  more  apt  to  be  perforated. 
These  disadvantages  may  be  overcome  by  delicacy  of  touch  and  ex- 
perience. The  rest  of  the  procedure  is  similar  to  that  in  the  mouth 
operation. 

After  Treatment. — Various  methods  for  support  have  been  de- 
vised, metal  and  rubber  splints,  gauze,  cotton,  dental  gum,  have  all 
been  tried.  It  may  be  said  that  there  seems  to  be  a  comfortable  per- 
centage of  operators  in  favor  of  the  use  of  Simpson's  nasal  tampon, 
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made  of  Bernay's  sponge.  To  attain  the  best  results  the  Bernay's 
sponge  of  compressed  cotton  should  be  cut  into  small  strips  and 
not  used  in  the  form  sold  by  Johnson  &  Johnson  as  ''Simpson's  tam- 
pons." These  small  strips  can  then  be  packed  side  by  side  or  one 
after  the  other  and  experience  will  enable  us  to  accurately  gauge 
the  amount  of  pressure  which  will  be  made  by  the  expanded  fibre. 
The  pressure  should  be  just  twice  as  much  on  the  formerly  de- 
flected side,  but  both  sides  must  be  packed  so  that  counter  pressure 
may  be  obtained,  to  prevent  over-correction.  With  these  strips 
packed  one  upon  the  other  an  even  pressure  can  be  obtained  upon 
the  upper  part  of  the  triangular  cartilage  and  the  septal  plate  of 
the  ethmoid  bone  as  well  as  lower  down.  With  no  other  form  of 
nasal  splint  is  it  possible  to  get  an  even  pressure  over  so  large  an 
area. 

The  disadvantages  of  this  form  of  splint  are :  1.  That  they  act 
as  collectors  of  septic  material  and  also  prevent  proper  aeration  of 
the  naso-pharynx  and  Eustachian  tubes;  2,  that  they  require  al- 
most daily  removal.  They  do  not  favor  hemorrhage,  as  has  been 
claimed,  if  they  are  soaked  in  situ  with  some  cleansing  solution 
and  removed  piecemeal.  If  hemorrhage  still  occurs  the  piece  placed 
next  to  the  septum  may  be  covered  by  a  bit  of  rubber  gauze  to  pre- 
vent the  granulations  sticking  to  the  cotton.  If  the  splints  are  not 
removed  there  will  result  a  septic  cellulitis,  which  is  liable  to  spread 
to  surrounding  parts,  which  danger  is  not  greater  in  the  case  of 
these  splints  than  in  any  other  form  if  not  removed  at  the  proper 
time. 

Formerly  it  was  necessary  to  wear  a  splint  at  least  two  weeks  or 
even  three,  and  in  a  few  cases  I  have  found  it  necessary  to  retain 
them  six  or  eight  weeks,  one  case  with  a  very  thin  septum  required 
splints  for  twelve  weeks.  Since  the  method  of  cutting  the  superior 
maxillary  spine  has  been  tried  in  many  cases  it  is  possible  to  re- 
move the  splints  in  five  days.  This  is  only  possible,  however,  where 
all  the  elasticity  of  the  septum  has  been  destroyed. 

These  are  some  of  the  modifications  which  I  have  found  it  wise 
to  introduce  in  my  septum  work  in  order  to  meet  the  requirements 
of  the  cases  as  they  presented  themselves. 
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Trephining  and  Curettage  of  Sphenoidal  Sinus;  Profuse  Sec= 
ondary  Hemorrhage  Requiring  Ligation  of  the  External 
Carotid  Artery. 

Dr.  Robert  C.  Myles  presented  a  young  man  who  had  suffered 
from  general  sinusitis  associated  with  atrophic  rhinitis.  The  right 
ethmoidal  cells  had  done  well  under  operation,  there  was  a  necrotic 
area  and  perforation  in  the  left  sphenoidal  wall — a  copius 
discharge  of  more  or  less  putrid  muco-purulent  matter — issued  con- 
stantly from  the  cell.  The  trephine  and  curette  were  used  on  Jan- 
uary 1  to  enlarge  the  opening,  and  on  January  9  there  was  a  very 
alarming  hemorrhage  which  recurred  two  or  three  days  later  in  Dr. 
Myles'  presence.  The  hemorrhage  was  exceedingly  profuse,  so 
that  in  about  three  minutes  he  must  have  lost  about  a  pint  and  a  half 
of  blood.  The  wound  was  promptly  and  vigorously  packed,  and  the 
man  was  then  taken  to  hospital,  where  the  same  thing  was  repeated 
tw^o  days  subsequently,  after  the  removal  of  the  packing.  He  was 
then  nearly  exsanguinated,  and  Dr.  Bodine  ligated  the  external  caro- 
tid under  cocain  anesthesia.  The  only  pain  experienced  was  in 
touching  some  of  the  superior  cervical  glands.  Catgut  was  placed 
around  the  common  carotid  for  twenty-four  hours  and  the  external 
carotid  was  tied.  This  was  done  because  it  was  uncertain  whether 
or  not  necrosis  had  occurred  on  the  lateral  wall,  and  that  the  hem- 
orrhage was  taking  place  from  the  internal  carotid.  It  was  hard  to 
realize  that  so  much  blood  could  come  in  such  a  short  time  from  the 
terminal  branches  of  the  internal  maxillary  artery.  Hsemophilic 
symptoms  appeared,  for  several  days,  on  the  mucosa  of  both  sides, 
which  required  tamponage.  The  patient  is  making  decided  im- 
provement in  a  local  and  constitutional  sense. 
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Deformity  from  the  Injection  of  Paraffin. 

Dr.  H.  Holbrook  Curtis  presented  a  young  lady  who  desired 
very  much  to  have  remedied  a  deformity  that  had  been  produced  by 
the  injection  of  paraffin.  An  injection  of  this  substance  had  been 
made  to  correct  a  very  sHght  depression  at  junction  of  Up  and  nose. 
The  paraffin  had  escaped  and  had  made  two  tumefactions  on  the 
side  of  the  nose  and  border  of  the  orbits.  This  operation  was  per- 
formed by  a  physician  who  advertised  that  he  could  cure  all  sorts 
of  deformities  by  the  injection  of  paraffin,  and  who  was  said  to  be 
kept  busy  injecting  paraffin  over  the  collar  bones  and  in  various 
other  situations  requiring  to  be  filled  out.  Dr.  Curtis  asked  for  sug- 
gestions as  to  any  method  by  which  the  paraffin  could  be  removed, 
but  none  was  forthcoming. 

Sarcoma  of  Nose. 

Dr.  Edgar  H.  Farr  presented  a  woman  with  a  growth  in  the  nose. 
She  had  lost  about  thirty  pounds  in  weight.  There  was  a  dull  gray, 
friable  mass  filling  the  nasal  chamber,  and  bleeding  readily.  No 
tumor  was  seen  in  the  nasopharynx.  Dr.  Jonathan  Wright  reported 
that  a  microscopical  examination  of  a  portion  of  the  growth  showed 
it  to  be  a  moderately  large  round  cell  sarcoma. 

Dr.  T.  J.  Harris  said  he  had  seen  a  number  of  cases  quite  similar 
to  that  presented  by  Dr.  Farr.  According  to  his  experience,  these 
cases  afforded  a  rather  hopeful  prognosis  if  the  operator  were  able 
to  remove  all  of  the  growth.  He  had  shown  to  tnis  section  on  two 
or  three  occasions  a  man  who  was  still  alive  and  m  good  condition. 
The  first  operation  was  done  about  ten  years  ago,  and  there  had  been 
five  or  six  operations  since  that  time.  In  the  case  ot  an  old  man  life 
had  been  prolonged  about  three  years  by  operation.  According  to 
the  statistics,  life  could  be  very  considerably  prolonged  by  thorough 
operation. 

Submaxillary  Fistula. 

Dr.W.  N.  Hubbard  presented  a  woman  who  had  once  before  come 
before  the  Section  with  a  submaxillary  fistula.  The  fistula  was  closed 
for  a  time,  and  then  it  became  necessary  to  close  it  by  an  operation. 
Before  the  formation  of  the  fistula,  according  to  the  history,  the 
woman  spat  up  two  small  calculi. 

A  Case  of  Asthenic  Bulbar  Paralysis. 

Dr.  Thomas  J.  Harris  reported  the  case  of  a  young  woman, 
twenty-eight  years  of  age,  who  had  come  to  him  about  two  months 
ago  complaining  of  inability  to  swallow  solid  food.     For  eighteen 
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months  previously  there  had  been  symptoms  referable  to  the  throat, 
the  trouble  beginning  with  a  tiring  of  the  voice.  Examination  show- 
ed that  the  soft  palate  reacted  very  little  to  touch,  that  there  was 
decided  difficulty  in  speaking,  especially  in  the  use  of  labials,  and 
that  there  was  marked  ptosis  of  both  eyes  with  external  strabismus  of 
the  left  eye.  The  case  was  referred  to  Dr.  Joseph  Collins,  who 
made  a  diagnosis  of  asthenic  bulbar  paralysis.  In  this  disorder 
there  were  no  discoverable  lesions  in  the  spinal  cord ;  there  were  no 
atrophies  of  the  lips  or  soft  palate  or  other  muscles  of  the  body; 
there  were  no  fibrillary  twitchings ;  there  was  no  loss  of  weight  and 
strength.  A  peculiar  feature  in  this  case  was  the  marked  remissions 
at  times.     According  to  Dana,  the  prognosis  was  fairly  favorable. 

Extensive   Empyema  of   Frontal   and   Ethmoidal   Sinuses  with 
Exophthalmos.     Operation.     Death  from  Meningitis. 

Dr.  Arnold  Knapp  reported  this  case,  presenting. the  specimen 
and  the  report  of  the  autopsy.  At  operation  a  large  cavity  consist- 
ing of  the  dilated  frontal  and  ethmoid  sinuses  was  opened  from  the 
orbit ;  a  broad  communication  was  made  into  the  nose  through  the 
middle  meatus.  On  the  evening  of  the  second  day  symptoms  of 
meningitis  developed.  The  wound  was  dressed,  but  no  retention  of 
pus  was  discovered.  On  the  fourth  day  she  died.  The  autopsy 
showed  purulent  meningitis.  There  was  a  round,  punched  out  open 
ing  in  the  dura  over  the  left  cribriform  plate,  filled  in  with  granula- 
tions coming  from  the  posterior  ethmoid  cells.  The  cells  were  dis- 
eased and  the  process  was  of  some  standing.  Though  the  opera- 
tion did  not  appear  to  have  been  directly  responsible  for  the  fatal 
termination,  there  could  be  no  question  but  that  it  had  started  up  a 
latent  meningitis,  a  not  unusual  occurrence  under  such  conditions. 

Dr.  C.  G.  Coakley  remarked  that  almost  all  of  the  cases  exhibit- 
ing brain  symptoms  following  frontal  sinusitis  were  those  which  had 
a  marked  bulging  of  the  lower  v^all. 

Remarks  on  General   Anaesthesia  in  Operation   Involving  the 
Upper  Air  Passages. 

Paper  by  Dr.  Thomas  L.  Bennett,  New  York.  (This  paper 
appears  in  this  issue  of  The  Laryngoscope,  page  2(52. 

Local  Anaesthesia  in  Surgery  of  the  Upper  Air  Passages. 

Paper  by  Dr.  J.  A.  Bodine,  New  York.  (This  paper  appears 
in  this  issue  of  The  Laryngoscope,  page  257. 
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Dr.  W.  H.  Haskins  said  that  in  private  practice  it  was  his  invari- 
able custom  to  make  use  of  chloroform  in  adenoid  and  tonsil  opera- 
tions, and  with  uniformly  good  results.  He  could  not  understand 
why  people  in  this  part  of  the  country  had  such  great  dread  of 
chloroform. 

Dr.  J.  W.  Gleitsman  said  that  about  two  years  ago  he  had  read 
a  paper  before  the  American  Laryngological  Association,  in  which 
he  made  the  statement  that  the  reason  chloroform  was  not  given 
here  was  that  the  surgeon  was  not  anxious  to  be  brought  before  a 
coroner's  jury  and  be  mulcted  for  damages.  Personally,  he  would 
prefer  to  use  chloroform  in  many  cases,  but  refrained  from  so  doing 
for  the  reason  stated.  He  had  used  the  A.  C.  E.  mixture  for 
general  anaesthesia  in  the  upper  air  passages,  and  had  abandoned  it 
because  it  was  very  time-consuming.  He  had  now  used  the  bromide 
of  ethyl  for  tonsillotomies  and  adenoid  operations  over  one  thou- 
sand times  without  ill  effect.  He  had  not  noted  'uiy  undue  hemor- 
rhage. In  doing  the  adenoid  operation  he  always  placed  the  patient 
in  the  upright  posture  on  a  chair.  He  had  never  made  it  a  practice 
to  prepare  the  solution  of  cocain  freshly  each  time,  and  yet  he  had 
never  observed  any  clouding  of  the  solution  or  any  deterioration. 
It  was  his  custom  to  dissolve  the  cocain  in  a  saturated  solution  of 
boric  acid,  and  this  solution  kept  perfectly  well  for  a  long  time. 

Dr.  D.  Bryson  Delavan  said  that  the  use  of  chloroform  was  very 
common  on  the  Continent,  and  that  it  used  to  be  very  common  in 
England,  but  that  ether  was  now  used  more  extensively  in  the  latter 
place  now  than  formerly.  This  was  because  the  statistics  of  chloro- 
form anaesthesia  were  not  such  as  to  inspire  confidence.  There  was 
no  question  that  cocain  solutions  formerly  employed  for  local  anaes- 
thesia were  too  strong.     Adrenalin  was  a  useful  adjuvant  to  cocain. 

Dr.  Holbrook  Curtis  asked  regarding  Dr.  Bennett's  experi- 
ence with  the  injection  of  morphine  as  a  means  of  prolonging 
anaesthesia. 

Dr.  Francis  J.  Quinlan  thought  these  operations  should  be  done 
under  deep  narcosis,  the  patient  being  in  the  upright  position,  and 
the  anaesthetic  administered  by  an  expert.  He  siiggested  caution  in 
the  use  of  cocain  because  it  could  not  be  denied  that  oftentimes  con- 
siderable quantities  of  this  drug  were  absorbed  with  disastrous 
results. 

Dr.  Myles  said  he  confessed  to  a  decided  leaning  towards  local 
anaesthesia,  although  he  had  seen  some  unsatisfactory  results  from 
its  use  in  his  own  and  other's  patients,  but  this  applied  to  general 
anaesthesia  as  well.     He  had  opened  the  antrum  of  Highmore  in 
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over  fifty  cases  under  cocain  anaesthesia,  and  with  considerable 
satisfaction.  All  of  his  operations  on  the  ethmoid  were  done  under 
cocain  anaesthesia,  and  the  same  was  true  of  ;he  sphenoid.  He 
thought  the  tonsils  could  be  satisfactorily  operated  upon  under 
cocain  if  it  were  properly  applied.  A  strong  solution  should  be 
used  in  each  available  crypt,  and  thirty  minutes  were  required  for 
the  anaesthetization.  Just  before  the  operation  in  suitable  cases  a 
weak  solution  should  be  injected  around  the  margins  of  the  tonsils. 
About  one-half  of  his  adenoid  operations  were  done  under  cocain 
anaesthesia. 

Dr.  C.  G.  Coakley  said  that  he  had  been  taught  that  chloroform 
was  very  dangerous,  yet  he  had  found  ether  time-consuming  to  such 
an  extent  that  he  had  gradually  come  to  use  chloroform  more  and 
more,  and  there  seemed  to  be  little  risk  from  this  practice  in  operat- 
ing upon  young  children,  although  perhaps  in  the  course  of  time  he 
would  meet  with  misfortune.  If  the  surgeon  would  wait  tw^enty  or 
thirty  minutes  just  as  much  anaesthesia  could  be  secured  from  a  four 
per  cent,  solution  of  cocain  as  from  a  ten  per  cent,  solution.  He 
had  tried  cocain  in  antral  operations,  but  the  patients  always  suf- 
fered considerably  during  the  process  of  drilling  through  the  bone, 
and  in  some  of  his  ethmoid  operations  the  anaesthesia  had  not  been 
entirely  satisfactory.  He  had  also  met  with  patients  in  whom  a 
sterile  and  freshly  prepared  solution  of  cocain  set  up  an  intense 
coryza.  In  one  such  person  even  betaeucain  caused  nearly  as 
much  irritation. 

Dk.  Buchanxax  spoke  in  favor  of  ether  because  he  believed  that 
it  was  the  safest  anaesthetic.  He  was  so  afraid  of  chloroform  that 
he  had  never  given  it  except  in  combination  with  oxygen,  according 
to  Xorthrop's  method.  Chloroform  by  its  own  weight  sunk  into  the 
deeper  air  vesicles,  and  thus  displaced  the  oxygen.  By  micchanically 
mixing  chloroform  with  oxygen,  this  displacement  did  not  take 
place.  He  believed  that  the  mucus  in  the  bronchial  tubes  held  con- 
siderable chloroform  vapor  in  suspension,  and  in  this  way  prolonged 
and  deepened  the  effect  of  the  chloroform.  At  first,  he  had  been 
opposed  to  Dr.  Bennett's  inhaler  because  he  believed  that  too  much 
carbon  dioxide  would  be  administered,  but  increasing  had  taught 
him  the  value  of  this  inhaler. 

Dr.  Thomas  J.  Harris  asked  Dr.  Bennett's  experience  in  the  use 
of  nitrous  oxide  in  children  under  eight  or  nine  years  of  age.  With 
regard  to  the  use  of  cocain,  he  said  that  in  one  case  at  least  it  had 
been  shown  to  have  certain  depressing  powers.  The  patient  was  a 
physician  with  antral  trouble,  where  on  account  of  heart  disease  local 
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anaesthesia  was  considered  advisable.  In  this  instance  cocain  was 
used  in  weak  solution.  It  at  once  caused  marked  depression,  which 
lasted  for  several  days,  while  under  eucain  anaesthesia  the  operation 
was  successfully  performed. 

Dr.  W.  Kelly  Simpson  said  that  because  of  the  indefinite  amount 
of  danger  attached  to  anaesthesia  he  thought  it  better,  all  things  con- 
sidered, to  do  tonsillotomy  and  the  adenoid  operation  in  young 
children  without  anaesthesia.  Moreover,  he  believed  that  tonsil- 
lotomy could  be  better  done  without  anaesthesia,  for  the  natural 
gagging  materially  aided  the  operator  in  removing  the  tonsils.  He 
spoke  of  the  opinions  lately  advanced  that  all  cases  of  death  from 
chloroform  narcosis  had  been  in  persons  described  as  being  of  the 
lymphatic  diathesis.  For  prolonged  operations  ether  should  be 
used.  While  the  larynx  required  a  stronger  solution  of  cocain  than 
the  nose,  it  was  well  known  that  in  the  nose  much  weaker  solutions 
of  cocain  could  be  made  effective  than  was  formerly  supposed.  The 
combination  of  adrenalin  with  cocain  was  a  good  one,  and  since 
employing  it  he  had  seen  no  bad  symptom-s  that  could  be  attributed 
to  the  cocain.  Adrenalin  seems  to  antagonize  the  depressing  car- 
diac effects  of  cocain. 

Dr.  Felix  Cohn  said  he  had  used  chloroform  for  many  years,  and 
so  far  had  had  no  accident  with  it.  He  made  use  of  primary  narcosis 
in  his  operations  because  he  thought  it  desirable  to  have  the  natural 
reflexes  present  during  the  removal  of  the  tonsils.  He  believed  it 
was  reprehensible  to  use  general  anaesthesia  for  tracheotomy. 

Dr.  Gleitsmann  said  that  he  had  had  such  an  unpleasant  experi- 
ence with  adrenalin  in  the  production  of  hemorrhage  that  he  used  it 
but  little  at  the  present  time.  However,  he  had  injected  adrenalin 
and  cocain  deeply  into  the  enlarged  tonsils  of  adults  before  removing 
these  tonsils,  and  thereby  made  the  operation  both  bloodless  and 
painless. 

Dr.  W.  K.  Simpson  said  it  had  been  his  experience  that  adre- 
nalin in  combination  with  cocain  increased  the  anaesthetic  action  of 
the  latter.  He  had  also  employed  these  injections  into  the  tonsils 
with  equally  good  results.  He  had  studied  the  question  of  nasal 
hemorrhage  from  adrenalin  a  good  deal,  and  had  come  to  the  con- 
clusion that  this  agent  did  not  increase  the  tendency  to  hemorrhage. 

Dr.  Bennett  said  that  the  statistics  of  anesthesia  showed  conclu- 
sively that  operations  on  the  upper  air  passages  done  under  chloro- 
form were  attended  with  greater  chloroform  mortality  than  in  other 
fields.  This  was  probably  largely  due  to  the  upright  position  and 
the  interference  with  respiration.     The  Hyderabad  Commission  had 
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shown  most  conclusively  that  nothing  more  dangerous  could  be  done 
than  to  interfere  with  respiration  during  chloroform  narcosis.  The 
statistics  of  many  of  the  leading  hospitals  of  the  world  showed  a  much 
greater  mortality  from  chloroform  than  1  to  2,500  as  he  had  stated. 
This  rate  he  had  obtained  by  compiling  more  than  one  million  cases 
collected  from  various  sources.  It  was  perfectly  true  that  a  person 
narcotized  with  morphine  previously  would  remain  long  under  any 
anaesthetic,  but  it  was  a  method  that  was  not  without  danger  if  fol- 
lowed as  a  routine  measure.  In  certain  individuals  an  ordinary  dose 
of  morphine  plus  an  anaesthetic  would  produce  a  very  profound 
morphine  effect — indeed,  the  morphine  effect  was  often  practically 
doubled  by  the  subsequent  administration  of  an  anaesthetic.  Per- 
sonally he  was  not  in  favor  of  this  use  of  morphine.  The  use  of 
morphine  in  these  cases  made  the  lungs  tolerant  of  blood  and  other 
foreign  matter,  and  hence,  in  this  particular  class  of  cases  its  use  was 
very  apt  to  be  followed  by  pneumonia.  He  could  not  believe  that 
the  administration  of  oxygen  with  chloroform  could  prevent  to  any 
great  extent  the  dangerous  effect  of  chloroform.  It  was  not  prob- 
able that  chloroform  was  absorbed  to  any  extent  by  the  mucus,  be- 
cause chloroform  was  absorbed  by  watery  solutions  only  to  the 
extent  of  0.5  per  cent.  There  seemed  to  him  a  positive  danger  in 
relying  upon  oxygen  in  connection  with  chloroform  narcosis,  be- 
cause it  was  in  no  sense  an  antidote  to  chloroform,  and  moreover  it 
masked  one  of  the  most  important  danger  signals,  i.  e.,  the  darken- 
ing or  venosity  of  the  blood.  It  was  very  true  that  young  children 
were  often  not  good  subjects  for  nitrous  oxide  because  they  were 
easily  asphyxiated  by  any  means ;  hence  it  was  well  to  be  cautious  in 
the  use  of  this  anasthetic  agent  in  such  subjects. 

Dr.  Bodine  said  that  it  was  quite  true  that  if  a  saturated  solution 
of  boric  acid  were  used  for  dissolving  cocain  it  would  be  a  long  time 
before  a  fungus  would  appear  in  the  solution,  but  it  would  neverthe- 
less develop  slowly,  and  such  a  solution  was  unfit  for  hypodermic 
use.  Moreover  any  acidity  tended  to  weaken  the  anaesthetic  effect  of 
the  cocain.  Unquestionably  morphine  was  a  very  reliable  antidote  to 
cocain.  He  had  collected  personal  letters  from  18  cases  of  profound 
morphine  narcosis  which  had  recovered  under  the  injection  of  cocain 
alone.  He  recalled  one  case  in  which  the  person  was  so  under  the 
influence  of  morphine  that  the  respirations  had  been  reduced  to  four 
per  minute,  and  yet  by  the  sole  use  of  hypodermic  injections  of  }i  of 
a  grain  of  cocain  every  fifteen  minutes  the  patient  made  an  excellent 
recovery.  Seven  out  of  ten  deaths  from  chloroform  occurred  in  the 
primary  stage ;  hence  if  chloroform  were  a  poison  m  itself  the  deaths 
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should  bear  some  relation  to  the  amount  of  chloroform'  given  and  the 
stage  of  narcosis.  He  was  inclined  to  believe  that  there  was  an  inti- 
mate relation  between  the  action  of  the  chloroform  and  that  of  fright. 
The  value  of  the  gas  and  ether  method  was  that  the  person  was  car- 
ried into  deep  narcosis  before  this  fright  could  occur.  It  was  possible 
to  eliminate  this  element  of  fright  in  other  ways.  The  patient  might 
be  given  something  to  think  about  so  that  he  had  no  time  to  become 
frightened.  He  should  be  told,  for  example,  that  the  more  tightly 
the  hands  were  clenched  together  the  less  chloroform  would  be 
required.  This  produces  a  state  of  mental  preoccupation  and  elimi- 
nates the  fright  and  excitement  entirely  even  in  alcoholic  subjects. 


Prophylaxis  of  Diphtheria  by  the  Preventive  Injections  of 
Serum — Sevestre.  Revue  Heh.  de  Laryngologie,  D' Otologic 
et  de  Rhinologie.     October  18,  1902. 

The  preventive  injection  of  the  diphtheretic  antitoxine  has  an  un- 
doubted action,  producing  immunity  in  children  exposed  to  diphtheria. 
It  does  not  give  rise  to  any  serious  complications,  producing  only 
occasionally  a  passing  eruption  and  more  rarely  articular  pains.  Un- 
fortunately the  period  of  immunization  is  not  very  long,  three  or  four 
weeks  at  the  most.  In  those  rare  cases  where,  in  spite  of  the  injec- 
tion, diphtheria  develops,  it  is  of  a  most  benign  character. 

Injections  of  the  serum  are  especially  indicated  in  families  where 
a  case  of  diphtheria  has  developed,  thus  protecting  the  other  children 
from  contagion. 

In  cases,  however,  where  children  have  been  promptly  separated 
from  the  source  of  the  contagion,  and  where  they  are  under  the 
observation  of  a  physician,  we  may  dispense  with  the  inoculation. 

Preventive  measures  are  also  indicated  in  children  attending  school, 
or  in  a  ward  of  a  hospital  where  there  is  a  case  of  diphtheria. 

Even  in  the  absence  of  diphtheria,  these  injections  are  indicated  in 
certain  special  conditions  such  as  measles,  scarlatina,  etc. ;  in  measles, 
however,  the  preventive  action  is  not  quite  certain.  The  doses  of 
serum  should  be  stronger  and  more  frequently  repeated. 

The  use  of  the  preventive  injection  should  interfere  in  no  \wax 
with  other  prophylactic  measures,  such  as  disinfection,  isolation,  etc. 

W.  Sheppergell. 
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Seventy-eighth  Ordinary  Meeting,  January  pth,  ipo^. 

E.  Ceesswell  Babek,  M.  B.,  President,  in  the  Chair. 

5equel  to  a  Case  of  Ulceration  of  the  Left  Tonsil,  with  Acute  and 
Considerable  Enlargement  of  Numerous  Cervical  Lymphatic 
Glands  on  Both  5ides  of  the  Neck.     ?  Malignancy. 

Shown  at  the  meeting  on  November  7th,  1902,  by  Sir  Felix 
Semon.  The  case  was  shown  again  as  affording  a  valuable  lesson 
to  the  effect  that  not  every  ulceration  of  a  tonsil  in  old  people, 
accompanied  by  enlargement  of  numerous  cervical  glands,  should 
be  looked  upon  as  necessarily  malignant.  It  would  be  seen  that 
the  ulceration  of  the  left  tonsil  had  quite  disappeared,  and  the  tonsil 
itself  had  become  much  smaller,  whilst  the  enlargement  of  the  cer- 
vical lymphatic  glands  on  both  sides  of  the  neck  had  also  con- 
siderably diminished,  even  more  so  on  the  side  corresponding  to 
the  affected  tonsil  than  on  the  opposite  one.  In  all  probability 
septic  influences  had  been  at  work.  ^lalignancy,  at  any  rate,  was 
now  completely  excluded. 

The  President  congratulated  Sir  Felix  Semon  on  the  successful 
result  of  this  case,  which  had  been  shown  previously. 

A  New  Design  for  Sphenoidal  Sinus  Cutting  Forceps. 

Shown  by  Dr.  Watsox  Williams.  Dr.  Dundas  Grant  expressed 
his  admiration  for  the  instrument,  which  he  calculated  would  be 
extremely  useful.  It  was  for  use  in  a  dangerous  region,  and  accord- 
ingly extra  care  would  have  to  be  exercised.  He  had  sometimes 
been  able  to  expose  the  region  without  removing  normal  structures 
by  means  of  long-bladed  nasal  specula.  There  was  an  illustration 
of  one  of  these  in  ^Ir.  Baber's  book;  the  pattern  he  himself  used 
was  devised  by  Killian,  with  which,  after  one  had  forcibly  pressed 
the  middle  turbinal  to  one  side,  a  view  of  the  anterior  surface  of  the 
sphenoid  large  enough  for  inspection  and  for  the  introduction  of 
suitable  punch-forceps  was  obtained. 

The  President  said  that  he  was  inclined  to  agree  with  Dr.  Lack, 
because  if  one  could  not  see  the  natural  opening  it  seemed  danger- 
ous to  push  a  sharply  pointed  instrument  into  the  sphenoidal  sinus. 
As  regards  Killian's  specula,  which  Dr.  Grant  had  mentioned,  it 
occurred  to  him  that  they  were  somewhat  like  ^larkusovsky's  spec- 
ulum. 
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Dr.  Bronner  thought  quite  as  good  results  were  to  be  obtained 
with  cutting  forceps,  and  without  the  danger  necessarily  attached 
to  pointed  instruments. 

Dr.  Lack  considered  these  forceps  very  dangerous ;  it  was  not  safe 
to  open  a  sphenoidal  sinus  without  a  good  view  of  the  natural  open- 
ing. If  the  opening  were  first  brought  into  view  it  could  be  en- 
larged quite  easily  and  safely,  but  any  attempt  to  perforate  the  an- 
terior wall  of  the  sinus  without  previously  ascertaining  its  extent 
or  even  its  existence,  must  be  dangerous  under  any  circumstances. 

Mr.  W.  G.  Spencer^  continuing  the  line  of  argument  brought 
forward  by  Dr.  Lack,  suggested  that  it  was  much  safer  to  operate 
externally,  as  for  the  frontal  sinus;  a  curved  incision  should  be 
made  round  the  inner  angle  of  the  orbit  to  just  a  little  outside  the 
nasal  duct.  Then  the  soft  structures  should  be  turned  downwards 
and  outwards,  when  the  thin  orbital  plate  of  the  ethmoid  would  be 
exposed,  and  so  render  it  possible  to  do  what  the  previous  speaker 
had  mentioned,  viz. :  see  what  was  being  done.  This,  in  his  opinion, 
was  a  far  safer  method  than  that  of  opening  the  sphenoidal  sinus 
proposed  by  Dr.  Williams. 

Dr.  McBride  asked  Dr.  Williams  how  often  he  had  used  these 
forceps  and  with  what  result — that  was  the  important  point. 

Dr.  Powell  asked  Dr.  Williams  what  was  the  result  from  his 
experience  of  operations  on  the  sphenoidal  sinuses,  and  whether  he 
had  had  many  cures  resulting  from  operative  interference  in  this 
locality.  Personally,  he  had  a  number  of  cases  coming  into  his 
hands  which  had  been  operated  on  by  other  surgeons,  where  the 
sphenoidal  sinuses  had  been  opened,  and  he  could  only  say  that 
their  last  state  was  considerably  worse  than  their  first. 

Dr.  Watson  Williams,  in  reply,  admitted  that  the  instrument 
was  dangerous  inasmuch  as  any  operation  on  the  sphenoidal  sin- 
uses was  dangerous.  But  it  must  be  remembered  that  sphenoidal 
sinus  disease  was  very  dangerous  also.  Everything  depended  on 
the  care  with  which  the  forceps  were  used,  and  he  presupposed  that 
the  remarks  which  had  been  made  started  on  these  premises.  He 
himself  never  used  any  force  in  entering  a  sphenoidal  sinus,  and 
he  did  not  consider  these  forceps  were  dangerous  if  used  with 
proper  care.  If  an  opening  had  to  be  made  into  a  sphenoidal  sinus, 
it  was  easier  and  safer  to  make  it  lower  down  than  in  the  position 
of  the  natural  orifice,  and  unless  it  could  readily  be  seen  he  never 
troubled  about  the  natural  opening.  He  h?d  only  just  recently 
designed  this  instrument,  and  had  used  it  once  with  entire  satisfac- 
tion.    It  was  an  improvement  on  those  he  had  been  in  the  habit  of 
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using  in  the  few  cases  he  had  had  under  his  care.  If  the  sphe- 
noidal sinus  did  not  exist  in  any  case  it  was  because  that  one  had 
a  solid  sphenoidal  body.  Therefore  the  non-existence  of  the  sphe- 
noidal sinuses  robbed  such  an  instrument  as  this  of  any  real  dan- 
ger, providing  care  and  gentleness  were  used.  These  forceps  slipped 
in  with  the  greatest  ease  through  the  thin  turbinated  bone  which 
forms  the  anterior  wall  of  the  sphenoidal  sinuses ,  and  it  was 
through  this  very  thin  portion  that  he  always  entered  the  sinuses. 

Drawing,  with  Notes  of  a  Case  of  Suppurative  Ethmoiditis  and 
Frontal  Sinusitis  after  Radical  Operation  for  Nasal   Polypi. 

Shown  by  Dr.  Adolph  Broxxer.  In  the  Section  of  laryngo- 
logy at  the  jNIanchester  meeting  of  the  British  Medical  Association, 
Dr.  Bronner  had  stated  that,  in  his  opinion,  the  so-called  radical 
operation  for  nasal  polypi  was  not  devoid  of  danger,  and  that  he 
knew  of  several  cases  which  had  been  followed  by  meningitis  and 
death.  He  was  not  at  liberty  to  give  details  of  these  cases,  as  he 
had  heard  of  them  privately,  and  had  no  permission  to  publish  them. 
He  was  very  sorry  to  have  now  to  report  a  case  of  his  own. 

:Miss  K— ,  aet.  20,  was  seen  July  24th,  1900.  Both  nostrils  had 
been  blocked  for  several  years,  and  there  had  been  a  copious,  pur- 
ulent discharge.  No  pain  or  special  discomfort.  Both  nostrils  were 
completely  filled  with  polypi  and  degenerated  mucous  membrane 
of  the  lower  turbinated  bones. 

On  September  18th,  1900,  both  nostrils  were  scraped  with  Meyer's 
ring,  and  the  mucous  membrane  of  the  lower  turbinated  bones  re- 
moved. Insufflations  of  iodoformogene  and  boric  acid  were  ordered. 
The  patient  was  seen  again  in  June,  1901.  There  had  been  ex- 
tensive recurrence  of  the  polypi,  from  the  upper  turbinated  bone.  It 
was  again  scrapd. 

On  August  14th  the  patient  was  seen  again.  Numerous  polypi 
were  removed  by  the  cold  snare.  There  was,  however,  rapid  re- 
currence. On  October  28th,  1902,  Meyer's  ring  was  again  used 
under  chloroform.  Insufflations  or  aristol  and  boric  acid  were  or- 
dered. The  patient  was  seen  on  November  7th  and  20th.  There 
was  no  pain,  but  very  slight  tenderness  over  the  right  frontal  sinus. 
There  had  been  no  recurrence  of  the  polypi,  but  there  was  very  slight 
purulent  discharge  from  the  region  of  the  frontal  and  anterior  eth- 
moidal cells.  On  December  2nd  the  patient  was  brought  into  the 
hospital.  For  nine  days  she  had  intense  pain  in  the  nose  and  head, 
and  there  was  swelling  of  the  nose  and  forehead.  She  was  semi- 
comatose ;  there  was  well-marked  swelling  of  the  centre  of  the  fore- 
head and  bridge  of  nose,  extending  into  cheek,  and  slight  paresis  of 
the  right  side.     Temperature  101. 
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On  December  3rd  an  incision  was  made  above  the  right  eyebrow ; 
much  pus  escaped,  the  bone  was  rough.  The  right  frontal  sinus  was 
found  to  be  full  of  pus.  The  dura  was  exposed  and  bulging;  on 
incision  there  was  no  pus.  The  left  frontal  sinus  was  opened ;  there 
was  very  little  pus.  The  dura  was  exposed  and  opened  and 
a  large  quantity  of  pus  escaped.  The  opening  was  enlarged  and 
free  drainage  established.  The  patient  was  relieved  for  twelve 
hours,  and  then  became  more  and  more  comatose  and  died. 

On  post-mortem  examination  the  anterior  part  of  left  frontr' 
lobe  was  seen  to  be  necrosed,  and  evidences  of  purulent  meningitis 
were  seen  commencing  on  the  left  side,  extending  backward  on  the 
base  of  the  brain  (wxll  marked  over  the  pons)  as  far  as  the  medulla. 
The  lateral  ventricles  were  full  of  sero-pus.  The  whole  of  the  eth- 
moid bone  was  necrosed  and  filled  with  pus,  and  the  crista  galli 
was  quite  loose  and  detached. 

In  this  case  the  infection  evidently  originated  in  the  ethmoid 
bone. 

Sir  Felix  Semon  congratulated  Dr.  Bronner  on  his  courage  in 
bringing  forward  such  a  case,  by  which  frank  act  one  learned  more 
than  from  any  amount  of  mere  hearsay  reports. 

Dr.  Lack  hoped  that  every  one  who  had  such  cases  would  bring 
them  forward  with  details,  so  that  they  might  all  learn  something 
from  them.  He  would  not  criticise  this  case  until  he  had  seen  a  full 
report  of  it. 

Dr.  Bronner,  in  reply  to  Dr.  Lack,  said  that  the  fact  that  there 
had  been  recurrence  proved  that  he  had  not  used  excessive  force; 
recurrence  would  not  have  taken  place  if  he  had  removed  the  greater 
part  of  the  cells.  The  more  one  scraped  away  the  greater  was  the 
danger  of  cerebral  complications.      * 

Case  of  Functional  Aphonia  in  a  Man  with  Unusual  Symptoms. 

Shown  by  Dr.  Lambert  Lack.  .  The  patient,  a  male  set.  58,  lost 
his  voice  suddenly  six  months  ago,  and  had  never  regained  it.  He 
spoke  now  in  a  whisper,  but  with  much  strain.  The  expiratory 
muscles  were  all  tense,  and  the  pulse  became  more  rapid  during 
speech.  On  examining  the  larynx  the  parts  appeared  to  be  normal, 
and  the  movements  were  normal  until  phonation^  when  the  larynx 
appeared  to  be  tightly  closed  and  to  prevent  all  air  escaping. 

It 'was  probably  a  case  of  spasm  of  the  larynx,  but  the  patienc 
was  not  able  to  say  even  one  word  in  a  loud  voice,  thereby  differing 
from  most  similar  cases,  in  which  one  or  more  words  can  be  loudly 
uttered  at  the  beginning  of  each  sentence.     On  the  other  hand^  the 
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patient  could  sing  loudly  and  naturally.  Another  point  of  interest 
was  that  he  had  a  similar  attack  the  previous  year,  losing  and  re- 
gaining his  voice  quite  suddenly.  He  had  not  used  his  voice  ex- 
cessively, although  he  had  shouted  at  times.  He  had  recently  lost 
a  sister  with  tubercular  laryngitis.  I^was  possible  that  suggestion 
had  something  to  do  with  his  present  condition. 

Dr.  McBride  thought  this  case  one  of  great  interest.  It  was  a 
case  of  spastic  aphonia.  The  abdominal  muscles  were  tense  when 
the  patient  attempted  to  speak.  The  interesting  point  about  the 
case  was  that  the  false  cords  covered  the  true  cords  when  phonation 
was  attempted.  He  had  observed  in  certain  voice  users,  who  com- 
plained of  early  fatigue  of  the  voice,  a  similar  condition,  but  to  a 
less  marked  extent.  He  wondered  if  other  members  had  observed 
it  also?  The  parts  during  rest  were  normal,  but  on  attempted  pho- 
nation there  was  apparently  hypertrophy  of  one  or  other,  or  of 
both  false  cords.  Whether  this  was  to  be  looked  upon  as  an  early 
stage  of  spastic  aphonia  or  dysphonia  was  a  point  which  had  in- 
terested him  for  some  years. 

Sections  of  Ulcer  of  Tonsil    showing  Tubercles,  but  which  had 
Yielded  to  Antisyphilitic  Remedies. 

Shown  by  Dr.  Lambert  Lack.  The  patient,  a  female  aet.  25, 
had  a  large  ulcer  with  clean  ciit  edges  and  sloghly  irregular  base 
covering  the  right  tonsil  and  posterior  pillar  of  the  fauces.  There 
was  much  dysphagia,  and  the  patient  was  anaemic  and  rapidly  wast- 
ing. The  glands  were  tender  and  enlarged.  A  diagnosis  of  tertiary 
syphilis  was  made,  and  the  patient  placed  on  large  doses  of  potas- 
sium iodide.  She  had,  however,  seen  other  specialists  who  had  con- 
sidered the  case  to  be  possibly  malignant  or  tubercular.  By  special 
request,  therefore,  a  small  piece  of  the  ulcer  was  excised  for  micro- 
scopical examination.  The  sections  showed  that  the  mass  of  the 
ulcer  consisted  of  granulation  tissue  with  newly-formed  capillary 
loops,  but  at  the  deeper  part  of  the  ulcer  were  tubercle-like  nodules 
consisting  of  giant-cells,  surrounded  by  epithelioid  and  round  cells. 
This  seemed  to  confirm  the  cautious  diagnosis  which  had  been  pre- 
viously given  in  the  case.  In  spite  of  it,  however,  the  ulcer,  which 
at  first  was  as  large  as  a  two-shilling  piece,  had  diminished  to  half 
its  size  in  a  week,  and  was  completely  healed  in  a  fortnight  under 
the  iodide  treatment  alone.  The  patient  three  months  later  remained 
perfectly  well.  Was  the  case  to  be  regarded  as  one  of  syphilis  or  of 
mixed  infection  ?     There  was  no  history  of  syphillis  to  be  obtained. 
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Microscopic  Section  of  Cyst  of  Ventricle  of  Larynx  Opened  when 
Operating  on  a  Case  of  Malignant  Disease  of  the  Larynx. 

Shown  by  Dr.  Lambert  Lack.  The  patient,  a  male,  had  ma- 
lignant disease  of  the  right  vocal  cord,  etc.,  for  which  an  operation 
was  performed.  Previous  to  6peration  a  smooth,  fixed,  hard  swell- 
ing was  noticed  overlying  and  apparently  attached  to  the  cornu  of 
the  hyoid  bone.  There  were  no  enlarged  glands.  On  cutting  across 
the  ventricular  band  during  the  thyrotomy  there  was  a  sudden  gush 
of  creamy  fluid,  nearly  two  drachms  escaping.  The  swelling  over 
the  hyoid  bone  disappeared.  At  first  it  seemed  ^as  if  an  abscess 
had  been  opened,  but  after  consideration  and  exploration  it  was  con- 
sidered more  likely  that  the  cavity  was  a  cyst-like  projection  from 
the  ventricle,  such  as  was  normally  present  in  certain  apes,  e.  g.,  the 
orangoutang,  and  was  rarely  met  with  in  man.  This  diagnosis  was 
confirmed  by  sections  of  part  of  the  wall  which  was  excised,  and 
which  showed  that  the  cavity  was  lined  by  ciliated  epithelium. 

Pathological  Specimens. 

Shown  by  Mr.  Lake.  1.  Section  of  new  growth  removed  from 
the  posterior  extremity  of  the  inferior  turbinate  body  (right)  of  a 
man  set.  50.  The  history  was  one  of  nasal  obstruction  of  some  years' 
standing,  increasing  considerably  just  before  the  operation.  The 
patient  has  not  been  heard  of  since. 

2.  From  a  male  shown  by  Dr.  Pegler  and  Mr.  Lake  in  1900. 
This  was  from  a  recurrence ;  both  left  inferior  turbinate  and  sep- 
tum were  involved. 

3.  Section  of  right  inferior  turbinate  from  patient  set.  72,  who 
had  been  under  Mr.  Lake  ten  years  ago  for  lupus  nasi  of  thirty- 
five  years'  duration.  This  had  been  cured  after  it  had  penetrated 
the  right  tear  duct.  Two  and  a  half  years  ago  some  swelling  ap- 
peared at  the  site  of  the  old  infection  of  the  tear  duct,  with  nasal 
hemorrhage.  There  was  a  small  ulcer  visible  on  the  upper  sur- 
face of  the  inferior  turbinate.  Finsen's  rays  were  employed  for  a 
year,  when  Mr.  Lake  saw  him  again.  The  ulcer  was  larger,  and 
there  was  apparently  an  invasion  of  the  tissues  about  the  nasal  bones 
by  what  looked  like  new  growth.  The  inferior  turbinate  (right) 
was  removed  and  pronounced  to  be  carcinomatous  by  a  pathologist. 
The  disease  was  considered  to  be  too  extensive  for  operation  by 
Mr.  Arbuthnot  Lane,  but  X  rays  had  kept  the  patient  comfortable, 
and  appeared  to  be  able  to  control  the  spread  of  the  growth,  though 
not  to  absolutely  "cure"  it. 
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The  President  asked  jNIr.  Lake  if  he  was  willing  that  these  speci- 
mens should  be  referred  to  the  Morbid  Growth  Committee. 

Dk.  Pegler  had  pleasure  in  recommending  that  these  sections, 
including  Dr.  Lack's  and  Dr.  Barclay  Baron's,  which  required  care- 
ful study,  should  be  referred  to  the  Morbid  Growths  Committee. 
Dr.  Pegler  said  he  had  only  been  able  to  give  the  sections  under 
the  microscope  a  very  cursory  observation,  and 'had  not  had  an 
opportunity  of  examining  the  patient.  He  had  formed  an  impres- 
sion that  naso-pharyngeal  sarcomata  were  in  certain  cases  very 
loosely  attached  to  the  surface  from  which  they  sprang,  and  might 
in  early  stages  be  easily  mistaken,  and  gave  little  evidence  of  malig- 
nancy. Some  three  or  more  years  ago,  a  young  man  of  twenty-five 
came  to  his  out-patient  department  complaining  of  nasal  obstruc- 
tion, in  whom  the  usual  digital  examination  detached  several  loose 
fragments  of  tissue  feeling  like  adenoid  growths,  which  were  ex' 
pelled  through  the  nostrils.  A  short  time  since,  this  patient  re- 
turned to  the  hospital,  and  on  admission  his  naso-pharynx  and  nasal 
chambers  were  found  to  be  completely  obstructed  by  the  disease. 
He  was  shown  to  the  Society  ('Proceedings,'  vol.  vii,  Jan.  7,  1899). 
The  masses  were  removed  as  thoroughly  as  possible  under  chloro- 
form by  forceps,  and  Mv.  Lake,  who  assisted  in  the  operation,  was 
today  exhibiting  sections  of  the  growth.  Previous  specimens 
showed  all  the  characters  of  mixed-celled  sarcoma;  fortunately  ex- 
amples of  those  sections  were  in  the  cabinet.  The  patient  had  been 
lost  sight  of  since  his  discharge.  , 

Case  of  Large  Swelling  of  the  Mucous  Membrane  in  the  Inter- 
arytenoid  Region  (so-called  Interarytenoid  "Pachydermia.") 

Shown  by  Dr.  Herbert  Tilley.  The  patient,  a  male  set.  48,  had 
not  been  addicted  to  alcohol  or  excessive  tobacco  smoking.  Had 
complained  of  hoarseness  of  two  months'  duration. 

The  patient  was  a  particularly  robust-looking  man.  In  the 
interarytenoid  position  was  a  sessile,  red,  congested  swelling,  about 
the  size  of  a  large  horse  bean,  which  prevented  complete  adduction 
of  the  vocal  cords. 

Dr.  FitzGerald  Powell  said  he  noticed  that  Dr.  Tilley  had  a 
note  at  the  end  of  the  title  of  this  case  to  the  effect  that  this  was  a 
case  of  "so-called  interarytenoid  pachydermia."  He  presumed  from 
that  that  Dr.  Tilley  did  not  believe  in  the  existence  of  interarytenoid 
pachydermia.  He  himself  had  always  understood  that  the  heaping 
up  of  the  epithelium  and  hyperplasia  of  the  connective  tissue  on  the 
cords  and  in  the  interarytenoid  space  would  be  looked  upon  as  pachy- 
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dermia.  Evidently  it  was  not  pachydermia  in  this  case,  or  it  would 
not  have  disappeared  so  quickly,  but  probably  just  a  general  swell- 
ing of  mucous  membrane  simulating  pachydermia. 

Sir  Felix  Semon  thought  that  the  observation  made  by  Dr.  Pow- 
ell was  perfectly  justified.  This  was  not  a  case  of  pachydermia.  In 
order  to  speak  or  pachydermia,  metaplasia  was  necessary,  i.  e.,  .\ 
change  of  the  epithelium  into  an  epidermal  structure.  The  pres- 
ent case  was  simply  an  instance  of  hyperplasia. 

Dr.  Herbert  Tilley,  in  reply,  said  that  his  reason  for  putting  at 
the  end  of  the  description  of  his  case  the  words  ''so-called  inter- 
arytenoid  pachydermia"  was  in  order  to  enter  a  slight  protest 
against  the  loose  way  in  which  the  word  "pachydermia"  was  so  often 
applied  to  any  form  of  hypertrophy  of  the  mucosa  in  the  interaryte- 
noid  space.  He  did  not  consider  this  a  case  of  pachydermia,  but  ^ 
localised  form  of  chronic  laryngitis.  He  thought  one  ought  to  con- 
fine the  term  "pachydermia"  to  those  cases  in  which  there  was  an 
overgrowth  of  the  epithelium  and  subepithelial  connective  tissues, 
such  as  were  most  often  met  with  on  the  vocal  cords,  where  a  promi- 
,  nence  on  the  one  cord  seemed  on  adduction  to  apply  itself  to  a  cor- 
responding depression  on  the  other  cord.  In  this  particular  patient 
there  was  a  very  swollen,  congested  condition  of  the  interarytenoid 
mucous  membrane,  and  he  proposed  removing  it  with  Watson 
Williams'  intra-laryngeal  "punch  forceps." 

Specimen  of  Large  Naso-pharyngeal  Fibro-myxoma  with  Pro- 
longations extending  to  Anterior  Nares. 

Shown  by  Dr.  Donelan.  The  patient,  a  youth  aet.  18,  had  suf- 
fered from  marked  nasal  obstruction  and  defective  speech  since  his 
second  year.  When  seen  he  appeared  to  have  a  large  mucous  poly- 
pus in  each  nostril,  and  a  growth  about  the  size  of  a  walnut  projected 
slightly  below  the  soft  palate,  in  pulling  or  pushing  which  the 
polypi  were  moved.  The  large  growth  was  sessile,  springing  from 
the  vault  of  the  pharynx  immediately  behind  the  vomer.  It  was 
seized  with  forceps  and  came  away  together  with  the  anterior,  pro- 
longations, leaving  the  patient's  nasal  passages  perfectly  free. 

Case  of  Naso=pharyngea!  Malignant  Disease. 

Shown  by  Dr.  Barclay  Baron.  The  patient,  a  woman  aet  50 
years,  had  complained  of  deafness,  obstructed  nostrils,  and  dis- 
charge of  blood  and  pus,  for  about  eight  months.  Three  months 
ago,  a  hard,  irregular  growth  had  been  scraped  out  of  the  naso- 
pharynx, with  relief  of  all  the    symptoms.     Now    they    had    all 
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returned,  and  there  was  much  pain  in  the  jaw  and  temple,  especially 
on  the  right  side,  which  was  swollen.  The  naso-pharynx  was  filled 
with  growth,  which  protruded  into  the  nostrils,  especially  the  right 
one.  It  was  hard  and  ulcerated.  The  nature  of  the  growth  was  un- 
certain, lympho-sarcomatous  looking  in  parts,  but  with  islands  of 
ephithelial  cells  in  others.  Dr.  Baron  asked  for  suggestions  as  to 
treatment ;  he  was  not  inclined  to  curette  again,  but  preferred  either 
to  leave  it  alone  or  deal  with  it  more  radically. 

The  President  said  that  the  disease  seemed  to  affect  not  only  the 
naso-pharynx,  but  also  the  nasal  cavity  on  that  side.  Therefore,  if 
any  operation  of  a  radical  character  were  performed,  it  would  either 
have  to  be  through  the  palate,  or  an  external  operation. 

Dr.  McBride  said  this  case  seemed  to  him  to  be  one  of  very  great 
interest.  There  was,  to  start  with,  the  growth  in  the  naso-pharynx 
and  also  one  in  the  right  nostril.  He  had  no  doubt  that  the  path- 
ological report  was  absolutely  correct.  The  one  point  which  struck 
him  forcibly  was  that  in  a  malignant  case  one  would  have  expected 
more  marked  ulceration  and  sloughing  than  had  taken  place  in  this 
case  after  the  removal  of  the  growth.  Then  another  point  arising 
in  connection  with  that  just  mentioned  was  that  this  was  probably 
a  lympho-sarcoma ;  it  would  be  worth  while  to  try  large  doses  of 
arsenic.  He  had  seen  several  cases  of  lympho-sarcoma  disappear 
wonderfully  quickly  under  the  influence  of  arsenic.  He  called  to 
mind  one  case  with  a  very  large  tonsil,  which  was  reduced  almost 
to  its  normal  size  by  this  means.  The  patient  died  of  malignant  ab- 
dominal disease  within  a  relatively  few  months  afterwards  in  the 
north.  She  went  to  a  home,  but  he  was  unable  to  hear  the  details  of 
the  last  illness,  and  there  was  no  post-mortem.  In  connection  with 
malignant  disease,  he  might  refer  to  a  case  of  extreme  interest  which 
he  had  to  deal  with  some  time  ago.  The  patient,  a  gentleman,  came 
to  him  with  a  very  large  ulcer  in  front  of  the  epiglottis  at  the  back 
of  the  tongue  while  there  was  a  large  fixed  glandular  mass  in  the 
neck.  It  looked  specific,  and  he  gave  him  iodide  of  potassium  and 
mercurial  inunctions,  but  they  had  no  effect  at  all.  He  then  tried 
him  with  large  doses  or  arsenic,  but  this  also  was  of  no  use.  He 
might  say  he  wished  to  punch  a  piece  out  for  microscopical  examin- 
ation, but  the  patient  refused  to  allow  him.  He  went  on  with  the 
iodide,  and  arsenic  for  a  long  time,  but  without  much  benefit.  Later 
the  patient  met  a  friend  in  Glasgow,  who  acted  somewhat  unpro- 
fessionally,  but  nevertheless  for  the  patient's  good.  The  patient's 
friend  saw  his  prescriptions,  and  ordered  him,  instead  of  arsenic, 
cacodylate  of  sodium — another  arsenical  preparation.     In  about  fiv^ 
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weeks'  time  the  patient  was  so  much  better  that  he  said  to  him,  "Go 
and  show  yourself  to  Dr.  McBride."  He  came,  and  was  undoubt- 
edly very  much  improved.  The  ulcer  had  quite  healed,  but  the  cer- 
vical tumour  remained.  Later  on  he  died,  but  he  did  not  know  from 
what  cause.  He  was  unable  to  give  any  histological  history  of  this 
case. 

Mr.  Spencer  said  that  cases  of  lympho-sarcoma  differed  from 
other  forms  of  malignant  disease,  inasmuch  as  a  surgeon  could 
operate  on  them  partly  and  remove  a  part  of  the  growth  with  benefit 
to  the  patient.  He  should  advise  removal  piecemeal,  or  that  a  large 
portion  should  be  removed,  and  that  this  treatment  should  be  fol- 
lowed by  giving  arsenic  and  iodide  of  potassium,  which  drugs  should 
give  considerable  benefit  for  a  long  time.  There  were  many  cases 
of  malignant  sarcoma — not  only  the  most  malignant  and  generally 
considered  hopeless  cases,  but  also  those  moderate,  forms  of  the  dis- 
ease— where  one  could  do  a  partial  removal  with  benefit  to  the 
patient.  As  regards  arsenic,  undoubtedly  there  were  certain  pre- 
parations of  this  drug  which  were  much  more  valuable  than  others 
in  their  action.  He  remembered  a  case  which  he  had  seen  with  Dr. 
Hall,  and  in  which  he  had  taken  away  portions  of  a  large  mass  of 
lympho-sarcoma  from  the  neck,  where  they  had  considerable  diffi- 
culty in  finding  the  particular  preparation  of  arsenic  which  was  most 
suitable  to  the  case;  in  this  case  it  was,  so  far  as  he  remembered,  the 
hydrochloride.  This  might  explain  what  had  been  said  of  the  new 
one,  the  cacodylate  of  sodium. 

Dr.  Tilley  remarked  that  he  had  had  the  opportunity  of  putting 
his  finger  into  the  post-nasal  space,  and  he  found  its  posterior  and 
upper  parts  were  covered  by  a  large,  well-marked,  ulcerated  surface, 
which  was  somewhat  hard  to  the  touch.  No  bleeding  followed  the 
examination.  He  was  rather  inclined  to  doubt  the  probability  of  its 
being  a  lympho-sarcoma.  The  feel  of  the  ulcerated  surface  was  sug- 
gestive of  epithelioma.  He  would  suggest  that  if  operative  treat- 
ment were  attempted,  a  laryngotomy  tube  should  be  first  inserted, 
a  sponge  placed  above  the  larynx,  the  soft  palate  divided,  and,  if 
necessary,  some  of  the  hard  palate  also  removed.  Such  measures 
would  give  a  full  view  of  the  growth,  and  haemorrhage  could  be 
readily  controlled. 

Dr.  Baron  thought  that  the  method  mentioned  by  Dr.  Tilley  was 
the  only  one  likely  to  do  any  good.  For  a  case  like  this  a  curetting 
operation  was  of  no  value,  since  the  disease  was  too  deeply  situated. 
He  had  left  a  section  with  the  Morbid  Growths  Committee,  in  case 
they  should  care  to  make  use  of  it. 
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A  Case  of  Epithelioma  of  the  Larynx  in  a  Man  set.  60. 

Shown  by  AIr.  Attwood  Thorxe.  This  man  was  first  seen  at 
the  London  Throat  Hospital  on  December  16th.  He  had  then  suf- 
fered from  hoarseness  fos  six  months,  and  slight  pain  on  swallow- 
ing for  a  few  days. 

A  view  of  the  larnyx  (which  was  only  obtained  with  dfficulty) 
showed  that  the  left  cord  was  fixed  in  the  mid-line,  and  that  there 
was  a  growth  involving  the  left  arytenoid  and  extending  into  the  ary- 
epiglottic  fold  on  that  side.  The  larynx  was  slightly  tender  when 
examined  from  without,  and  there  was  a  large  gland  just  under  the 
ramus  of  the  jaw  on  the  left  side.  There  was  a  good  deal  of  pain 
referred  to  the  left  ear,  and  restlessness  at  night.  The  man  was  of 
good  physique,  a  carpenter  still  pursuing  his  trade.  He  had  two 
healthy  grown-up  children,  denies  having  had  syphilis. 

He  was  put  on  fifteen  grains  of  potassium  iodide  and  a  drachm  ot 
Liq.  Hyd.  Perchlor.,  and  for  the  last  fortnight  had  been  an  in-patient. 
With  the  exception  that  there  had  been  temporary  swelling  for  a  few 
days  of  the  right  arytenoid,  there  had  been  little  to  note,  except  that 
the  enlarged  gland  had  somewhat  increased  in  size. 

Mr.  Thorne  said  he  would  be  obliged  by  any  suggestions  as  to 
treatment.  He  personally  did  not  think  that  any  operation  would 
prolong  the  patient's  life,  or  add  to  his  comfort. 

Dr.  Lack  said  there  was  no  epithelioma  in  the  larynx;  but  there 
was  a  growth  on  the  outer  edge  of  the  aryteno-epiglottic  fold  which 
he  should  think  was  epitheliomatous.  It  would  be  extremely  diffi- 
cult to  remove  it,  and  if  an  attempt  was  made,  pharyngotomy,  not 
laryngotomy,  was  required. 

Mr.  Waggett  had  watched  the  case  for  some  days.  The  left  side 
>f  the  larynx  was  completely  fixed,  and  the  left  arytenoid  region  and 
ventricular  band  were  considerably  swollen.  Below  the  level  of  the 
vocal  cord,  which  could  not  be  distinguished,  there  was  occasionally 
to  be  seen  a  growth  which  appeared  to  be  pedunculated.  He  had 
no  doubt  that  the  disease  had  commenced  within  the  larynx,  both  the 
history  and  the  clinical  appearance  pointing  in  this  direction.  Dys- 
phagia was  absent.  The  question  of  making  an  exploratory  laryngo 
fissure  in  this  case  was  an  open  one.  He  would  be  glad  to  know  the 
actual  experience  of  surgeons  who  had  performed  this  operation  in 
cases  which  proved  on  inspection  to  be  beyond  radical  treatment. 
Did  the  laryngo  fissure  seriously  compromise  the  subsequent  condi- 
tion of  the  patient? 

Sir  Felix  Semon  said  that  the  left  side  of  the  larynx  was  com- 
pletely fixed  and  this  pointed  to  infiltration  of  the  inside,  of  the  larynx 
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itself.  The  growth  had  probably  commenced  in  the  lower  part  of  the 
larynx.  With  regard  to  the  question  of  operation,  he  would  not  di- 
rectly oppose  an  exploratory  laryngotomy,  but  his  experience  was 
that  in  such  cases  the  disease  was  usually  found  to  be  much  more 
advanced  than  had  appeared  on  mere  inspection  and  palpation,  and 
the  results  usually  were  not  gratifying. 

Dr  Lack  admitted  that  there  was  fixation  and  thickening  of  the 
left  side  of  the  larnyx,  but  considered  this  was  due  to  spreading  in- 
wards of  a  growth  commencing  on  the  outside  in  the  pharynx. 
There  was  no  epithelioma  in  the  larynx. 

Dr.  Grant  remarked  that  the  interior  of  the  larynx  seemed  to  him 
to  be  very  definitely  affected,  and  he  also  should  feel  disinclined  to 
advise  any  operation  because  of  the  large  extrinsic  mass. 

Dr.  McBride  said  that  probably  the  disease  began  inside  and 
passed  over  the  arytenoid. 

Mr.  Thorne^  in  reply,  said  that  hoarseness  had  come  on  about 
six  months  ago.  He  himself  had  been  of  the  opinion  that  it  would 
be  a  mistake  to  undertake  any  operation,  and  he  was  glad  to  have 
this  view  confirmed.  There  was  no  pain  on  swallowing  until  three 
weeks  ago,  when  the  man  first  came  under  his  care. 

Case  of    Infiltration    of   Pliarynx   and    Post=nasal    Space   in   a 
Man  set.  45. 

Shown  by  Dr.  FitzGerald  Powell.  The  patient  had  complained 
of  inability  to  sleep  with  his  mouth  closed.  He  stated  about  six 
months  ago  he  found  that  he  woke  himself  up  with  a  toud  snoring; 
this  had  gradually  become  more  marked,  occurring  more  frequently. 
He  said  that  since  present  trouble  began  he  could  fall  asleep  at  any 
time.  He  had  no  pain,  and  was  gaining  flesh.  There  was  no  inter- 
ference with  deglutition  or  phonation,  and  there  was  no  history  of 
syphillis  obtainable. 

On  examination,  the  whole  of  the  pharnyx,  more  especially  the 
left  lateral  wall,  and  the  post-nasal  space  were  found  to  be  the  seat 
for  considerable  infiltration  and  thickening,  giving  the  appearance  of 
bulging.  There  was  slight  swelling  of  the  edge  of  the  epiglottis  on 
the  left  side. 

The  tongue  was  marked  with  deep  fissures  and  cracks.  The 
uvula  was  attached  along  both  its  free  borders  to  the  posterior  pil- 
lars of  the  fauces.  The  arms  and  wrists  and  inside  of  foot  showed 
patches  of  eruption,  apparently  dry  eczema. 

He  had  been  treated  with  iodide  of  potassium  and  mercury. 
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Case  of  Growth  in  Post-nasal  Space  Appearing  Below  Soft 
Palate  in  an  Infant  est.  i8  Months. 

Shown  by  Dr.  FitzGerald  Powell.  The  mother  stated  the  child 
cried  as  if  it  ''had  a  stoppage,"  and  during  sleep  made  a  whistling 
noise.  She  said  that  she  had  noticed  it  from  the  time  of  the  child's 
birth,  and  that  the  noise  was  not  any  worse  now  than  it  was  then. 
There  had  been  no  discharge  or  haemorrhage  from  nose.  The  child 
was  flabby,  and  backward  for  its  age. 

On  examination,  a  reddish-looking  growth,  a  little  larger  than  the 
uvula,  was  seen  protruding  below  the  margin  of  the  soft  palate.  On 
seizing  it  with  a  pair  of  forceps  and  running  the  finger  up  along  the 
growth,  it  was  felt  to  be  elongated  and  pedicle-shaped,  growing 
from  the  vault  of  the  pharynx.  Considerable  traction  was  made  on 
it  with  the  forceps,  but  it  appeared  to  be  tough  and  resisting. 

Dr.  Powell  proposed  putting  the  child  under  an  anaesthetic  and 
removing  it. 

The  President  said  that  the  edge  of  a  growth  could  be  seen  be- 
hind the  uvula.  An  opinion  as  to  its  nature  could  not  be  given  ex- 
cept after  palpation. 

Epulides  or  Symmetrical  Swellings  of  Gum  at  the  Posterior 
Extremity  of  the  Alveolar  Border  of  each  Upper  Jaw  in 
a  Female  aet.  37. 

Shown  by  AIr.  W.  G.  Spencer.  The  patient  had  worn  a  plate  for 
seven  years,  and  had  noted  the  swelling  for  one  year,  with  pain. 
The  dental  plate  now  worn  reached  back  only  to  the  front  of  the 
swelling. 

Dr.  \^inrace  ventured  to  suggest  that  this  case  lent  itself  to  a 
very  simple  explanation.  It  seemed  to  him  to  be  due  to  a  combina- 
tion of  mechanical  action  and  slow  inflammatory  process.  He  had 
ascertained  from  the  patient  that  she  had  worn  a  plate  constantly 
day  and  night  for  seven  years,  and  it  would  be  observed  that  the 
growth  was  immediately  adjacent  and  in  contact  with  the  margin  of 
the  plate ;  consequently  he  thought  that  whatever  had  been  the  cause 
of  the  swellings,  they  were  largely  regulated  by  the  presence  of  th.^ 
plate. 

Dr.  Donelan  asked  Mr.  Spencer  if  he  considered  symmetry  an 
essential  characteristic  of  an  epulis,  because,  from  the  title  of  the 
paper,  he  inferred  this  to  be  the  case.  An  epulis  might  be  symmet- 
rical, of  course,  but  it  was  not  a  necessary  characteristic.  He  agreed 
with  Dr.  Vinrace  as  to  the  possible  effect  of  the  pressure  of  the  plate, 
but  he  noticed  that  it  was  in  those  parts — both  in  front  and  behind — 
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where  the  plate  did  not  press  that  these  enlargements  were  present. 
The  swellings  behind  the  plate  which  were  described  as  epulides  were 
apparently  caused  by  the  pressure  of  food  between  the  lower  plate 
and  the  upper  gums,  producing  a  thickening  of  ordinary  fibrous 
tissue.  So  far  as  his  recollection  went,  he  was  under  the  impression 
that  an  epulis  was  connected  with  bone  changes,  and  that  there  must 
be  some  inflammatory  disease  of  the  bone  to  set  up  an  epulis;  but 
there  was  no  evidence  of  that  in  this  case. 

Mr.  Waggett  believed  this  to  be  an  exaggerated  example  of  the 
tuberous  swelling  of  the  posterior  end  of  the  upper  alveolus  which 
was  very  frequently  to  be  seen  in  the  mouths  of  adults.  His  atten- 
tion was  constantly  drawn  to  these  swellings  in  making  sketches  of 
the  mouth  and  fauces,  and  he  believed  them  to  be  of  no  clinical  im- 
portance. 

Mr.  Spencer  said  he  thought  the  swellings  of  the  gum  were  con- 
nected with  the  tooth-plate,  either  directly  or  indirectly.  He  did  not 
propose  to  do  anything  to  the  patient,  unless  suggestions  were  made 
that  she  might  get  worse  if  he  did  not.  He  did  not  see  the  neces- 
sity of  taking  away  the  swellings,  which  were  simply  fibrous  hyper- 
trophy; he  brought  the  patient  to  the  Society  to  see  if  any  member 
thought  the  removal  necessary.  The  case  had  been  sent  to  him  as 
one  of  epulis,  with  a  swelling  of  the  gum. 

Case  of  Hereditary  Specific    Perforation  of  the  Anterior  Pillar 
of  the  Fauces. 

Shown Iby  Dr.  Dundas  Grant.  W.  A — ,  set.  15,  was  seen  for  the 
first  time  on  January  8th,  1903,  on  account  of  pain  and  difficulty  in 
swallowing.  He  was  found  to  have  an  elliptical  opening  in  the  left 
anterior  pillar,  with  thick  congested  edges  covered  with  a  greyish- 
white  slough.  Behind  it  on  the  tonsil  was  also  a  fairly  circura- 
scribed  excavation  with  a  sloughy  floor.  The  symptoms  were  of 
fourteen  days'  duration,  and  there  was  well-marked  evidence  of  a 
hereditary  specific  dyscrasia.  The  exhibitor,  brought  the  case  be- 
fore the  Society  because  the  opening  was  very  similar  to  the  con- 
genial slit  seen  in  several  instances  by  the  members  of  the  Society. 
He  thought  it  would  be  in  teresting  to  observe  at  a  later  stage  to 
degree  the  opening  would  resemble  the  congenial  malformation. 

The  President  considered  it  to  be  a  case  of  inherited  syphilis. 
The  perforation  did  not  look  at  all  as  if  it  were  congenital. 

Dr.  Grant  said  it  was  difficult  to  foresee  what  the  appearance 
would  be  after  the  gummatous  disease  had  been  cured.  It  would 
probably  be  very  much  like  what  they  had  seen  in  the  congenital 
cases  (but  not  symmetrical.) 
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Case  of  Chronic  Laryngitis  with  Inte-Arrytenoid  Pseudo-pachy- 
dermic  Swelling,  probably  due  to  Purulent  Rhinitis. 

Shown  by  Dr.  Dundas  Grant.  Maude  W — ,  aet.  20,  was  first 
seen  the  week  previous  on  account  of  hoarseness,  which  was  worse 
in  the  morning,  and  which  had  lasted  for  two  months;  similar 
hoarseness,  was  present  during  the  whole  of  the  previous  winter,  but 
had  disappeared  as  that  season  passed  off.  There  were  crusts  on  the 
vocal  cords,  and  on  the  summit  of  a  sessile  swelling,  which  interfered 
with  the  apposition  of  the  cords.  This  swelling  was  irregular,  and 
presented  a  white,  sodden  appearance.  The  patient  was  the  subject 
of  muco-purulent  rhinitis,  and  the  secretion  tended  to  dry  in  the  nose. 
There  was  deviation  of  the  septum  into  the  right  nostril,  and  the 
right  middle  turginated  body  was  hypertrophied.  The  exhibitor 
considered  the  laryngitic  condition  to  be  the  result  of  the  inhalation 
of  morbid  secretion  from  the  nose,  and  that  the  swelling  in  the  inter- 
arytenoid  space,  which  simulated  pachydermia,  was  the  result  of 
proliferation  and  maceration  of  the  superficial  epithelium.  He  had 
prescribed  a  simple  nasal  wash,  and  the  patient,  presented  at  the 
Society,  stated  that  the  hoarseness  had  very  much  diminished  dur- 
ing the  week  that  the  nasal  wash  had  been  employed.  The  swelling 
in  the  inter-arytenoid  space  had  become  somewhat  smaller. 


A  Plea  for  the  Early  Operative  Treatment  of  Quinsy  (Periton= 
sillar  Abscess) — J.  Park  West.  Cleveland  Medical  Journal. 
January,  1903. 

We  have  no  medical  treatment  for  this  painful  affection.  Aconite 
will  not  reduce  the  inflammation  and  .seldom  aborts  an  attack. 

Cocaine  may  give  slight  temporary  relief  to  the  pain.  The  coal- 
tar  group  is  ineffective.  Opium  is  dangerous  owing  to  the  likelihood 
of  causing  edema  of  the  glottis.  Gargles  are  painful,  and  hot  appli- 
cations of  doubtful  utility. 

Owing  to  the  fact  that  it  is  sometime  before  the  place  of  pointing 
of  the  abscess  can  be  seen,  it  is  advisable  to  feel  for  the  point  of 
fluctuation.  This  location  is  most  frequently  found  above  and  to  the 
inner  side  of  the  tonsil.  Repeated  examinations  with  the  finger 
should  be  made  and  when  fluctuation  is  detected  the  spot  should  be 
incised  in  a  vertical  direction.  Stein. 

(Abstractor  has  for  years  made  it  a  rule  to  always  incise  a 
peritonsillar  abscess  by  way  of  the  epitonsillar  space ,  using  for  this 
purpose  an  Allen  septum  knife.) 


VI.   CONGRESS   OF   THE   ITALIAN    SOCIETY   OF    LARYN- 
GOLOGY, OTOLOGY  AND  RHINOLOGY. 

October  25,  26  and  2^,  ipo2. 

President:     G.  Masini   (Genoa). 

After  a  brief  address  by  tht  President,  papers  and  comttnuni- 
cations  were  read: 

Peripheral  Innervation  of  the  Larynx. 

A.  Trifiletti  (Naples).  The  author  hmits  himself  to  a  state- 
ment of  our  present  knowledge  more  especially  in  regard  to  motor 
innervation.  He  limits  the  entire  question  to  four  principal  points 
in  the  form  of  four  questions,  as  has  been  done  by  other  authors : 

I.  Should  the  classic  scheme  of  the  distribution  of  laryngeal  nerves 
be  preserved? 

II.  Does  the  recurrent  nerve  arise  from  the  pneumogastric  or 
from  the  spinal  nerve  ?  As  a  double  influence  of  a  vago-spinal  char- 
acter upon  the  larynx  cannot  be  denied  and  the  old  idea  of  Claude 
Bernard  is  to  be  adopted,  that  the  recurrent,  as  a  motor  nerve,  arises 
from  the  spinal. 

in.  Does  the  recurrent  include  centripetal  fibres  ?  As  dissections 
cannot  determine  this,  experimental  means  must  be  employed.  The 
author  concludes  that  we  must  admit  that  the  recurrent  fibres  have 
a  centripetal  action  by  way  of  anastamosis,  either  directly  or  indi- 
rectly, from  which  is  deduced  the  explanation  of  possible  reflex 
action  on  the  larynx. 

IV.  What  is  the  significance  of  the  median  pathological  posi- 
tion of  the  vocal  cord?  The  author  discusses  this  question  from 
an  anatomical,  a  laryngoscopic  and  an  experimental  point  of  view. 

The  author  discusses  all  these  questions  at  length. 

Anesthesia  of  the  Laryngeal  Vestibule  in  Paralysis  of  the  Re- 
current Nerve. 

Massei  (Naples).  In  cases  of  paralysis  of  the  recurrent  nerve 
Massei  has  been  able  almost  always  to  note  the  presence  of  anesthe- 
sia or  tactile  hyperesthesia,  limited  to  the  laryngeal  vestibule,  always 
on  both  sides,  although  the  lesion  has  been  but  a  unilateral  one  of  the 
recurrent.    He  believes  that  this  may  be  a  most  excellent  differential 
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symptom  to  distinguish  myopathic  from  neuropathic  paralysis  of 
the  vocal  cords,  in  the  sense  that  in  the  former  sensibility  is  pre- 
served, and  in  the  latter  it  is  destroyed. 

Contribution  to  Laryngeal  Ictus  and  other  Spasms  of  the  Con« 
strictors  of  the  Glottis. 

Gradenigo.  G.  (Turin). 

The  Method  of  Rossi  in  Plastic  Surgery  of  the  Larynx. 

De  Carli,  D.  (Rome). 

Foreign  Body  (a  coin  [one  soldo],  one  cent  piece),  in  the  Larynx 
of  an  Adult.     Extracted  by  the  Natural  Channel. 

IsAiA,  G.  (Naples).  Among  cases  of  foreign  bodies  in  the  larynx 
those  of  coins  are  the  rarest.  In  the  case  treated  by  the  author  it 
concerned  a  young  man  of  25,  who  in  playing  with  his  nephews  in- 
spired a  one  cent  coin  in  his  air  passages.  A  physician,  who  had  been 
immediately  called,  attempted  to  extract  the  coin  with  forceps,  caus- 
ing a  laceration  and  contusion  of  the  soft  palate  and  of  the  posterior 
wall  of  the  pharynx.  The  coin  was  wedged  in,  as  was  demonstrated 
by  aid  of  the  laryngoscope,  vertically  and  antero-posteriorly  to  the 
vocal  cords;  there  existed  diffuse  redness  and  tumefaction  of  the 
laryngeal  mucosa,  edema  of  the  neck  and  cyanosis  of  the  face,  caused 
by  difficult  respiration.  The  coin  was  extracted  by  means  of 
Luer's  forceps.  During  the  succeeding  days  it  was  necessary  to 
treat  the  traumatic  lesions  of  the  pharynx  and  larynx  which  had 
been  caused  by  fruitless  efforts  made  to  rembve  the  foreign  body. 

The    Electro=Magnet   Applied   for   the    Extraction   of    Foreign 
Bodies  in  the  Air  Passages.  ^ 

Prota,  G.  (Naples).  He  records  the  fortunate  cases  of  Garel  and 
Piechaud,  who  each  one  extracted  a  nail  from  the  bronchus,  and  he 
reports  another  case  of  Massei.  One  case  was  published  and  the 
other,  unpublished,  is  detailed  by  the  author.  It  concerns  a  boy  of  8, 
who,  playfully,  placed  a  number  of  nails  (horseshoe  nails)  in  his 
mouth  and  inspired  one  in  his  larynx.  He  had  an  attack  of  suffoca- 
tion, which  ceased  in  a  short  time  and  repeated  itself  at  intervals, 
and  ceased  after  40  days  without  any  treatment. 

Laryngoscopic  and  X-ray  examination  showed  the  nail  situated 
with  its  head  on  the  level  of  the  right  bronchus  and  the  point  as  high 
as  the  trachea.  Tracheotomy  was  performed  and  the  electro-magnet 
brought  to  the  wound  without  any  result.  Forceps  were  also  un- 
availing, as  the  nail  was  wedged  in  the  right  bronchus,  and  the 
child  died  a  prey  to  suffocation. 
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Necropsy  revealed  aii  emphysema  of  the  neck  and  thorax,  of  the 
anterior  mediastinum  and  of  the  upper  lobe  of  the  right  lung, 
atelectasis  of  the  middle  lobe,  a  marked  hyperemia  of  the  inferior 
lobe  and  a  hyperemia  of  the  entire  left  lung. 

Upon  opening  the  trachea  there  was  found  a  nail  55  mm.  long, 
oxidized  and  rusty,  located  with  the  head  in  the  right  bronchus, 
which  was  covered  with  serous  blood  and  presented  numerous  hem- 
orrhagic erosions  upon  the  mucosa,  and  at  the  origin  of  the  bron- 
chus down  to  the  middle  lobe  of  the  right  lung,  which  appeared 
like  a  mark  of  the  head  of  the  nail,  shows  the  point  having  hit  the 
tracheal  wall,  upon  which  were  noted  small  hemorrhagic  lesions. 

The  author,  in  endeavoring  to  explain  such  a  divergence  of  re- 
sults in  the  case  of  Massei  and  those  of  Garel  and  Piechaud,  re- 
views the  more  or  less  favorable  conditions  in  which  operations 
were  performed. 

The  author  then  goes  on  to  relate  the  experiments  made  with 
electro-magnets  in  the  removal  of  foreign  bodies  from  the  air  pass- 
ages and  various  experiments  made  on  cadavers.  He  concludes  that 
low  tracheotomy  and  a  strong  electro-magnet  are  necessary. 

Intubation  in  Ulceration  of  the  Cricoid  Region. 

ToMMASi,  I.  (Lucca).  Intubation  shows  itself  to  be  insufficient 
in  ulceration  of  the  cricoid  region  following  diphtheria.  The  author 
relates,  in  support  of  his  opinion,  the  clinical  history  of  a  child  of  4, 
and  states  that  tracheotomy  is  necessary  when  there  exist  signs  of 
ulceration  with  consecutive  lesions  of  the  cricoid  cartilage. 

Treatment  of  Hypertrophic  Tonsillitis. 

ToMMASi,  I.  (Lucca).  He  recommends,  in  indicated  cases,  the 
continuous  discission  of  the  fragments. 

Contribution  to  the  Prophylaxis  of  Peritonsillar  Abscess. 

LuNGHiNi^  O.  He  insists  on  the  necessity  of  opening  the  crypt  of 
the  upper  portion  of  the  palatine  tonsil. 

Contribution  to  the  Study  of  Pharyngitis  Sicca  in  Diabetes  and 
in  Albuminuria. 

MoNGARDi,  R.  This  symptomatic  pharyngitis,  confirmed  in  num- 
erous publications  (Joal,  Ruault,  Garel,  Lori,  etc.),  accompanies  all 
precocious  alterations  of  the  changes  of  diabetes  and  of  the  pre- 
albuminuric  stage  of  renal  sclerosis. 

For  certain  organs  of  such  individuals  the  nutrition  is  reckoned 
in  a  manner  similar  to  that  of  the  general  nutrition  shown  in  a  sud- 
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den  manner.  The  pharynx,  struck  by  functional  complications,  is  at- 
tacked by  recurring  lesions,  and  is  one  of  the  first  places  where 
the  morbid  process  manifests  itself. 

The  author  states  in  his  report  that  this  mpdification  has  three 
groups  of  causes :  1.  A  decline  in  general  nutrition.  2.  A  diminu- 
tion in  the  flow  of  blood  (arteriosclerosis,  diminution  of  blood-pres- 
sure). 3.  Nutritive  disturbances  caused  by  crusts  of  mucus  adher- 
ent to  the  pharynx.  He  insists  that  these  disturbances  of  nutrition 
are  due  to  precocious  thickening  of  the  intima  of  the  artery  which 
narrows  the  vessels  diminishing  the  afflux  of  the  blood. 

He  cites  five  observations,  stating  the  differential  indications  in 
the  two  forms,  and  seeking  to  give  a  logical  connection  to  these 
facts  which  possess  the  reality  of  an  evident  connection. 

A  Rare  Case  of  Phagedenic  Ulcer  of  the  Pharyngeal  Vault. 

Bosio^  B.  (Milan).  The  ulceration  of  large  extent  and  marked 
depth,  was  not  of  a  syphilitic  nature,  and  healed  under  simple  local 
treatment. 

The  Breathing  and  Sphygmographic  Alterations  in  Stammering. 

RuGANi^  L.  (Florence).  The  author  treats  this  subject  from  two 
points  of  view :  1.  How  is  respiration  regulated  in  different  forms 
of  stuttering,  in  the  special  manner  having  for  a  base  the  studies 
made  on  the  argument  of  Gutzmann  and  Liebmann.  2.  The  man- 
ner in  which  the  pulse  acts  in  such  forms  of  stuttering. 

The  author  gives  a  number  of  pneumograms  taken  in  a  certain 
form  of-  stuttering,  the  first  ones  at  the  beginning  of  a  discourse, 
shows  that  the  respiration  becomes  irregular  (initial  phase)  ;  to 
this  period  there  follows  an  inspiratory  phase  very  slightly  pro- 
longed and  then  a  series  of  abnormal  expirations  and  inspirations. 
In  this  respiratory  curve  he  has  obtained  traces  of  dyspnea,  with 
alternately  indications  of  apnea  of  very  short  duration,  which  are 
always  verified  by  the  inspiratory  and  expiratory  phases.  He  has 
constantly  observed  after  inspiration  is  well  completed,  expiration  is 
often  represented  by  a  series  of  interruptions  which  represent  the 
staccado  type  of  respiration,  which  point  corresponds  to  the  repeti- 
tion in  staccado  of  a  greater  or  less  number  of  syllables.  At  the 
end  of  tl]e  discourse  there  is  a  series  of  more  ample  and  less  fre- 
quent respirations  (compensatory  phase  of  respiration).  The  author 
regards  the  respiration  of  stuttering,  like  that  of  laughing,  of  weep- 
ing and  of  hiccough,  as  respiratory  forms  which  physiologists  de- 
nominate modified,  complicated  or  abnormal. 
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The  author  concludes  from  the  sphygnaograms  :  1.  In  the  various 
forms  of  stuttering  there  is  always  reproduced  respiratory  rhythm. 
2.  The  form  of  the  pulse  represents  alterations  in  character.  3.  That 
during  a  discourse  it  has  a  smaller  expansibility  and  a  greater  fre- 
quency, matters  which  are  found  in  stuttering  under  two  special 
conditions — that  from  the  mechanical  effect,  and  that  from  the 
psychic,  from  the  emotional  state  under  which  patients  always  suf- 
fer whenever  it  is  necessary  for  them  to  speak. 

The  Proof  Obtained  by  Blistering  in  Adenoid  Vegetations. 

Masini,  G.  (Genoa).  The  author  contends  from  the  results  ob- 
tained with  a  blister  that  he  has  obtained  indications  confirming  his 
theory  that  the  adenoidal  condition  is  a  consequence  of  the  toxic 
phenomena  provoked  by  an  alteration  of  the  internal  secretion  of  the 
pharyngeal  tonsil. 

Lipoma  of  the  Larynx  (with  demonstration). 

Calamida,  U.  (Turin).  Observed  in  a  man  of  40.  The  neoplasm 
of  the  size  of  a  small  nut,  was  attached  by  means  of  a  long  pedicle  to 
the  left  ariepiglottic  fold,  and  caused  lately  grave  disturbances,  pro- 
voking violent  fits  of  coughing  and  serious  attacks  of  suffocation. 

The  tumor  was  extracted  by  the  natural  passages,  and  microscopic 
examination  confirmed  the  diagnosis  of  lipoma. 

How  May  the  Practice  of  Our  Specialty  be  Efficiently  Regu= 
lated. 

Gradenigo,  G.  (Turin).  A  unanimous  adoption  of  this  paper 
caused  the  meeting  to  decide  to  send  the  following  recommendations 
to  the  Minister  of  Public  Instruction : 

First.  That  teaching  in  our  specialty  become  a  stronger  branch 
with  new  and  rational  ordinances. 

Second.  That  a  request  be  made  to  have  deaf  mute  institutes,  in 
addition  to  employing  a  physician  for  general  and  sanitary  service, 
also  add  an  otologist. 

Third.  That  hospitals  be  ordered  to  establish  a  department  for 
the  indigent  having  affections  of  the  throat,  of  the  nose  and  of  the 
ear. 

Proposal  of  a  New   Method  of  Treating  Ozena  by   Means  of 
Luminous  Rays. 

DoiNisio,  I.  (Turin).  The  author  records  a  preliminary  com- 
munication based  on  the  claims  presented  January  21,  1903,  to  the 
Royal  Academy  of  Medicine  of  Turin.     This  treatment  was  applied 
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to  14  patients  with  ozena  by  means  of  different  sorts  of  light 
(solar  light,  electric  arc  light,  incandescent  electric  light,  acety- 
lene, Auer's  gas).  The  light  was  projected  through  the  dilated  nares 
by  means  of  lenses  and  of  reflectors  or  the  introduction  of  incan- 
descent lamps  or  glass  cylinders,  strongly  illuminated  from  without, 
into  the  nasal  cavity.  During  a  very  long  treatment  (lasting  two  or 
three  months,  two  daily  sittings  of  about  two  hours  each),  the  pa- 
tients were  free  of  crusts  and  of  fetor,  without  havmg  had  recourse  to 
douches ;  in  such  a  case  the  cure  lasted  six  months.  At  present  the 
author  is  trying  the  action  of  monochromatic  light  (violet)  which 
he  obtains  by  means  of  an  electric  current  of  high  tension.  He  can- 
not yet  state  whether  the  results  obtained  are  due  to  a  bactericidal 
action  of  the  light  or  to  an  action  stimulating  the  nutrition  of  the 
tissues.  In  conclusion  Dionisio  stated  that  he  had  used  light  treat- 
ment in  five  cases  of  otitis  media  purulenta  chronica,  with  results 
not  afforded  by  other  methods ;  in  three  cases  he  obtained  a  complete 
cure  after  two  months. 

Nasal  Surgery  in  the  Different  Forms  of  Stenosis. 

Egidi,  F.  (Rome).  Nasal  stenoses  are,  for  the  great  part,  the 
result  of  hypertrophy  of  the  mucosa,  more  especially  of  the  inferior 
turbinate,  and  may  be  aggravated  by  the  presence  of  a  spur  and  of  a 
deviation  of  the  septum.  Egidi  praises  the  effect  of  a  radical  resec- 
tion of  the  turbinate  and  shows  the  model  of  a  very  strong  scissors 
devised  by  himself,  and  which  permits  of  the  entire  resection  of  the 
inferior  turbinate  in  a  few  seconds.  For  the  rest  of  the  septum  he 
preferably  uses  his  scissors  or  else  a  strong  knife  with  a  dull  point. 
Dressing  is  with  iodoform  gauze. 

On  Nasal  Sinusites  and  its  Treatment. 

Gavello^  G.  (Turin).  He  relates  the  clinical  histories  of  22  cases 
with  purulent  lesions  of  the  nasal  cavities,  which  were  treated  at 
the  clinic  of  the  Gradenigo  Institution.     The  lesions  were  as  follows  : 

15  unilateral  maxillary  sinusites ;  2  unilateral  maxillary  and  eth- 
moidal sinusites ;  1  bilateral  maxillary  ethmoidal  sinusites ;  2  frontal 
sinusites  and  bilateral  ethmoidal ;  1  frontal  and  ethmoidal  sinusites ; 
1  frontal,  ethmoidal  and  sphenoidal  sinusites. 

He  explained  the  greater  prevalence  of  this  lesion  in  the  max- 
illary cavity  over  that  of  others  through  various  causes : 

First.  The  etiologic  cause. — Dental  caries  (rather  infrequent)- 
and  nasal  infection  by  way  of  the  maxillary  cavity.  Nasal  infec- 
tion alone  bv  means  of  other  cavities. 
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Second.  Anatomical  cause. — The  position  of  the  opening  of  the 
maxillary  cavity  favors  the  flow  from  other  cavities,  and  more  easily 
becomes  a  resting  place  of  the  exudate.  The  large  size  of  the  max- 
illary cavity  is  also  more  favorable  to  empyema. 

Third.  Symptomatic  cause. — The  symptomatology  of  maxillary 
lesions  in  general  exercises  more  power  than  that  of  the  other  cav- 
ities, both  subjectively  and  objectively. 

He  gives  five  of  his  observations: 

Etiology. — In  14  cases  dental  caries,  in  1  case  influenza,  in  3  in- 
fection of  the  nasal  passages,  in  3  doubtful  but  probably  dental 
caries.  Among  the  co-efficient  recognized  cases  were  alcoholism, 
tuberculosis  and  syphilis. 

Symptomatology. — The  only  constant  symptom  is  the  presence 
of  pus ;  it  is  difficult  to  find  the  point  of  origin. 

Treatment. — Maxillary  sinusites :  Opening  of  the  alveolar  cav- 
ity; opening  of  the  cavity  by  the  canine  fossa;  opening  of  the  cav- 
ity by  the  canine  fossa  and  by  the  nose. 

Frontal  Sinusites. — Opening  of  the  anterior  parietal  cavity.  The 
difficulty  of  subsequent  treatment  is  in  establishing  a  satisfactory 
communication  with  the  nose. 

Ethmoidal  and  Sphenoidal  Sinusites. — The  ethmoidal  if  associ- 
ated with  a  frontal  lesion  and  is  treated  by  external  passages. 

The  sphenoidal  is  treated  by  external  passage  and  by  the  concomi- 
tant fronto-ethmoidal  lesion.  I  cannot  give  an  opinion  on  the  method 
by  means  of  the  maxillary  way. 

Intranasal  Synechia  and  its  Treatment, 

PoLi  (Genoa).  The  author  considers  stenosis  such  as  is  most  en- 
countered in  practice,  as  seen  from  the  nasal  septum  to  the  inferior 
turbinate.  Contrary  to  the  method  proposed  by  Flatau,  of  Krakau, 
the  author  believes  in  a  proper  method  of  sinechiotomy  from  which 
proper  results  are  to  be  awaited.  Here  follows  a  description  of  the 
technique. 

Tearing  up  in  Cases  of  Hypertrophic  Rhinitis. 

BoRio,  B.  (Milan).  He  demonstrates  a  forceps  for  the  tearing 
up  of  hypertrophied  turbinates,  accompanied  by  the  aid  of  cocaine 
and  adrenalin  extract.  This  method  has  the  advantage  of  prevent- 
ing consecutive  hemorrhage  and  renders  tamponing  with  gauze 
superfluous. 
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Contribution  to  the  Clinical  History  and  Therapeutics  of  Sar- 
coma. 

D'Ajutolo,  G.  (Bologna).  In  2,500  patients  examined  by  him, 
he  found  six  cases  of  nasal  sarcoma,  of  which  four  were  primarily 
of  the  nasal  cavity,  one  situated  in  the  pharyngeal  vault  and  one  in 
the  upper  and  posterior  part  of  the  nasal  fossa.  He  recommended 
an  operation,  possibly  radical,  preferably  by  natural  ways,  fol- 
lowed by  the  application  of  carbolic  acid  in  an  alcoholic  solution 
ordered  by  him. 

Chondroma  of  the  Cartilaginous  Septum  in  a  Girl  of  i6. 

D'Ajutolo,  G.  (Bologna). 

On  the  Physio=pathoIogy  of  Nasal  Respiration. 

RuGANi^  L.  (Florence). 
On  the  Physiologic  Value  of  Nasal  and  Buccal  Respiration. 

PoLi,  G.  (Genoa). 
Rhino-Vaporization. 

Della  Vedora,  C.  (Milan).  In  many  nasal  affections  douches 
and  injections  of  air  are  contra-indicated;  he  has  considered  it  ad- 
vantageous to  project  vapors  in  the  nasal  cavities  by  means  of  rub- 
ber tubes ;  the  vapor  i-s  obtained  by  means  of  an  apparatus  which  acts 
under  pressure  of  one-half  to  1^^  atmospheres.  Sometimes  there 
is  observed  a  congestion  of  the  nasal  and  rhinopharyngeal  tract. 

On  Bucco=Nasal  Respiration  Considered  in  Reference  to  a  Con- 
genital Absence  of  the  Nasal  Fossae. 

Masini^  G.  Genoa).  This  concerns  a  girl  with  a  congenital  clos- 
ure of  both  nasal  cavities,  who  did  not  present  any  disturbance  and 
did  not  admit  an  acquired  accommodation  of  the  organism  to  respira- 
tion exclusively  buccal.  The  author  brings  up  this  case  to  combat 
the  conclusions  of  the  works  of  Rugani  and  De  Poli. 

Nystagmus  of  Nasal  Origin. 

OsTiNO,  G.  (Florence). 
On  an   Infrequent  Symptom  of  Acute   Maxillary  Sinusites  in 
Influenza. 

D'Ajutolo^  G.  He  observed  in  an  acute  empyema  of  the  maxil- 
lary antrum  the  symptoms  described  by  Hajek,  as  follows :  An 
enlargement  and  tumefaction,  with  some  pain  of  the  mucosa  of 
the  buccal  vestibule  of  the  corresponding  side.  This  sign  of  Hajek 
should  not  be  mistaken  for  a  certain  amount  of  bilateral  increase 
in  size  which  is  found  in  this  place  and  which  is  an  expression  of 
hyperemia  ex  vacuo  following  an  expiration  of  a  part  of  the  buccal 
cavity. 
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Application  of  Isotonia  to  Oto=Rhinotria. 

MoNGARDi,  R.  (Bologna). 

On  the  use  of  Pure  Carbolic  Acid  and  in  Most  Concentrated 
Alcoholic  Solution  with  the  Addition  of  Menthol  In  Oto* 
Rhinoastomaitaria. 

D'Ajutolo,  G.     The  following  formula  is  recommended : 
^     Acid,  carbolic,  pur. 

Alcoholis  absolut.,  aa  gr.  100 
Menthol.,  gr.  10 
Its  use  has  a  good  effect  on  the  different  affections  of  the  mouth 
and  of  the  pharynx,  in  lacunar  tonsillitis  since  it  produces  emptying 
of  the  crypts,  in  eczema  and  furunculosis  of  the  nose  and  of  the 
external  auditory  meatus.  After  the  extirpation  of  malignant  neo- 
plasms of  the  nose  the  solution  was  used  in  local  applications  or  for 
interstitial  injections. 

On  the  Participation  of  the  Frontal  Sinus  in  the  Respiration  of 
Man. 

Calamidt  and  Catellie  (Turin). 

The  Physiology  of  the  Middle  Ear  in  Relation  to  the  Surgery 
of  Otitis  Media  Non=Suppurativa. 

Nuvolia  (Rome). 

On  Auditory  Acuity  after  Surgical  Intervention  on  the  Conduct- 
ing Apparatus. 

Ferreri  (Rome).  , 

Acute  Otitis  in  Italy. 

Maneoli,  T.  (Rome). 

Epithelioma  of  the  Concha  of  the  Ear. 

Garzia,  V.  (Naples).  In  one  case,  which  was  quite  young,  a 
radical  removal  of  the  tumor  was  made  and  the  present  time  (in  one 
case  about  a  year  and  a  half,  in  the  other  about  five  months)  there 
has  been  no  relapse. 

Cystic  Formation  of  the  External  Auditory  Meatus. 

PoLi^  C.  The  author  had  occasion  to  observe  a  cyst  containing  a 
limpid  liquid  similar  to  that  described  by  Gruber  in  1897 ;  the  author 
made  a  histopathologic  examination. 

The  lining  of  the  cyst  showed  a  double  layer  of  epithelial  cells 
which  were  prismatic,  slightly  flattened  and  possessed  externally  the 
characteristics  of  fibrous  cells ;  these  lay  upon  their  membrana  prop- 
ria, limited  below  by  a  firm  connective  tissue. 

As  far  as  the  contents  are  concerned  the  author  is  inclined  to 
regard  it  as  the  normal  secretion  of  a  ceruminous  gland. 
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Ulcerative  Tuberculosis  of  the  External  Auditory  Meatus. 

OsTiNO,  G.  (Florence). 

A  Case  of  Sarcoma  of  the  External  Auditory  Meatus. 

LuNGHiNi,  O.  (Siena). 

A  Case  of  Tuberculosis  of  the  Concha. 

Grazzi^  V.  (Florence). 

On  Some  Uncommon  Consequences  or  Pathological  Complica- 
tions of  Acute  Otitis  Media. 

D'Ajutolo^  G.  Of  the  clinical  cases  of  the  raithor  he  refers  to 
one  of  a  peasant  of  26  with  an  acute  mastoiditis.  On  the  thirteenth 
day  of  the  otitis  on  a  trip  which  the  patient  had  to  make,  a  spasm  of 
the  orbicularis  of  the  eye  and  a  paralysis  of  the  abducens  with 
diplopia  appeared  on  the  side  of  the  diseased  ear.  An  operation  did 
not  reveal  any  lesion  which  could  explain  the  symptoms  observed. 

The  spasm  disappeared  rapidly  but  the  paralysis  was  dissipated 
little  by  little. 

Anatomical  Points  of  the  Human  Temporal. 

D'Ajutolo,  G. 

Tamponing  of  the  Cavity  Connected  with  the  Anterior  Part. 

D'Ajutolo.  The  author  uses  a  tenuous  cotton  plug  which  he 
passes  in  the  nares.  He  does  not  need  to  pass  the  tampon  by  the 
mouth,  thus  avoiding  infection.  In  order  to  obtain  a  better  effect  the 
tampon  is  soaked  in  peroxide  of  hydrogen  containing  a  few  drops 
of  10%  alcoholic  solution  of  menthol. 

Scope  and  Mechanism  of  the  Apparatus  of  Tympanic  Accom- 
modation. 

NuvoLi,  G. 

Some  Cases  of  Endo=Tympanic  Surgery;  New  Attempts  at  Re- 
moval of  the  Membrane  with  Persistent  Perforation. 

Gavello,  G.  The  author  has  treated  two  cases  of  dry  otitis  and 
two  of  suppuration  in  purulent  otitis  media  by  different  methods : 
Simple  tympanic  perforation,  tympanic  perforation  and  removal  of 
the  malleus,  removal  of  the  tympanic  membrane  and  of  the  malleus, 
removal  of  the  tympanic  membrane,  malleus  and  incus. 

He  has  tried  to  make  the  removal  of  the  tympanic  membrane  per- 
manent by  modifying  the  method  of  Kessel  and  of  Schwartze  in  the 
way  of  adding  to  it  the  removal  of  the  deeper  portion  of  the  mucosa 
of  the  auditory  meatus  with  the  object  of  completely  interrupting  the 
road  to  an  afflux  of  blood  and  to  prevent  the  regeneration  of  the 
tympanic  membrane. 
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He  explained  the  method  he  followed  and  demonstrated  instru- 
ments he  devised,  but  he  confessed  that  the  results  obtained  did  not 
correspond  to  his  wishes. 

Diagnosis   and   Treatment   of   Subperiosteal   Abscesses   of   the 
Mastoid. 

ToMMASi^  I.  (Lucca).  In  such  cases  the  differential  diagnosis 
between  periostitis  of  the  mastoid  and  mastoiditis  offers  almost  in- 
superable difficulties. 

After  having  given  the  principal  symptoms,  Tommasi  calls  atten- 
tion to  the  lining  membrane  of  the  auditory  canal  in  the  bony  and 
cartilaginous  portion  of  the  postero—superior  wall  of  the  canal.  In 
doubtful  cases  it  is  proper  to  begin  with  antrectomy,  and  to  limit 
this  at  first  to  one  incision  of  the  soft  part  behind  the  ear. 

On  the  Excretory  Canals  of  the  Petroso=Temporal  and  of  the 
Petroso=Squamous. 

BovEEO  AND  Calamida  (Turin).  A  demonstration  of  a  series 
of  temporal  bones  and  of  numerous  photographs  representing  the 
results  of  researches.  This  research  included  2,300  human  tem- 
poral bones  and  of  all  classes  of  mammals,  which  excretory  foram- 
ina present  a  genetic  and  functional  analogy.  Sometimes  the  canals 
showed  an  anomaly  in  their  course;  they  might  vary  in  the  two 
sides;  they  diminish  in  calibre  and  in  number  from  those  of  adult 
age.  The  authors  find  the  canals  abnormal  in  16.38%  of  all  the 
temporals  examined ;  in  the  greatest  majority  of  the  cases  there  ex- 
isted but  one  emissary;  in  18  cases  there  existed  two  or  more  emis- 
sary ducts.  They  could  not  determine  a  noteworthy  difference  be- 
tween the  left  and  the  right  side. 
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The  Significance  of  Snoring. — Dr.  Jul.  Veis,  Frankfort  a.M. 
Archiv  fur  Laryngologie.     Bd.  xiii,  Heft  3. 

Much  space  is  occupied  in  rehearsing  the  evils  of  mouth-breath- 
ing. The  two  varieties  of  snoring,  one  with  the  mouth  open  and 
one  with  the  mouth  closed,  are  separately  discussed.  In  the  case  of 
■snoring*  with  open  mouth  where  there  is  absolutely  no  nasal  obstruc- 
tion, the  author  says  the  habit  can  be  overcome  by  the  use  of  a  very 
simple  device  which  will  be  described  later.  In  these  cases  a  chronic 
post-nasal  irritation  is  set  up,  which  annoys  the  sufferer  not  only 
during  the  night,  but  all  day  as  well.  Various  neighboring  regions 
finally  become  involved  in  the  chronic  inflammation  that  ensues,  so 
that  at  the  last  these  patients  present  a  well-defined  case  of  pharyn- 
geal catarrh  without  any  corresponding  irritation  in  the  nose. 

The  device  to  which  reference  has  been  made  consists  of  two 
flannel  bandages  about  4  cm  wide,  the  middle  of  one  of  which  is  laid 
across  under  the  chin  and  the  ends  are  carried  up  and  tied  at  the 
vertex.  The  other  is  then  laid  across  the  occiput,  the  ends  carried 
forward  and  tied  over  the  forehead.  At  the  point  where  these  band- 
ages cross  each  other  on  each  side  of  the  head,  they  are  pinned  to- 
gether to  prevent  slipping.  Very  slight  pres-sure  need  be  used  m 
tying  the  bandage  which  holds  up  the  chin,  as  the  latter  falls  only 
by  reason  of  relaxed  muscles  and  very  little  force  is  needed  to  hold 
it  in  position.  V.  says  that  in  those  cases  treated  by  him,  it  was  nec- 
essary to  wear  the  bandage  only  from  8  to  14  nights,  when  the  habit 
was  overcome.  Of  course,  if  tRe  nose  becomes  obstructed  by  a 
rhinitis,  it  may  be  necessary  to  wear  the  bandage  a  few  nights  when- 
ever that  occurs.  In  many  instances  the  previously  angry  and  in- 
flamed pharyngeal  mucosa  lost  its  irritated  appearance,  and  what 
appeared  to  be  an  incurable  case  of  post-nasal  catarrh  was  at  once 
resolved  into  a  simple  irritation  that  yielded  readily  to  treatment. 

VlTTUM. 
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Salpingoscopy. — Dr.  Ad.  Valentin,  Bonn.  Archiv  fiir  Laryn- 
gologie.     Band  xiii,  Heft  3. 

The  author  has  devised  an  instrument  formed  on  the  principle  of 
the  cystoscope,  which  is  introduced  through  the  inferior  nasal  meatus 
and  gives  very  satisfactory  and  clear  views  of  the  Eustachian  open- 
ing. These  views  have  the  advantage  of  .being  en  face,  and  not 
foreshortened  as  must  of  necessity  be  the  case  in  posterior  rhinoscopy. 

Very  many  interesting  views  were  obtained,  particularly  during 
muscular  action  (phonation,  deglutition).  The  movements  are,  how- 
ever, so  rapid  that  the  author  has  not  been  able  clearly  to  distin- 
guish the  action  of  the  small  individual  muscles  of  the  region.  One 
phenomenon  noticed  was  the  frequent  extrusion  of  a  clear  mucus 
mixed  with  air  bubbles  from  the  Eustachian  opening.  Valentin 
suggests  that  this  thick  mucus  may  be  a  protective  provision  against 
the  entrance  of  germs  into  the  middle  ear,  just  as  that  function  is 
ascribed  to  the  cervical  mucus  in  the  case  of  the  uterus. 

The  beginner  is  cautioned  in  regard  to  one  detail.  In  the  picture 
obtained,  those  structures  farther  away  from  the  end  of  the  salpin- 
goscope  appear  to  be  very  much  diminished  in  size,  while  those  close 
at  hand  stand  out  in  bold  coloring  and  relief.  In  using  this  instru- 
ment, therefore,  the  relative  size  of  the  various  structures  must  be 
borne  in  mind. 

The  whole  of  the  naso-pharynx  may  be  seen  as  the  instrument  is 
turned  up  and  down  and  from  side  to  side,  but  ownig  to  the  peculiar- 
ity just  spoken  of,  its  chief  value  is  in  examining  the  Eustachian 
openings  and  their  immediate  surroundings.  One  Eustachian  open- 
ing can  be  well  seen  by  means  of  the  salpingoscope  introduced 
through  the  opposite  nostril.  This  renders  it  of  service  in  those  cases 
where  great  difficulty  is  experienced  in  introducing  the  catheter, 
and  advantage  of  this  fact  has  be«n  taken  by  the  author  in  several 
instances. 

The  instrument  itself  is  14  ctm  long,  the  beak,  set  on  at  an  angle 
of  165  degrees,  is  provided  with  a  small  4-volt  lamp  which  becomes 
only  barely  warm  even  during  prolonged  use.  The  diameter  of  the 
tube  is  43/^  mm  (14  charriere).  At  the  angle  where  stem  and  beak 
meet  is  a  prism  which  conducts  the  light  rays  along  the  stem  to 
meet  the  eye.  Vittum. 
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Shall  the  Ear  Surgeon  Operate  for  Brain  Abscess? — H.  Gifford 
— Western  Medical  Review.     January,  1903. 

Statistics  vary  as  to  the  proportion  of  brain  abscesses  which  are 
due  to  ear  disease.  Korner  gives  it  as  one-third.  Von  Bergman 
estimates  it  as  one-half  of  all ;  and  if  we  add  to  these  the  cases  where 
the  abscess  results  from  disease  of  the  orbit  or  of  the  accessory  nasal 
sinuses,  it  is  evident  that  the  ear  surgeons  have  a  better  opportunity 
of  studying  the  clinical  symptoms  of  brain  abscess  than  any  other 
class  of  practitioners.  Korner  has  shown  that  the  great  majority 
of  otitic  brain  abscesses  come  at  some  point  of  their  periphery,  into 
close  proximity  to  the  diseased  portion  of  the  temporal  bone;  fur- 
thermore, by  opening  the  mastoid  first,  the  diseased  bone  can  be 
followed  to  that  portion  of  the  dura  mater  which  lies  nearest  to  the 
abscess. 

Localization  by  the  focal  symptoms  is  most  uncertain.  It  is  now 
recognized  that  such  symptoms  point  less  frequently  to  disease  of  the 
motor  centers  than  to  pressure  produced  by  the  abscess  upon  the 
internal  capsule.  One  may  have  an  array  of  focal  symptoms  without 
any  absces-s,  or  an  abscess  of  long  standing  without  any  focal  symp- 
toms. Stein. 

Unilateral  Hysterical  Deafness  of  Five  Years  Duration  in  a 
Patient  Affected  With  Epilepsy  —  F.  Chavanne.  Revue 
Heh.  deLaryngoL,  D'Otol.  et  de  Rhinol.     January  3,  1903. 

There  had  been  several  attacks  of  suppuration  .n  the  affected  ear. 
The  deafness  followed  suddenly  after  an  attack  of  Jacksonian 
epilepsy  and  persisted  for  five  years.  During  this  period  the  patient 
was  subject  to  both  Jacksonian  and  hysterical  attacks.  There  was 
hemianesthesia  of  the  right  side  and  normal  sensibility  of  the  left. 

The  sensibility  of  the  pavilion  was  abolished  on  the  right  side  and 
normal  on  the  left;  of  the  cartilaginous  and  bony  canal  and  of  the 
drum  membrane. 

There  was  absolute  deafness  of  the  left  side,  and  the  Rinne  test  was 
negative.  There  was  no  aerial  perception  of  the  watch,  of  the  voice, 
or  of  the  tuning  fork. 

A  few  applications  of  electricity  brought  about  the  return  of  the 
hearing  to  almost  its  normal  condition. 

W.  SCHEPPEGRELL. 
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Some  Rare  Cases  of  Sarcoma  of  the  Thyroid — Saniel,  P.   L., — 
Lancet.     July  19,  1902. 

The  four  cases  recorded  confirm  the  statement  that  most  cases 
of  malignant  thyroid  are  unfortunately  seen  at  too  late  a  stage  for 
radical  treatment.  Extirpation  was  possible  in  one  only,  and  this 
case  indicates  clearly  the  uncertainty  of  diagnosis  and  prognosis, 
and  the  difficulty  of  removing  the  disease  once  it  has  become  extra- 
capsular. In  one  case  tracheotomy  was  performed.  Malignant  dis- 
ease of  the  thyroid  is  said  to  be  more  common  in  glands  which 
have  been  the  seats  of  previous  non-malignant  growths.  This  may 
be  correct  generally,  but  there  is  no  definite  history  in  either  of  these 
cases  to  suggest  the  presence  of  any  form  of  simple  growth,  and  in 
only  one  of  the  four  cases  was  there  a  probability  of  any  previous 
disease  of  the  thyroid,  and  this  was  not  of  the  nature  of  a  growth. 

The  onset  of  malignant  disease  of  the  thyroid  is  late  in  life.  Berry 
in  his  investigations  limits  practically  its  earliest  appearance  to  40 
years  of  age.  In  these  four  cases  the  ages  were  respectively  57,  59, 
.60  and  69  years.  The  two  younger  patients  were  males,  the  two 
older  were  females.  The  patient  who  was  60  years  of  age  had  the 
symptoms  of  myxoedema,  and  the  one  who  was  aged  69  years  had 
the  affected  lobe  extirpated.  The  histological  varieties  of  sarcoma 
found  in  the  thyroid  are  either  spindle  or  round-celled;  in  three  of 
the  following  cases  the  cells  were  round  and  of  medium  size.  In 
the  fourth  the  structure  was  that  of  a  giant-celled  sarcoma.  The 
duration  of  life  in  malignant  thyroid  is  variable — from  nine  weeks 
to  two  and  a  half  years  being  the  limits — although  in  those  cases 
grafted  on  to  pre-existing  simple  growths  the  date  of  origin  of  ma- 
lignancy is  uncertain,  and  its  duration  may  be  considerably  longer. 
These  four  cases  terminated  fatally  in  eight,  nine,  twelve  and  seven- 
teen months  respectively  from  the  period  of  earliest  observation  of 
the  growth,  and,  being  primarily  malignant,  the  history  is  fairly  ac- 
curate. The  immediate  cause  of  death  in  each  case  is  recorded  as 
follows :  The  first  patient  died  suddenly  from  heart  and  respiratory 
failure  five  or  six  hours  after  tracheotomy;  the  second  from  syn- 
cope on  the  day  upon  which  he  was  prepared  for  tracheotomy;  the 
third  five  days  after  extirpation  from  exhaustion;  and  the  fourth 
from  general  suppurative  peritonitis,  pleurisy  and  pericarditis.  The 
sarcomata  grow  more  rapidly  than  do  the  carcinomata. 

The  Seat  of  Origin  of  Sarcoma. — Whether  one  lobe  is  more  prone 
to  involvement  than  the  other  I  cannot  say,  but  the  isthmus  is  the 
least  frequent  site  of  origin.  Sarcoma  generally  is  more  prone 
to  involve  one  lobe  and  to  grow  rapidly ;  carcinoma  early  to  involve 
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the  second  lobe  and  to  grow  more  slowly.  Involvement  of  lym- 
phatic glands  is  variable,  and  is  too  late  to  be  of  diagnostic  value. 
In  three  cases  the  cervical  glands  were  involved  and  palpable,  but 
when  they  became  the  seat  of  new  growth  it  is  impossible  to  say.  In 
the  fourth  case — the  (?)  giant-celled  sarcoma — no  secondary  glands 
were  found. 

Secondary  Growths. — In  the  earliest  case,  although  the  primary 
growth  was  most  extensive,  and  involved  the  walls  of  veins,  the 
fasciae  and  the  pleura,  no  embolic  deposits  were  found.  In  another 
case  there  were  malignant  ulcers  of  the  stomach  and  intestine,  ma- 
lignant infiltration  of  the  pancreas,  and  the  cervical  glands  were  in- 
volved. 

Deviation  of  the  Trachea. — In  three  of  these  cases  deviation  was 
not  marked,  such  slight  deviation  being  the  usual  condition  found 
in  malignant  disease.  The  greatest  was  one  inch.  In  the  fourth 
case — the  (?)  giant-celled  sarcoma — the  deviation  of  the  trachea 
from  the  mid-line 'was  two  inches.  Pain  was  not  a  prominent  sign 
in  either  of  these  cases ;  two  patients  complained  of  slight  neuralgic 
pain  situated  in  the  neck  and  radiating  up  towards  the  ear  and  down 
towards  the  chest.  Dysphagia  and  dyspnoea  were  present  in  three 
cases. 

Ingrowth  into  the  Trachea. — This  is  comparatively  common,  and 
takes  place  usually  from  one-half  to  one  inch  below  the  cricoid  car- 
tilage. In  the  second  of  these  cases  the  larynx  had  been  invaded 
and  the  mucous  membrane  was  ulcerated.  In  the  fourth  (the 
myxoedematous)  case  there  was  distinct  infiltration  of  the  submu- 
cous tissue  of  the  larynx  and  the  trachea  This  extended  for  a  dis- 
tance of  one  and  a  half  inches  and  resulted  in  a  fusiform  elevation ; 
it  extended  above  and  below  the  cricoid,  and  seemed  to  have  envel- 
oped, if  not  to  have  destroyed,  the  cartilage.  There  was  no  obvious 
loss  of  tissue — i.  e.,  ulceration — over  it. 

The  consistence  of  sarcoma  generally  is  softer  than  is  that  of 
carcinoma  of  the  thyroid.  One  of  these  cases  was  described  as 
stonily  hard,  one  as  firm  and  elastic  and  the  other  two  as  hard. 

Complete  fixation  of  the  mass  to  deep  structures  was  found  in 
three  cases 

The  Carotids. — In  two  cases  the  carotids  were  embedded  in  the 
growth.  In  the  third  case  the  vessel  lay  at  the  posterior  border.  In 
the  fourth  case  the  vessel  lay  at  the  outer  border,  below  the  growth. 

StClair  Thomson. 
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The   Internal   Secretions   and  the   Principles  of  Medicine.    Volume  I. 

By  Chas.  E.  de  M.  Sajous,  M.D.,  Philadelphia.     Octavo,  cloth,  pp.  800,  42 
illustrations.     Publisher,  F.  A.  Davis  Co.,  Philadelphia,  1903. 

A  reconstruction  of  the  principles  of  medicine,  based  on  new  theories  and 
doctrines  in  the  r61e  of  the  internal  secretions,  is  a  stupendous  undertaking,  and 
we  can  well  realize  that  this  work  of  the  author  has  been  fraught  with  numerous 
difficulties.  To  properly  review  so  complete  a  volume,  would  require  much  careful 
reading  and  deliberation,  and  a  liberal  allotment  of  space.  We  can  only  hope  to 
present  the  gist  of  this  subject-matter  in  these  short  paragraphs. 

It  almost  dazes  us  to  think  that  the  bulk  of  this  volume  of  eight  hundred 
pages  is  based  on  a  consideration  of  the  physiology  and  pathology  of  the  adrenal 
glands.  The  author  considers  in  exhaustive  chapters  the  physiology  of  the  adrenals, 
their  internal  secretions  in  relation  to  every  important  system  of  the  body,  their 
analogy  to  the  thyroid  gland,  the  internal  secrections  in  their  relations  to  immun- 
ity, and  the  value  of  their  functions  in  the  preservation  of  life. 

We  are  free  to  confess  that  this  subject  appears  to  be  but  in  its  infancy,  and 
that  it  will  require  much  deliberation  and  a  concensus  of  opinion,  to  permanently 
establish  it  as  a  new  system  of  medicine.  M.  A.  G. 

Die  Krankheiten  der  Nase.  By  Prof.  Dr.  Ottokar  Chiari  of  the  Royal 
University  of  Vienna. — Octavo,  pp.  275,  37  illustrations.  Franz  Deuticke, 
Leipzig  and  Vienna,  1902.     Price,  7  marks. 

This  volume  is  Part  I.  of  the  author's  series,  "Die  Krankheiten  der  Oberen 
Luftwege^',  presenting  the  subject  of  Rhinology  in  12  special  chapters. 

Chapters  1,  2,  3  and  4  include  considerations  of  Anatomy,  Physiology,  General 
Pathology,  Methods  of  Examination  and  Technique.  Chapters  5  and  6  are  de- 
voted to  Specific  Pathology  and  Therapy;  chapter  7  to  Anomalies;  chapter  8  to 
Injuries  and  Foreign  Bodies;  chapter  9  to  Nasal  Hemmorrhage  in  its  different 
forms.  In  chapter  10  the  author  presents  very  comprehensively  the  various 
benign  and  malignant  neoplasms  of  the  nose. 

Perhaps  the  most  valuable  part  of  this  work  is  contained  in  chapter  11,  which 
carefully  considers  and  describes  many  minutiae  of  the  Accessory  Sinuses.  It  is  in 
this  field  that  the  author  has  especially  distinguished  himself,  and  his  extended 
clinical  experience  in  this  direction  affords  much  valuable  data. 

The  volume  is  distinctly  a  product  of  the  Viennese  school,  and  though  not  an 
exhaustive  treatise  for  the  specialist,  contains  much  of  importance.  M.  A.  G. 
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(Original  communications  are  received  with  the  understanding \ 
that  they  are  contributed  exclusively  to  The  Laryngoscope./ 


REMARKS  ON  THE  ETIOLOGY  OF  HYPERTROPHIC 
RHINITIS.* 

BY  E.   L.   SHURLY,   M.D.,  DETROIT,   MICH. 

In  discussing  the  subject  of  hypertrophic  rhinitis,  it  would  seem 
impossible,  as  you  know,  to  avoid  all  speculative  philosophy,  for 
notwithstanding  the  great  practical  progress  in  rhinoiogy  which  has 
been  made  during  the  last  25  years,  many  of  the  out-cropping  prob- 
lems are  still  sub-judici.  This  condition  probably  arises  from  the  fact 
that  we  have  no  natural  anatomic  or  physiologic  standard  applicable 
to  civilized  man — because  he  is,  so  to  speak,  an  artificial  animal. 

The  commonly  found  abnormal  hyperplasia  of  the  turbinate  tis- 
sues, regarded  from  a  critical  standpoint,  seems  to  be  one  of  the  most 
senseless  irregularities  of  nature.  Rarely  in  any  other  place  in  the 
body  is  nature's  conservatism  so  conspicuously  absent.  Reflecting 
upon  general  lines,  it  appears  really  absurd  that  passages  like  the 
nasal — so  important  for  the  maintenance  of  health  and  good  respira- 
tion— should  be  so  often,  and  I  might  say,  so  unnecessarily  deformed 
in  so  many  human  beings  of  all  ages.  Therefore,  in  approaching 
the  topic  of  its  etiology,  many  factors  must  necessarily  attract  our 
attention. 

In  the  first  place  we  may  fairly  assume  that  one  of  the  basic  pre- 
disposing causes,  at  least  of  nasal  turbinate  hypertrophy  or  de- 
formity in  civilized  man,  may  be  attributed  to  the  evolutionary  or 


*  Read  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Oto- Laryngology, 
Indianapolis,  April  9,  1903. 
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devolutionary  processes  which  the  structures  have  bf;en  undergoing 
through  many  generations,  perhaps,  in  reaching  the  present  condi- 
tion (size  and  quaHty)  of  the  cerebrum  and  face.  This  assump- 
tion, no  doubt,  might  be  seriously  questioned  if  there  were  an  ab- 
sence of  any  positive  demonstration  to  show  that  the  head  and  face 
of  the  Caucasian  at  birth  varies  at  the  present  time  very  much  from 
that  of  centuries  before.  So  far,  however,  as  we  can  rely  upon 
archeological  data,  it  would  seem  that  the  relative  proportion  (small 
face  and  large  calvarium)  of  the  face  and  calvarium  at  birth  has 
undergone  through  all  of  these  ages  a  slow  but  certain  change,  so 
that  now  the  facial  parts  of  the  Caucasian  at  birth  are  strikingly 
diminutive  and  compressed  as  compared  to  the  othei  parts  of  the 
body.  This  theory,  if  we  can  so  designate  it,  is  further  reinforced  by 
accumulating  evidence  showing  a  relatively  greater  difficulty  in  the 
process  of  parturition  than  occurred  toward  the  primitive  stages  of 
the  Caucasians  racial  existence.  Furthermore,  there  is  a  strong 
probability  (although  investigation  has  not  been  made  as  fully  as  it 
ought  to  have  been)  that  the  Malay  and  Mongolian  races,  for  in- 
stance, do  not  vary  so  universally  as  does  the  Caucasian  from  a 
purely  natural  type — -so  that  neither  the  proportions  of  the  foetal 
head  are  as  large  at  full  term,  nor  the  maternal  pelvis  as  small  pro- 
portionally as  those  of  the  modern  Caucasian. 

It  would,  therefore,  seem  probable  that  possibly  pre-natal,  as  well 
as  post-natal,  processes  of  development  serve  in  a  great  measure  as 
predisposing  causes  of  the  abnormal  condition  in  question,  because 
you  are  all  aware  of  the  fact  that  in  civilized  Caucasians  more  than 
80  per  cent  bear  the  marks  or  unsymmetrical  or  abnormal  develop- 
mental conditions  of  the  upper  respiratory  passages.  However,  we 
have  no  time  to  go  further  into  these  interesting  topics,  the  heredi- 
tary transmission  of  acquired  proclivities,  or  the  laws  of  catagenesis, 
further  than  to  call  attention  again  to  the  fact  of  the  gradual  and 
progressive  declination  of  the  Caucasian  race  from  its  aboriginal 
physiologic  type, — especially  in  respect  to  the  osseous  frame  work 
of  the  face.  The  particular  devolutionary  process  by  which  the 
nasal  region  fails  of  development  need  not  detain  us,  because  this 
process  has  been  formulated  theoretically  by  different  writers  sev- 
eral times  a  year  during  the  last  quarter  of  a  century.  Although 
interesting,  it  is  a  subject  which  we  leave  for  the  embryologists  of 
the  future  in  the  hope  that  they  may  discover  the  several  steps  of 
this  early  operation  of  nature.  Suffice  it  to  say,  that  departures 
from  aboriginal  conditions  may  and  undoubtedly  do  in  many  in- 
stances give  rise  to  the  hypertrophic  rhinitis  so  often  occurring  in 
early  life. 
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One  of  the  particular  causes  of  the  disease  as  has  been  often 
stated  by  observers  is  a  neglected  or  overlooked  ethmoiditis,  or 
osteitis  of  the  suppurative  type,  or  some  latent  infectious  disease  of 
the  accessory  sinuses — either  the  frontal,  sphenoidal  or  maxillary. 
Whether  such  conditions  in  infancy  are  connected  in  any  accidental 
way  with  suppressed  post-natal  development  of  the  facial  bones  is 
still  an  unsettled  question,  or  whether  such  conditions  are  always  the 
result  of  a  primary  sepsis  is  yet  unsettled.  Lastly  the  question  of 
syphilitic  taint  in  such  infants  has  been  brought  forward  from  time 
to  time  as  a  common  cause. 

A  wide  range  of  inquiry  among  the  old  and  well-settled  general 
practitioners,  to  say  nothing  of  statistical  inquiries  in  that  regard, 
would  seem  to  indicate  that  the  number  of  persistent  chronic,  so- 
called  nasal  catarrhs  of  whatever  description  met  with  in  infants, 
is  very  small,  while  on  the  contrary  in  childhood  it  is  very  large. 

Hence,  it  seems  to  me  that  we  should  firmly  plant  our  belief  upon 
this  ground — namely,  that  the  upper  nasal  passages  in  the  Caucasian 
infant  are  only  abnormally  normal,  and  consequently  a  menace  to 
the  individual ;  that  through  this  lack  of  typical  structural  integrity, 
and  a  consequent  devolutionary  degeneration  which  may  be  ascribed 
to  the  law  of  disuse  (such  as  the  degeneration  of  the  sense  of  smell) 
a  positive  tendency  to  pathologic  conditions  is  created,  This  being 
the  case,  it  is  easy  to  see  how  the  lining  membranes  of  these  parts — 
in  consequence  of  their  highly  vascular  and  neurotic  supplies,  and 
the  limited  space  afforded  naturally  for  the  growth  and  develop- 
ment of  all  the  integral  elements  of  their  composition,  may  become 
— as  life  advances  and  the  various  acute  diseases  of  childhood  are 
acquired — the  seat  of  incessant  histologic  change. 

Next,  taking  into  consideration  the  artificial  environment  and 
mode  of  life  of  the  modern  Caucasian — (an  artificial  animal)  we 
can  readily  understand  how  easily  this  may  operate  upon  the  already 
abnormal  structure  or  other  physical  defects,  or  physical  tendencies, 
which  we  have  just  been  calling  attention  to.  With  the  individual 
thus  poised — so  to  speak — between  a  physiologic  and  pathologic  line, 
it  is  obvious  what  results  must  follow  the  exciting  causes  which 
exist  everywhere  about  in  the  form  of  diseases  peculiar  to  childhood, 
as  well  as  a  generally  pernicious  environment.  I  would  not  be 
understood  as  stating  that  every  case  of  hypertrophic  rhinitis  com- 
mences in  childhood,  for  many  of  them,  we  know,  have  begun  dur- 
ing youth  and  adolescence.  Many  of  them  come  on  later  in  life, 
undoubtedly  from  some  peculiar  alteration  in  the  function  of  the 
sensory  nerves  or  ganglia  (such  as  probably  occurs  in  hay  fever,  or 
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by  the  passages  of  motor  impulses  over  sensory  filiaments,  and  vice 
versa) ;  while  many  cases  undoubtedly  owe  their  origin  to  either 
untoward  occupations  or  habits. 

It  seems  to  me  among  the  most  potent  causes  of  hypertrophic 
rhinitis, — next  to  the  lack  of  proper  development  of  the  nasal  pass- 
ages, naso-pharynx  and  accessory  sinuses, — are  attacks  of  measles, 
diphtheria,  -scarlet  fever  or  the  exanthemata  generally.  It  is  really 
very  rare  for  any  child  to  go  through  a  course  of  one  of  these  dis- 
eases without  being  left  with  some  hyperplasia  of  the  glands  or 
vessels  connected  with  the  mucous  membrane  of  the  upper  air  pass- 
ages— "the  lymphoid  ring."  This  is  a  matter  of  such  common  ob- 
servation that  it  would  seem  beyond  dispute.  I  speak  now  in  a 
relative  sense,  because  we  have  no  absolute  standard  of  size  or  con- 
dition for  any  of  the  glandulse  of  the  lymphoid  ring.  Indeed,  the 
question  of  a  diseased  state  hinges  upon  whether  (a)  there  is  too 
much  secretion,  (b)  altered  secretion,  or  (c)  not  space  enough  to 
contain  the  glands  as  they  exist.  Another  great  source  of  hyper- 
trophic rhinitis  which  seems  very  obvious  consists  in  the  unhealthy 
mode  of  life  which  is  pursued  by  the  civilized  Caucasian.  Among 
the  well-to-do  class,"  the  bodily  dressing  is  either  too  much  for  in- 
doors or  too  little  for  outdoors.  Houses  are  too  hot  and  illy  ventil- 
ated ;  the  food  is  too  much,  of  too  great  variety,  and  too  complex  in 
its  mixture,  to  say  nothing  of  the  use  of  too  much  alcohol.  With 
the  vast  array  of  ''fake"  foods,  and  spreading  indulgence  in  perni- 
cious habits,  the  wonder  is  that  more  persons  are  not  unhealthy. 
With  the  poorer  class,  there  are  similar  defects  of  living — namely, 
too  much  clothing  in  the  house;  too  much  artificial  heat;  illy  ven- 
tilated rooms;  not  enough  cleanliness;  too  much  alcohol  used;  and 
too  much  poor  cooking.  Keeping  in  view  the  funct'on  of  the  tur- 
binate bodies — which  is  to  become  vascular  and  swell  in  order  to 
protect  the  lower  air  passages  from  exposure  to  very  cold  air,  by 
the  radiation  of  heat  to  the  incoming  stream  of  air  while  at  the  same 
time  mechanically  diminishing  the  space  for  the  lim.itation  of  the 
passage  of  the  same,  when  necessary;  too  much  -stress  cannot  be 
laid  upon  the  bad  effects  of  exposure  of  the  nasal  i»assages  to  the 
•sudden  extremes  of  cold  and  heat  alternately.  Yet  how  many  per- 
sons are  thus  exposing  themselves  during  the  winter  season — going 
out  from  a  dry-air  of  a  temperature  somewhere  about  80  degrees  into 
air  at  a  temperature  of  from  40  degrees  to  below  zero,  thus  strain- 
ing the  equalizing  functions  of  both  skin  and  nasal  mucous  mem- 
brane to  the  utmost.  Frequent  acts  of  this  sort  are  l!kely,  of  course, 
to  produce  hypertrophic  rhinitis,  as  well  as  other  naso-pharyngeal 
abnormalities.  1 
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I  apprehend  that  soon  a  newer  etiologic  factor  will  arise  in  the 
prevalent  consumption  of  fake  foods  and  nostrums.  Through  these 
foods  and  things,  as  the  quantity  of  their  consumption  grows  through 
the  medium  of  that  all  powerful  evil  of  dishonest  advertising,  there 
certainly  will  be  a  reactionary  effect  upon  the  glandular  respiratory 
system  originating  in  the  digestive  system.  For  we  all  know  that 
abuses  to  the  metabolic  functions  though  expressed  in  one  apparatus 
will  effect  others  through  the  medium  of  the  connecting  branches  of 
the  sympathetic  nervous  system.  In  conclusion,  it  seems  to  me 
that  this  condition  known  as  hypertrophic  rhinitis — excepting  for  a 
few  cases  which  may  be  directly  traced  to  occupation  or  exposure — 
marks  a  process  of  physical  alteration  which  has  pursued  our  race 
in  a  ratio  proportionate  to  our  departure  from  the  natural  life  of  our 
aboriginal  ancestors:  It  is  therefore  one  of  the  conditions  that  will 
steadily  prevail  more  particularly,  of  course,  in  certain  climates  than 
in  others,  and  its  defects  and  consequences  will  have  to  be  met  by 
medical  and  surgical  art.  We  can  scarcely  hope  for  its  eradication 
under  the  present  conditions  of  human  social  affairs ;  but  its  amelior- 
ation can  be  gained  by  the  careful  supervision  of  the  medical  pro- 
fession in  guarding  individuals  and  communities  from  the  conse- 
quences of  infectious  diseases  and  unphysiological  social  life.  In 
short,  the  Caucasian  child,  born  with  a  preter-natural  cerebrum  and 
preter-natural  face,  reared  to  an  artificial  life,  deprived  of  a  full 
opportunity  to  become  adjusted  to  the  natural  climatic  environments, 
and  doomed  to  an  artificial  life  of  indoor  or  abnormal  activity 
throughout  youth,  adolescence,  manhood,  and  womanhood,  is  des- 
tined to  be  the  selective  field  of  strife  between  those  two  cardinal 
evolutionary  forces  of  nature — namely,  constructive  or  organizing 
metamorphosis,  and  destructive  or  disorganizing  metamorphosis. 


RHINOPLASTY  BY  A  NEW  OPERATION. 

BY  O.   B.   DOUGLAS,    M.   D.,   CONCORD,   N.    H. 
Consulting  Surgeon  to  the  Manhattan  Eye  and  Ear  Hospital,  New  York,  N.  Y. 

The  wise  Solomon  of  old  made  a  startling  discovery,  and  with 
intense  self-gratulation  proclaimed  to  the  world  that  there  was  noth- 
ing new  under  the  sun.  This  was  real  fresh  news  to  his  cotempor- 
aries,  no  doubt,  and  hailed  with  as  genuine  enthusiasm  as  the  Mar- 
coni achievement,  the  latest  wireless  message  from  Europe.  Desper- 
ate efforts  have  been  made  to  prove  that  Solomon's  assertion  is 
false,  but  blasted  hopes  and  blanching  bones  betray  the  sad  results 


and  mark  the  fields  of  conflict  and  defeat.  Now,  if  I  fail  to  show 
a  new  method  for  correcting  a  certain  type  of  nasal  deformity  I 
know  my  fate;  my  pretentious  effort  will  be  relegated  to  that  re- 
cepticle  which  has  entombed  the  hopes  of  so  many  other  aspirants 
for  fame,  and — I  will  not  be  lonesome.  I  am  persuaded,  however, 
that  he  who  may  have  anticipated  my  operation  did  not  publish  it 
extensively,  at  least  I  failed  to  discover  any  traces  of  it,  and  I  claim 
for  the  operation  a  degree  of  usefulness  in  a  certain  class  of  cases. 

But  with  such  an  array  of  brilliant  writers  as  our  programme  pre- 
sents, with  so  much  to  discuss  and  digest  as  lies  before  us,  I  will 
proceed  in  the  shortest  time  and  briefest  manner  to  describe  the  case 
which  caused  me  so  much  anxiety  and  afforded  so  great  pleasure. 

Miss  J — ,  aged  17,  came  to  me  from  California,  August  2d,  1902. 
The  history  of  her  case  she  related  as  follows :  Seven  years  ago  she 
was  thrown  from  her  bicycle,  landing  on  some  wooden  steps,  her 
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nose  striking  the  edge  of  a  plank.  She  was  taken  up  unconscious, 
bleeding  profusely.  For  two  weeks  her  recovery  was  thought  to 
be  impossible,  and  no  effort  was  made  to  restore  the  nasal  bones  and 
ethmoidal  plate,  which  were  crushed,  and  nothing  was  attempted 
toward  correcting  the  deformity  prior  to  her  coming  under  my 
care. 

Examination  revealed  a  marked  separation  of  the  nasal  bones  and 
a  partially  obstructed  left  nostril  by  a  deflected  septum,  though  she 
could  breathe  fairly  well  through  both  nostrils.  I  decided  that  I 
could  not  support  the  depressed  bridge  from  within  the  nose,  as  that 


would  increase  the  separation  of  the  nasal  bones.  I  had,  therefore, 
to  devise  other  means  for  holding  the  parts  when  brought  to  the 
desired  position.  After  studying  the  cause  and  requirements  this 
pl^n  occurred  to  me:  I  could  take  a  plaster  cast  of  the  face  and 
have  a  silver  mask  or  frame  made  to  fit  it,  with  a  bar  extending  from 
the  part  running  over  the  tip  of  the  nose  to  that  across  the  forehead. 
To  this  bar  I  could  attach  sutures  and  supports  that  would  hold  the 
parts  when  elevated.  The  mask  would  fit  the  face,  of  course,  and 
could  be  worn  as  long  as  might  be  necessary. 

When  all  was  ready  for  the  operation,  and  before  etherizing,  I 
packed  the  nose  with  pledgets  of  cotton  saturated  with  adrenalin 
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chloride  solution  to  prevent  hemorrhage.  An  as  anaesthetic  I  gave 
first  in  the  inhaler  two  drams  of  pure  alcohol,  inhaling  this  for  two 
or  three  minutes,  then  chloroform  was  added  in  about  the  same 
quantity,  and  when  the  patient  was  quieted  I  gave  her  ether  to  com- 
plete anaesthesia.  The  tampons  of  adrenalin  were  removed,  the  pos- 
terior nares  were  plugged,  and  with  special  forceps — one  blade  in- 


serted in  the  naris  and  the  other  outside — I  broke  the  nasal  bones 
from  their  attachment  to  the  superior  maxillaries.  Then,  working 
within  the  nose,  I  dissected  off  the  soft  parts  from  the  septum,  from 
tip  to  top,  along  the  bridge,  punctured  each  nasal  bone  and  inserted 
strong  silk  sutures  through  the  bones,  bringing  them  out  at  a  com- 
mon puncture  at  the  center  of  the  nasal  bridge. 
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With  these  sutures  I  lifted  the  bones  and  soft  parts  to  the  position 
that  seemed  desirable,  and  as  approved  by  a  member  of  her  family. 
When  all  was  satisfactory,  I  tied  the  sutures  to  the  bar  on  the  mask, 
which  held  the  parts  firmly  in  place. 

The  time  occupied  by  the  operation  was  less  than  an  hour,  bleed- 
ing was  very  slight,  and  the  patient  made  a  good  recovery  from  the 
anaesthesia.  I  dressed  the  wound  externally  with  a  weak  solution 
of  formaldehyde,  and  at  no  time  was  there  any  suppuration.  Plugs 
in  the  posterior  nares  caused  the  patient  a  good  deal  of  annoyance 
and  I  removed  them  in  the  morning  following  the  operation,  no 
hemorrhage  or  trouble  followed  their  removal.  The  temperature 
did  not  rise  more  than  a  degree  above  normal  at  any  time,  and  there 
was  very  little  suffering  complained  of.  The  patient  remained  in 
bed  and  wore  the  mask  for  seventeen  days.  Each  day  I  had  the 
parts  under  the  mask  bathed  with  dilute  alcohol.  No  noticeable 
scars  resulted  from  the  operation,  A  slight  facial  paralysis  oc- 
curred at  about  the  time  I  removed  the  mask,  which  could  be  ac- 
counted for  only  by  the  patient's  hyper  jubilation  at  being  freed  from 
her  restraint  and  taking  a  long  walk  on  a  windy  morning.  She  took 
cold  and  suffered  pain  in  her  left  ear  and  along  the  distribution  of 
the  fifth  nerve ;  the  facial  nerve  was  also  involved,  but  the  paralysis 
soon  subsided. 

In  reviewing  the  case  and  its  results  I  would  suggest  that  more 
time  be  given  to  repairing  the  wound  within  the  nose,  that  is,  I 
would  require  that  the  mask  be  worn  longer  than  seventeen  days. 
The  cicatricial  tissue  there  contracted  more  than  was  anticipated, 
and  final  results — though  seemingly  satisfactory — were  not  quite 
as  good  as  appears  in  the  photograph  which  I  show  you. 


MALIGNANT  TUMORS  OF  THE  NASO-PHARYNX.* 

BY  FRANCIS  J.  QUINLAN,  M.D.,  NEW  YORK. 

Professor  of  Diseases  of  the  Nose  and  Throat,  New  York  Polyclinic;  Laryngologist  and  Otologist  to 

New  York  City  Hospital  and  St.  Vincent's  Hospital;  Consulting  Laryngologist  to  the 

Foundling  Hospital,  New  York  City;  Consulting  Laryngologist  to  St.  Joseph's 

Hospital,  Yonkers,  N.  Y.,  Etc. 

The  subject  of  malignant  tumors  of  the  naso-pharynx,  Hke  that 
of  benign  growths  in  the  same  locaHty,  is  one  v/hich  has  relatively 
been  ignored  by  both  systematic  writers  on  rhinological  subjects 
and  monographists.  Some  of  the  reasons  for  this  neglect  are  read- 
ily apparent.  Thus  the  tumors  in  question  are  undoubtedly  some- 
what rare,  and  the  scattered  observations  on  record  often  have  a  cer- 
tain vagueness  which  creates  a  doubt  in  the  mind  of  the  student 
as  to  their  real  identity.  Again  it  is  almost  impossible  to  distin- 
guish in  literature  between  genuine  malignant  growths  in  this 
region  and  the  familiar  recurrent  fibroid  which  presents  a  clinical 
malignancy  and  which  at  one  period  was  frequently  spoken  of  as 
of  sarcomatous  nature.  Further  we  have  to  distinguish  between 
mxalignancy  which  begins  within  the  naso-pharynx  and  that  which 
may  invade  it  from  neighboring  localities  or  which  is  metastatic. 
Our  present  concern  is  with  strictly  primary  growths.  For  the 
same  reason  we  must  make  a  distinction  between  growths  which 
are  malignant  at  the  start,  and  a  possible  sarcomatous  or  cancerous 
degeneration  of  ordinary  polypi  (although  the  latter  type  should  be 
ranked  as  belonging  to  our  subject  matter). 

Bosworth,  writing  in  1896,  states  that  at  that  period  there  were 
upon  record  some  6  cases  of  cancer  and  19  of  sarcoma  of  the  naso- 
pharynx. He  gives  neither  references  nor  cases.  Similar  state- 
ments- have  been  made  by  other  standard  writers  with  the  same 
absence  of  details.  In  1874  Veillon  published  the  first  monographic 
account  of  this  subject  known  to  us.  It  is  a  French  graduation- 
thesis,  which  was  inspired  by  Verneuil.  A  careful  study  of  the 
material  collected  by  this  author  shows  that  some  of  his  cases  at 
least  cannot  be  regarded  as  examples  of  true  malignancy. 

The  criteria  of  malignancy  ought  to  comprise  an  unquestionable 
microscopic  diagnosis,  the  presence  of  lymph  node  metastases  and 
possibly  of  an  early  tendency  to  breaking  down  of  tissue  and  a 


*  Read  at  the   Section  on   Laryngology  and  Rhinology,  New  York  Academy  of  Medicine,  No- 
vember 26, 1902. 
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true  cachexia.  Mere  rapidity  of  growth  and  invasion  of  neighbor- 
ing cavities  are  the  rule  in  one  type  of  fibrous  polypus,  while  pro- 
fuse hemorrhages  and  a  sort  of  indirect  cachexia  due  to  mechanical 
obstruction  of  imjx>rtant  functions  form  a  natural  termination  in 
these  cases. 

Doubtless  the  better  way  of  treating  this  subject  is  to  begin  with 
the  earlier  recorded  cases  and  subject  them  to  a  brief  analysis  in 
respect  to  their  claims  to  malignancy. 

In  1836  Durand-Fardel  reported  a  case  of  malignancy  of  the 
naso-pharynx  in  an  old  man  aged  75.  There  appears  to  have  been 
no  doubt  as  to  the  diagnosis,  but  the  growth  which  was  regarded 
as  a  scirrhus,  began  in  the  velum  palati.  The  parotids  were  also 
the  seat  of  cancerous  deposits.  It  is  evident  that  this  case  is  not  a 
typical  example  of  malignancy  of  the  naso-pharynx,  the  latter 
cavity  having  been  encroached  upon  secondarily. 

In  1860  Marjolin  saw  a  case  somewhat  similar  tj  the  preceding 
in  a  young  girl.  There  was  a  tumor  present  in  the  naso-pharynx 
with  enlarged  cervical  glands  on  both  sides.  Autopsy  showed  that 
this  growth  had  begim  in  the  basilar  apophysis,  which  was  entirely 
destroyed.  There  was  considerable  probability  that  the  primary 
and  secondary  growths  were  purely  tuberculous.  No  microscopical 
examination  appears  to  have  been  made.  In  any  case,  the  tumor  de- 
veloped primarily  in  the  base  of  the  skull,  and  is  hardly  to  be 
regarded  as  a  primitive  manifestation  within  the  nasopharynx. 
The  possibility  of  a  simple  fibrod — which  sometimes  destroys  the 
caseous  vault  of  the  naso-pharynx  by  erosion — may  be  excluded  by 
reason  of  the  metastases  in  the  cervical  glands. 

In  1860  Nelaton  treated  a  patient  in  whom  a  fibroid  of  the  naso- 
pharynx penetrated  the  cranial  cavity  with  production  of  fatal  cere- 
bral complications.  The  growth  was  thought  to  possess  a  sar- 
comatous element  but  the  authority  of  Cornil,  as  expressed  some 
years  later  in  connection  with  an  analogous  case,  made  it  clear  that 
such  growths  might  occur  with  benign  histological  qualities — a  fact 
which  is  now  universally  recognized. 

Three  years  later  (1863)  Fleury  reported  a  case  of  so-called  can- 
cerous polypus  in  a  youth  of  20.  The  growth  appeared  to  origi- 
nate at  the  vault  of  the  naso-pharynx  extending  downward  into  the 
throat,  forward  into  the  nasal  fossa,  outward  into  the  orbit  and 
upward  into  the  cranium,  the  body  of  the  sphenoid  bone  having 
been  completely  destroyed.  It  is  expressly  stated  in  the  autopsy 
that  the  mass  was  of  soft  consistency  and  it  was  evidently  regarded 
as  an  encephaloid.     There  is  no  mention  of  metastases  or  of  any 
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histological  details.  As  the  case  is  chiefly  a  pathological  report, 
data  as  to  the  clinical  history  also  fail.  The  diagnosis  is  therefore 
in  abeyance  but  would  appear  to  lie  between  sarcoma  and  fibroma 
of  very  rapid  growth,  with  the  chances  in  favor  of  the  former  by 
reason  of  the  soft  consistency  of  the  mass,  this  diagnostic  point 
possessing  great  value. 

In  1867  Verneuil  reported  a  case  very  like  the  preceding.  The 
patient  was  a  woman  aged  40  years  who  first  presented  a  large 
growth  in  the  right  cervical  region.  This,  however,  was  apparently 
secondary  to  a  growth  which  was  visible  in.  the  mirror.  Other 
lymphatic  glands  began  to  enlarge  above  the  clavicle  while  evidence 
of  an  intra-cranial  lesion  appeared  to  show  that  the  parent  growth 
had  broken  through  the  base  of  the  skull.  Autopsy  showed  that 
the  tumor  extended  from  the  base  of  the  brain  into  the  naso- 
pharynx and  as  far  downward  as  the  larynx.  It  also  encroached 
into  the  tissues  of  the  neck.  The  thorax  and  abdomen  were  not 
opened — at  least  there  was  no  mention  of  the  state  of  the  viscera. 

In  1869  Bergeron  reported  a  case  of  a  tumor  originating  in  the 
vault  ot  the  naso-pharynx  which  was  accompanied  by  glandular 
enlargements  and  cachexia.  Regarded  at  first  as  epithelioma  the 
diagnosis  was  subsequently  changed  to  sarcoma.  This  observation 
is  defective  as  it  lacks  corroborative  details. 

In  1871  Neuretter  reported  a  case  of  alleged  sarcoma  in  a  boy 
aged  8  years  which  differs  in  no  wise  from  the  ordinary  naso- 
pharyngeal fibroma  of  rapid  growth. 

In  1873  Flour  reports  a  case  in  a  woman  aged  39  years,  who  first 
presented  symptoms  of  a  cervical  growth.  She  had  had  certain 
enlarged  lymph  nodes  in  the  affected  locality  for  some  years,  and 
these  suddenly  appeared  to  take  on  new  activity,  so  that  a  mass 
formed  which  extended  from  the  ear  to  the  clavicle.  At  the  same 
time  a  growth  was  apparent  in  the  pharynx.  It  was  very  firm  and 
was  attached  above  to  the  basilar  process.  The  author  had  no 
doubt  that  this  formation  represented  the  primary  tumor.  The 
enormous  cervical  mass  underwent  softening  in  places  and  dis- 
charged a  sanious  fluid.  From  this  fact,  as  well  as  from  the  severe 
pains  which  were  present,  the  author  made  a  diagnosis  of  primary 
carcinoma  of  the  naso-pharynx,  with  lymphatic  metastases.  The 
history,  however,  is  notably  incomplete. 

Veillon,  who  analyses  the  majority  of  the  preceding  cases  in  his 
thesis,  now  gives  an  interesting  example  of  his  own,  or  rather  of 
Verneuil's.  The  patient  was  a  boy  aged  14.  The  tumor  originated 
from  the  basilar  apophysis  of  the  skull  and  was  essentially  friable  in 
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texture.  It  invaded  all  the  surrounding^tissues  including  the  cranial 
cavity.  Autopsy  showed  the  presence  of  sarcomatous  deposits  in 
many  of  the  viscera.  The  microscope  revealed  ihe  presence  of 
purely  embryonic  tissue  (small  round  cell  sarcoma).  There  was 
a  considerable  degree  of  enlargement  of  the  cervical  lymph  nodes. 
No  doubt  could  be  entertained  in  respect  to  the  essential  malignancy 
of  this  case,  but  the  presence  of  metastases  to  the  neighboring 
lymphatics  is  not  expected  in  sarcoma,  where  generalization  occurs 
by  the  veins.  The  fact  that  such  lymphatic  metastases  seem  to  occur 
in  malignancy  of  the  naso-pharynx,  while  visceral  metastases  have 
been  reported  in  so  few  instances,  is  a  fact  worthy  of  special  notice. 

In  1877  Despres  reported  a  case  which  he  styled  one  of  naso- 
pharyngeal sarcomatous  polyp.  It  grew  from  the  basilar  apophysis 
and  was  said  to  have  a  fungeous  appearance.  The  patient  was  a 
man  aged  36.  The  report  appears  to  be  defective,  like  many  of  its 
class,  in  view  of  the  paramount  necessity  of  excluding  ordinary 
fibroid  polypi  of  unusually  rapid  growth. 

During  the  80 's  but  few  examples  of  malignancy  appear  to  have 
been  reported  in  the  naso-pharynx  and  these  as  a  class  are  not  at  all 
convincing.  The  tumor  called  sarcoma  of  the  naso-pharynx  by 
Thomas  of  Australia,  and  which  was  removed  with  forceps  appears 
to  have  been  an  ordinary  fibroma,  and  the  same  may  be  said  of  a 
large  mass  extirpated  by  Lincoln  with  the  galvanic  loop  which  he 
termed  a  fibrosarcoma. 

In  1890  Fox  reported  a  case  of  cauliflower  growth  in  the  naso- 
pharynx. This  was  clearly  an  epithelioma.  In  1891  Bryant  prac- 
ticed ligation  of  both  external  carotids  for  a  "myxo-sarcoma  of  the 
naso-pharynx"  with  good  results.  In  1890  Bennett  reported  a  case 
of  recurrent  naso-pharyngeal  tumor  which  microscopically  was  a 
spindle-cell  and  myeloid  growth.  Paige  in  1893  reported  an  un- 
doubted case  of  malignancy  in  a  boy  4  years  old.  An  alleged  case  of 
fibro-sarcoma  which  Solis-Cohen  healed  by  electrolysis  was  probably 
an  ordinary  fibroid.  During  1893  Robertson  removed  an  alleged 
myxo-sarcoma  from  an  old  lady  with  the  galvano-cautery,  while 
Stewart  got  good  results  from  the  injection  of  liquor  arsenicilis. 

In  1894  Scheinmann  reported  an  undoubted  case  of  malignancy 
in  a  child  aged  4  years.  The  growth  appeared  to  originate  from 
the  pharyngeal  tonsil  and  the  patient  died  within  3  months.  In  the 
same  year  Beadles  reported  a  case  of  adeno-carcinoma  of  the  naso- 
pharynx. Lunin  in  1894-5  reported  2  cases  of  malignancy  in  the 
naso-pharynx  in  children.  Delageniere  about  the  same  time  re- 
moved a  growth  from  the  base  of  the  skull  which  was  regarded  as 
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an  adeno-carcinoma.  Harqilton  of  Australia  extirpated  a  naso- 
pharyngeal growth  in  a  woman  aged  41.  This  tumor  was  described 
as  a  carcino-sarcoma. 

In  1896  Dawbarn  and  McBurney  each  reported  a  case  of  what 
seemed  to  be  clinically  nothing  more  than  rapidly  growing  recurring 
fibroids.  Each  author  terms  his  case  sarcoma  upon  microscopical 
examination  only.  McBurney  operated  many  times  upon  his  patient 
who  was  living  and  well  at  the  end  of  3  years.  It  seems  evident  that 
something  more  than  the  microscope  must  settle  the  question  of 
malignancy  in  such  cases.  It  is  difficult  to  understand  how  a  sar- 
coma in  this  locality  would  fail  to  produce  metastatic  deposits. 
Thompson,  Coomes,  Hengst,  Pierre  and  others  have  recently  re- 
ported similar  cases  of  "sarcoma"  based  upon  microscopic  evidence 
alone. 

Huk  in  1897  reported  a  case  of  adeno-carcinoma,  illustrated  by 
microscopic  specimens,  in  which  he  obtained  a  cure  by  injecting 
alcohol.  The  submaxillary  lymph  nodes  exhibited  bilateral  en- 
gorgement. The  main  tumor  was  soft  in  places  arid  ulcerated. 
The  diagnosis  of  cancer  was  confirmed  by  Senn. 

In  1898  De  Page  reported  another  case  of  cure  of  malignancy. 
He  first  ligated  both  internal  carotids  and  performed  tracheotomy. 
The  tumor  was  then  extirpated  by  an  osteoplastic  resection. 

In  1900  Hellat  reported  a  case  of  cancer  in  the  naso-pharynx  in 
which  the  patient  perished  of  toxaemia. 

In  1901  Waggett  reported  a  case  of  typical  sarcoma  of  the  naso- 
pharynx. The  surface  was  ulcerated  and  there  was  a  secondary 
nodule  beneath  the  left  sterno-mastoid.  He  regards  such  cases  as 
common  and  had  seen  -i  such  tumors  in  a  single  year.  They  often 
simulate  adenoids. 

Halsted  in  1898  reported  a  case  which  was  clinically  a  sarcoma 
of  the  naso-pharynx.  The  patient  was  a  child  aged  2  years  and 
the  duration  of  the  disease  was  less  than  a  month.  The  cervical 
glands  were  secondarily  involved  and  the  primary  growth  was  of 
soft  texture. 

The  writer  wishes  before  leaving  the  citation  of  cases  to  express 
his  admiration  of  the  great  work  of  Watson  Cheyne  (Shayne)  of 
Kings  College  Hospital,  for  his  brilliant  contribution  to  the  study 
of  Sarcomatous  Tumors  of  the  Pharynx  and  the  valuable  aid  he 
has  given  to  literature  of  that  subject.  His  method  is  one  of  abla- 
tion, and  to  the  bed  of  tumor  he  gently  applies  pure  nitric  acid. 
The  results,  as  I  learn  from  his  observations,  are  very  satisfactory. 
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Cases  of  alleged  malignancy  of  the  naso-pharynx  are  mentioned 
without  details  by  many  authors.  Weber  in  the  Pitha-Billroth 
Handbuch  d.  Chirurgie  (1860),  mentions  a  case  of  "sarcomatous 
degeneration  of  adenoid  tumors."  McBride  refers  to  a  case  of 
epithelioma  in  this  locality.  Shurley  in  his  recently  issued  text- 
book mentions  several  cases  of  malignancy  in  young  children.  There 
are  also  upon  record  a  few  cases  of  enchondroma  here  which  possess 
a  semi-malignant  tendency.  The  number  of  writers  who  cursorily 
allude  to  sarcoma  in  this  region  is  very  considerable,  but  upon  gen- 
eral principles  the  malignancy  of  many  of  their  cases  is  at  least 
open  to  doubt. 

"The  symptomatology  of  malignant  disease  of  the  naso-pharynx 
depends  very  largely  upon  situation  and  size  of  growth,  and  differs 
but  little  from  benign  tumors  of  this  region.  Nasal  obstruction, 
according  to  Kyle,  very  soon  attracts  the  attention  of  the  patient. 
Pain  at  the  onset  is  slight  with  increasing  severity  and  attended  by 
a  secretion  at  first  muco-purulent  but  later  stained  with  blood. 
Earache  and  frontal  headache  frequently  accompany  this  condition. 
Post  nasal  discharge  and  adenopathy  are  to  be  regarded  as  almost 
pathognomonic. 

The  duration  of  malignant  tumors,  from  the  observations  of 
Kyle,  may  be  from  one  to  three  years,  and  Coley  found  in  100  cases 
of  sarcoma  that  63  were  of  traumatic  origin,  27  gave  history  of 
chronic  irritation,  and  10  cases  of  neither  traumatism  nor  irrita- 
tion. If  trauma  and  continued  irritation,  according  to  Coley,  are 
productive  of  malignancy,  there  is  thought  for  contemplation  of 
the  future  when  this  area  will  glow  with  the  flames  of  a  sarcoma 
or  epithelioma  as  a  result  of  the  mutilations  at  the  hands  of  the 
tyro  or  expert  rhinologist.  According  to  Shurley  sarcomata  of  the 
pharynx  are  more  common  in  males  than  females.  In  his  19  cases, 
there  were  14  males  and  5  females. 

Pincet  and  Bernard  speak  of  a  glandular  form  of  cancer  in  which 
subjective  symptoms  are  absent,  even  the  mirror  and  finger  may 
be  negative.  At  the  autopsy  only  a  small  ulceration  of  the 
pharyngo-laryngeal  groove  may  reveal  the  seat  of  malignant  growth. 

The  deductions  which  may  be  drawn  from  our  present  informa- 
tion as  to  malignancy  in  this  region  are  as  follows : 

I.  Rapidly  growing  fibromata — the  ordinary  naso-pharyngeal 
polypi — which  possess  a  sort  of  clinical  malignancy,  may  some- 
times contain  tissue  which  histologically  is  sarcomatous.  Never- 
theless their  rapid  rate  of  growth  is  not  due  to  this  admixture,  for 
the  highest  type  of  invading  quality  and  destructiveness,  hemor- 
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rhage,  etc.,  may  be  compatible  with  a  simple  fibroma.  These 
growths  are  always  firm,  and  are  not  accompanied  by  metastases, 
true  toxaemia,  etc.  If  any  of  them  are  entitled  to  be  called  malig- 
nant, all  are  so  entitled;  but  as  a  matter  of  fact  none  of  them  are 
essentially  malignant  and  even  in  the  presence  of  histological  evi- 
dence of  sarcoma  the  term  malignancy  should  never  be  employed. 
The  great  majority  of  the  sarcomata  in  literature  belong  to  this 
class,  although  the  true  sarcoma  which  answers  all  the  tests  of 
malignancy  has  been  placed  on  record  many  times. 

II.  There  is  sufficient  evidence  to  show  that  true  sarcoma  may 
develop  in  the  naso-pharynx.  It  is  composed  of  soft  tissue  and 
destroys  surrounding  parts  by  producing  a  sarcomatous  degenera- 
tion and  not  by  mere  pressure.  A  tendency  to  ulcerate  is  men- 
tioned by  some  systematic  writers,  and  is  alluded  to  in  some  of  the 
reports  which  accompany  this  paper.  There  is  a  marked  tendency 
to  form  metastases,  chiefly  in  the  adjoining  lymphatic  glands,  but 
in  some  cases  a  general  sarcomatosis  may  develop  in  the  viscera. 
A  cachexia  may  result  which  is  due  to  toxaemia  and  not  to  mere 
loss  of  blood  and  obstruction  of  the  upper  passages.  Sarcoma  in 
this  locality  is  evidently  somewhat  rare,  and  there  is  often  a  sus- 
picion of  possible  tuberculosis,  lymphadenoma,  rapidly  growing 
soft  cancer,  etc.,  which  lends  much  obscurity  to  the  subject. 

III.  In  regard  to  cancer  in  the  naso-pharynx,  there  is  no  reason 
a  priori  why  epithelioma  should  not  develop  in  this  locality,  and 
cases  are  mentioned  by  competent  observers.  The  type  usually 
described  corresponds  to  adeno-carcinoma.  As  for  true  cancer, 
the  evidence  is  entirely  vague  and  indecisive.  In  the  cases  called 
scirrhus,  the  diagnosis  appears  to  have  been  based  upon  the  char- 
acter of  the  adenopathy.  It  is  much  more  likely  that  these  cases 
were  examples  of  epithelioma.  True  cancer  involving  the  naso- 
pharynx would  doubtless  be  secondary  to  cancer  of  the  vertebrae, 
base  of  the  skull,  etc.,  and  we  think  it  may  practically  be  left  out 
of  consideration  as  a  primary  manifestation. 

A  diagnosis  of  absolute  malignancy,  then,  is  not  warranted  in 
the  absence  of  cervical  adenopathy,  although  the  presence  of  a  soft, 
friable  growth  in  the  naso-pharynx  having  all  the  histological  quali- 
ties of  sarcoma  might  justify  an  assumption  of  the  latter,  especially 
as  this  tumor  does  not  necessarily  cause  lymphatic  metastases,  and 
in  fact  very  rarely  does  so  in  other  localities.  Before  dismissing 
the  question  of  diagnosis,  the  writer  emphasizes  the  great  value  of 
the  post  rhinoscopic  mirror  and  considers  it  wise  to  entertain  every 
element  of  ulceration  however  small,  as  a  prodromal  objective 
point  in  this  class  of  cases. 
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It  is  not  our  purpose  to  go  at  length  into  the  treatment  of  maHg- 
nant  growths  of  the  naso-pharynx.  Suffice  it  to  say  that  aUu- 
sions  to  methods  will  be  considered  later  on.  True  malignancy  in 
this  locality,  so  highly  supplied  with  vessels  and  absorbents,  should 
rapidly  infect  the  organism.  In  cases  of  syphilitic  infection  of  the 
naso-pharynx  through  the  use  of  contaminated  Eustachian  catheters, 
it  has  been  noted  that  the  rate  of  infection  was  intense.  The  pri- 
mary lesion  assumed  large  dimensions  and  in  a  very  short  time 
were  replaced  by  manifestations  of  tertiary  character.  Something 
of  the  same  character  should  occur  in  malignancy.  The  treatment 
usually  practiced  has  been  radical  extirpation,  differing  in  no  wise 
from  that  in  vogue  for  fibroids.  Within  recent  times,  however,  our 
resources  have  been  considerably  augmented,  and  it  begins  to  look 
as  if  malignancy  in  the  naso-pharynx  is  specially  amenable  to 
treatment.  Recoveries  have  been  reported  after  the  injection  of 
alcohol  and  formalin  respectively,  but  such  results  can  hardly  be 
expected  in  routine  treatment.  Something  more,  however,  will  be 
said  of  Dr.  Dawbarn's  operation  of  ligation  and  excising  external 
carotids  in  a  subsequent  paragraph. 

Treatment  of  Malignant  Growths  of  the   Naso-pharynx : 

This  may  be  divided  as  follows : 

1.  Injection  of  various  substances  into  the  tumor.  2.  Elec- 
trolysis. 3.  Extirpation  of  the  nose  by  ordinary  methods.  4. 
Ligations  or  excising  of  the  nutrient  arteries.  5.  Use  of  the 
chemical  rays. 

1.  In  regard  to  injections,  apparent  recoveries  have  been  ob- 
tained from  a  variety  of  substances,  such  as  solutions  of  arsenic, 
alcohol,  formalin,  pyocktanin,  etc.  Arsenic  was  used  in  this  con- 
nection by  Sherwell  of  Brooklyn  thirty  years  ago,  and  has  been 
employed  recently  by  Stewart.  The  writer  obtained  an  excellent 
result  by  injecting  Donovon's  solution  into  three  cases  of  malig- 
nant disease.  (1)  A  case  of  sarcoma  of  tonsil:  (2)  one  of 
epithelioma  of  the  tongue;  (3)  an  epithelioma  of  the  soft  palate 
and  post  nares.  The  case  of  Kuh  is  of  especial  interest  in  this 
connection,  a  diagnosis  of  cancer  having  been  made  and  upheld, 
injections  of  alcohol  led  to  a  marked  shrinkage  of  the  mass.  Favor- 
able results  have  also  followed  the  use  of  formalin  and  pyocktanin. 
In  regard  to  the  use  of  anti-toxins  we  need  only  state  that  although 
they  have  been  used  freely  in  this  connection,  they  have  rarely  if 
ever  accomplished  even  transient  benefit.  Nevertheless  Coley's 
Fluid  should  be  tried  in  this  form  of  malignancy. 
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Electrolysis  is  noted  by  Solis-Colien  as  a  valuable  addition  to  our 
modern  therapy,  having  seen  special  benefit  in  cases  under  his  own 
observation  from  its  judicious  use. 

In  regard  to  the  radical  operations  it  has  of  course  been  amply 
tested  in  this  connection.  Tumors  with  a  suspicion  of  malignancy 
have  been  attacked  both  by  natural  passages  and  by  artificial  routes. 
As  recurrence  in  this  locality  does  not  imply  malignancy  we  may 
state  that  while  the  most  radical  procedure  may  fail  to  prevent 
recurrence,  comparatively  simple  treatment  by  the  hot  loop  and  cold 
snare  may  and  often  does  prove  sufficient  in  many  instances,  so  that 
it  should  always  be  tried  and  given  its  full  benefit  as  a  method  of 
eradication  before  resorting  to  the  more  heroic  measures. 

The  operation  of  ligations  of  arteries  for  malignancy  of  the 
head  and  face  has  been  known  for  many  years.  While  simple 
shutting  off  of  the  nutrient  fluid  appears  to  have  checked  the  devel- 
opments of  these  tumors  in  certain  cases,  the  rapid  establishment 
of  the  collateral  circulations  has  offset  any  possible  benefit  from 
this  form  of  intervention.  It  is  here  that  Dr.  Dawbarn's  new  opera- 
tion of  ligation  and  excision  of  the  external  carotid  arteries  and  its 
branches  bid-s  fair  to  become  the  routine  treatment  for  all  inoperable 
cases  of  malignant  disease  of  the  naso-pharynx  and  face.  We  may 
even  go  to  the  length  of  saying  that  this  mode  of  intervention  may 
come  to  be  indicated  as  a  routine  procedure  in  the  near  future,  as 
certainly  no  parallel  method  of  treatment  can  furnish  such  a  quota 
of  excellent  results.  (See  Dr.  Dawbarn's  forthcoming  Gorss  Prize 
Essay.) 

In  regard  to  the  use  of  Roentgen  rays  we  can  only  adduce  the  fact 
that  this  resource  has  been  of  service  in  malignancy  of  the  oro- 
pharynx. Dr.  Morton  in  a  recent  monograph  on  radia  therapy  re- 
garded 2  cases  of  epithelioma  of  the  fauces  (requiring  treatment 
through  the  skin)  as  improved  by  this  mode  of  treatment;  the  sen- 
sation of  burning  and  discomfort  ceased,  the  tuinors  were  reduced 
in  size,  and  *'to  say  the  least,"  he  adds,  "an  advancing  disease  was 
arrested  in  its  progress."  Clearly  no  future  plan  of  treatment  can 
afiford  to  ignore  the  possibilities  of  this  method  of  therapy  which  is 
now  employed  in  all  locations  of  malignancy. 

For  a  full  and  accurate  description  of  this  method  in  the  treat- 
ment of  pharyngeal  and  laryngeal  cancers,  the  reader  is  referred 
to  Dr.  Delevan's  paper  (Medical  Record,  Oct.  18,  1902).  In  his 
monograph  the  subject  of  treatment  of  cancer  in  this  location  is 
exhaustively  dealt  with  and  the  conclusions  are  that  although  appar- 
ent relief  for  a  period  may  follow,  the  destructive  process  continues 
irntil  toxaemia  or  hemorrhage  completes  the  sad  work  of  destruction. 
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It  is  evident  then  from  the  foregoing  pages,  that  the  prognosis 
of  maHgnant  growth  in  the  naso  and  oro-pharynx  is  very  unfavor- 
able. The  succulent  tissues  in  these  regions  prove  very  suitable  for 
the  rapid  growth  and  diffusion  of  malignant  disease.  In  spite  of 
all  our  advances  in  treatment  the  ligation  of  the  carotid,  the  appli- 
cation of  the  Roentgen  rays  and  progress  in  operative  surgery,  this 
unfavorable  prognosis  has  only  been  slightly  modified  for  the  bet- 
ter. The  main  reason  for  this  apparent  failure  is  that  malignant 
disease  in  these  regions  is  not  recognized  early  enough.  The  only 
thing  that  will  save  the  unfortunate  victim  of  the  dreadful  malady 
from  a  fatal  termination  is  the  quick  action  of  the  clinician  in  de- 
termining the  exact  nature  of  the  conditions  before  him  in  a  suspi- 
cious case.  In  this  matter  it  must  be  realized  that  omission  is  as 
fatal  as  commission.  The  only  recourse  is  surgery  and  the  longer 
the  experience  of  the  specialist  the  more  he  is  apt  to  say,  "Shun 
delays,  they  breed  remorse."  There  is  no  region  in  the  body  where 
the  flames  of  malignancy  devour  tissues  with  such  greed  as  in  the 
rhino  and  oro-pharynx. 

When  patients  are  in  middle  life  then  and  when  the  symptoms  are 
suspicious,  very  careful  examination  should  be  made  and  if  the 
clinician  can  not  satisfy  himself  as  to  the  exact  nature  of  the  condi- 
tion present  a  consultant  should  be  called.  Every  day  of  delay 
makes  the  prognosis  worse.  Temporizing  measures  are  almost 
criminal.  jMalignant  growth  in  this  region  very  soon  spreads  be- 
yond all  possibility  of  operative  relief  by  any  means.  Surgical  inter- 
yention  must  be  insisted  on,  just  as  soon  as  the  diagnosis  is  made, 
if  we  wish  to  give  our  patients  the  only  chance  for  life  and  at  the 
same  time  satisfy  our  own  better  judgment. 

33  West  Thirty-Eighth  Street. 
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MIDDLE  EAR  DISEASE  IN  TUBERCULOSIS.* 

BY  ROBERT  LEVY,  M.D,,  DENVER,  COLO. 

The  comprehensive  title  of  my  paper  has  been  forced  upon  me 
by  a  careful  review  of  the  literature  of  tuberculosis  as  seen  by  the 
otologist  as  well  as  by  my  own  personal  experience.  One  has  but 
to  study  the  many  short  but  pithy  and  varying  descriptions  of  aural 
affections  in  tuberculosis  beginning  more  than  a  quarter  of  a  century 
ago,  with  Nelaton,  Virchow,  Toynbee,  Zaufal,  Politzer  and  many 
others,  finally  coming  down  to  the  most  recent  communications  to 
the  Otological  Society  of  the  United  Kingdom,  meeting  of  February 
2,  1903,  to  be  impressed  with  the  chaotic  state  of  our  knowledge. 

Upon  all  sides  are  we  beset  with  doubtful  questions  of  etiology, 
modes  of  infection,  methods  of  diagnosis  and  plans  of  treatment. 
The  tuberculous  may  be  afflicted  with  any  of  the  aural  affections 
which  attack  the  non-tuberculous.  He  may  suffer  an  ordinary  acute 
otitis  media,  suppurative  or  catarrhal,  in  which  case  the  peculiar  dia- 
thesis may  modify  or  completely  change  the  nature  of  the  affection, 
or  he  may  develop  tuberculosis  of  the  middle  ear  and  adnexa  as  a 
primary  affection  or  as  a  secondary  complication  of  an  already  ex- 
isting lesion  elsewhere. 

The  usual  modification  of  an  acute  otitis  in  a  tubercular  subject 
is  manifested  in  the  course  the  disease  pursues.  Whether  suppura- 
tive or  catarrhal,  resolution  takes  place  exceedingly  slowly,  the  dis- 
charge persisting  for  a  longer  period  or  the  deafness  and  tinnitus  of 
the  catarrhal  variety  continuing  indefinitely.  The  latter  variety 
rarely  if  ever  becomes  tubercular.  In  my  practice  such  a  condition 
has  never  been  established  to  my  satisfaction.  Wingrave  records 
one  case  of  chronic  non-suppurative  otitis  media  in  which  tubercle 
bacilli  were  found. 

Suppurative  cases,  however,  may  gradually  assume  the  clinical 
appearance  of  the  tubercular  affection  and  tubercle  bacilli  may  later 
be  found  in  the  discharge  even  though  no  sign  of  them  was  present 
in  the  beginning.  These  developments  are  of  course  only  mani- 
fested in  subjects  suffering  from  tuberculous  affections  of  other 
organs.  It  is  a  very  doubtful  question  whether  the  tubercle  bacilli  in 
these  instances,  are  present  as  manifestations  of  a  tuberculous  pro- 
cess.    My  own  impression  is  that  they  are  often  found  as  accidental 
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constituents  of  a  discharge  laden  with  numerous  and  varied  micro- 
organisms. My  reason  for  this  belief  is  that  in  the  very  careful 
bacteriological  research  made  for  me  by  Dr.  Claude  E.  Cooper,  tuber- 
cle bacilli  were  found  with  no  regularity  either  as  to  frequency  or 
numbers  in  the  same  class  of  cases  or  even  in  the  same  case. 

The  opportunities  offered  in  the  state  from  which  I  come,  and 
which  has  been  called  a  large  sanitorium  for  tuberculosis,  for  the 
study  of  this  disease  in  its  development,  its  varied  phases  and  its  in- 
volvement of  special  organs  are  indeed  numerous.  Comparatively 
few  cases  of  tuberculosis  in  children  and  relatively  few  instances 
of  bone  tuberculosis  are  met  with,  and  these  facts  taken  together 
with  the  infrequent  occurrence  of  original  cases  in  Colorado  may 
account  for  the  rarity  of  primary  tuberculous  otitis  as  well  as  for 
the  moderate  severity  of  the  aural  cases  and  the  lack  of  extensive 
destruction  of  mastoid  and  petrous  bones. 

The  majority  of  cases  of  primary  tuberculosis  of  the  ear  seem  to 
have  occurred  in  children  and  the  cases  in  which  extensive  caries 
and  necrosis  have  occurred  seem  to  have  partaken  of  the  character 
of  bone  tuberculosis. 

In  Colorado  my  experience  has  been  that  middle  ear  disease  not 
uncommonly  does  develop  in  tuberculous  patients  but  such  cases  are 
secondary  to  lesions  of  the  respiratory  organs,  are  chronic  in  their 
nature  and  pursue  a  slow  and  mild  course.  They  often  develop 
before  the  patient  leaves  the  East  and  more  than  one  of  my  records 
show  that  the  ear  complication  manifests  itself  in  the  very  incipiency 
of  the  general  disease,  thus  refuting  the  belief  held  by  many  that  it 
is  of  late  occurrence  and  an  unfavorable  prognostic  sign.  Moreover 
the  ear  trouble  may  appear  at  a  time  when  the  general  condition  is 
unusually  good  and  when  all  systemic  manifestations  have  heex\ 
arrested.  A  case  in  point  is  the  following:  Miss  May  O.,  age  21, 
referred  by  Dr.  Van  Zant,  February  6th.  Patient  has  had  lung 
trouble  six  months.  Came  to  Colorado  as  soon  as  the  diagnosis  was 
confirmed.  She  began  improving  at  once.  The  general  symptoms 
were  rapidly  brought  in  abeyance,  weight  became  above  normal, 
temperature  became  normal,  the  patient  feeling  as  well  as  ever  in 
her  life.  Five  months  ago  tinnitus  developed  in  the  right  ear;  three 
weeks  ago  deafness  and  slight  discharge  without  pain  were  detected. 
Inspection  revealed  membrana  tympani  destroyed  except  for  a  small 
ring.  There  was  very  slight  muco  purulent  discharge  in  the  middle 
ear,  the  contents  of  which  presented  as  red  cedematous  granulations. 

Whether  the  tubercle  bacilli  be  found  in  the  discharge  or  not  is  in 
my  opinion  of  minor  importance.     The  process  is  either  one  of  sim- 
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pie  otitis  modified  by  the  specific  vice  or  it  is  distinct  tuberculous 
otitis.  The  bacillus  tuberculosis  may  be  present  as  an  accident  or 
as  a  causative  factor,  or  it  may  be  absent  altogether  and  the  clinical 
picture  be  identical  with  the  most  characteristic  tuberculous  process, 
as  far  as  our  present  understanding  goes. 

It  is  quite  easy  to  conceive  how  the  tubercle  bacillus  may  find  its 
way  into  the  middle  ear  either  through  the  Eustachian  tube  from 
sputum,  which  being  bacilli  laden  bathes  the  pharynx  and  naso- 
pharynx, or  how  it  finds  the  same  destination  through  the  lymph  or 
blood  currents,  knowing  as  we  do  from  many  good  authorities  the 
frequency  with  which  naso-pharyngeal  and  cervical  lymphoid  struc- 
tures are  aflPected  with  latent  tuberculosis. 

Many  of  my  cases  trace  the  origin  of  the  ear  trouble  to  the  inju- 
dicious use  of  the  nasal  douche  or  the  snuffing  of  cleansing  solutions 
into  the  nose.  For  example,  J.  M.  B.,  male,  age  35,  referred 
December  2d,  1902,  by  Dr.  Zederbaum.  Has  had  lung  trouble  ten 
months,  has  resided  in  Colorado  six  months.  General  condition  of 
the  patient  is  improving.  One  week  ago  while  using  the  nasal 
douche  patient  felt  a  fullness  in  the  left  ear  followed  by  autophony, 
tinnitus  and  slight  discharge  without  pain.  On  examination  found 
hearing  for  watch  C/40,  moderate  voice  5  feet,  bone  conduction  in- 
creased. Membrana  tympani  was  perforated  by  a  small  round  open- 
ing and  bathed  in  scanty  muco-purulent  secretion  containing  tuber- 
cle bacilli. 

The  use  of  cleansing  solutions  in  the  nose  and  throat  of  tubercu- 
lous patients  is  to  be  commended  and  the  douche  is  probably  the 
most  effective  method  of  their  application.  Especial  care  should, 
however,  be  observed  in  instructing  the  patient  in  the  manner  of 
using  the  douche  and  the  two  points  above  all  others  to  be  insisted 
upon  are  first,  to  avoid  "blowing"  the  nose  for  at  least  an  hour  after- 
wards and,  second,  to  direct  the  stream  into  the  more  obstructed 
nostril. 

Whether  we  consider  this  affection  a  distinct  entity  or  a  suppura- 
tive process  upon  which  a  tuberculous  pathology  is  grafted,  the 
clinical  picture  varies  but  little.  The  patient  may  or  may  not  be 
aware  of  the  immediate  cause  such  as  the  douche  or  violent  blowing 
of  the  nose.  He  feels  for  a  variable  length  of  time,  a  fullness  as  of 
a  cloud  in  one  ear,  with  occasional  moist  or  dry  rales.  There  is 
moderate  deafness  and  tinnitus  of  varied  degree  and  kind.  As  a 
rule  there  is  no  pain,  perhaps  only  a  sense  of  discomfort  or  possible 
slight  twinge  of  earache.  Very  seldom  a  sharp  pain  is  felt,  which 
although  unusual  is  not  inconsistent  with  the  disease.     These  symp- 
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toms  may  exist  for  a  year  or  only  a  few  hours  before  the  more 
characteristic  manifestations  develop.  These  are  found  in  the  sud- 
den perforation  of  the  membrana  tympani  and  the  discharge  of  a 
small  quantity  of  thin  odorless  liquid,  usually  watery  or  slightly 
milky  in  color  and  consistence.  A  moderate  though  constant  con- 
stituent of  this  discharge  is  pus,  the  quantity  of  which  determines  its 
consistence. 

With  the  exception  of  a  very  few  acute  cases  the  progress  is  ex- 
ceedingly slow,  but  as  a  rule  it  follows  a  steady,  destructive  course. 
The  small  perforation,  which  is  round  and  non-inflammatory,  shows 
no  inclination  to  repair  but  gradually  enlarges  until  but  little  of  the 
membrana  is  left.  The  middle  ear  is  exposed  with  a  pale  pink 
oedematous  appearance  constantly  bathed  in  the  scanty  characteristic 
secretion. 

The  hearing  becomes  steadily  worse  in  many  instances,  but  this  is 
not  constant  except  in  the  few  cases  attended  with  rapid  and  exten- 
sive bone  destruction.  It  is  not  uncommon  to  find  the  deafness  only 
moderate  and  stationary  for  an  indefinite  period.  This  discharge 
may  at  times  appear  arrested  and  remain  so  for  many  months,  but  as 
a  rule  this  arrest  is  not  permanent  and  under  the  least  provocation 
such  as  slight  cold  or  a  mild  relapse  in  some  of  the  other  tubercular 
processes  the  discharge  will  recur. 

As  to  the  development  of  miliary  tuberculosis  from  this  form  of 
otitis  as  the  focus  of  origin,  I  have  never  seen  an  instance. 

In  conclusion,  I  wish  to  make  but  a  few  suggestions  in  treatment. 
The  object  to  be  attained  here,  as  in  all  forms  of  tuberculosis  is  to 
first  cause  an  arrest  of  the  disease.  After  this,  functions  may  be 
restored  in  proportion  to  the  amount  of  destruction  that  has  taken 
place.  Locally  cleanliness  is  of  prime  importance.  Cleanliness  and 
the  destruction  of  the  tubercle  bacilli  may  be  accomplished  by  free 
irrigation  with  solutions  of  Formalin,  in  strengths  varying  from 
1-5000  to  1-2000.  The  large  perforations  and  the  usual  patency  of 
the  Eustachian  tube  enable  one  to  freely  irrigate  the  tympanic 
cavity.  If  the  tube  is  not  entirely  open  catheterization  should  be 
practiced.  If  granulations  fill  the  tympanum  they  should  be  de- 
stroyed with  a  chemical  caustic  and  completely  shrunken  by  formalin 
or  alcohol.  If  inflation  and  freeing  the  middle  ear  of  granulations 
do  not  allow  of  through  and  through  irrigation  and  thorough  cleans- 
ing, the  aural  pump  should  be  used  and  suction  applied. 

Of  course  all  carious  or  necrosed  tissue  whether  soft  parts  or  bone 
must  be  removed,  such  means  being  employed  as  are  necessary,  from 
the  mildest  to  the  most  heroic.     Finally  the  greatest  attention  should 
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be  paid  to  general  treatment.  The  cardinal  principles  in  the  treat- 
ment of  tuberculosis  are  a  maximum  of  pure,  fresh  air,  a  maximum 
of  sunshine,  a  maximum  of  rest,  a  maximum  of  most  nourishing 
food.  Climate  plays  a  great  role  and  wherever  the  air  is  purest  and 
the  sunshine  most  constant,  there  will  the  most  be  accomplished. 

To  summarize:  First.  Any  of  the  usual  aural  affections  may 
affect  the  tuberculous  as  well  as  the  non-tuberculous. 

Second.  The  usual  modification  of  an  acute  otitis  in  a  tubercular 
subject  is  manifested  in  the  course  the  disease  pursues. 

Third.  It  is  a  doubtful  question  whether  the  bacillus  tuberculosis 
is  present  as  a  distinctly  etiological  factor  or  as  an  accident. 

Fourth.  Comparatively  few  cases  of  tuberculosis  in  children  and 
relatively  few  instances  of  bone  tuberculosis  are  met  with  in  Colo- 
rado. 

Fifth.  Clinical  tuberculous  otitis  occurs  with  moderate  frequency 
in  Colorado,  being  secondary  to  lesions  of  the  respiratory  organs. 

Sixth.  Tuberculous  otitis  may  develop  when  the  general  symp- 
toms of  tuberculosis  have  been  arrested  and  the  patients  condition 
unusually  good. 

Seventh.  Tubercle  bacilli  may  find  their  way  into  the  middle  ear 
through  the  Eustachian  tube,  through  the  lymph  channels  or  the 
blood  currents. 

Eighth.  Unusual  care  must  be  exercised  in  the  application  of  the 
nasal  douche  in  tuberculous  patients. 

Ninth.  The  discharge  may  be  arrested,  but  not  permanently  as  a 
rule. 

Tenth.  It  must  be  exceedingly  rare  for  miliary  tuberculosis  to 
develop  from  an  otitis  as  the  focus  of  infection. 

Eleventh.  Through  and  through  irrigation  with  tubercle  bacilli 
destroying  agents  is  of  prime  importance  in  the  treatment. 

Twelfth.  General  and  climatic  treatment  must  be  conscientiously 
carried  out. 


THE  REPORT  OF  A  CASE  OF  A  PIN  IN  THE  LARYNX  AND 
ITS  REMOVAL  BY  AN  ORIGINAL  METHOD.* 

BY  OTTO  J.  STEIN,  M.  D.,  CHICAGO. 

My  object  in  reporting  the  history  of  this  case,  is  that  I  beHeve 
all  clinical  reports  of  emergency  cases  are  pregnant  with  interest  and 
instructive  to  all. 

Such  a  foreign  body  as  a  pin  in  the  larynx  is  not  such  an  uncom- 
mon thing.  In  Heymann's  Handbuch  der  Laryngologie  und  Rhin- 
ologie,  is  a  bibliography  of  263  cases  of  foreign  bodies  in  the  upper 
respiratory  tract;  of  these  five  are  reported  to  be  pins. 

In  the  case  I  am  to  report  to  you  it  was  the  peculiar  position  of 
the  pin  that  lends  interest  to  the  possibilities  of  its  removal.  With 
the  ordinary  means  one  would  not  have  succeeded  in  removing  the 
object,  for  the  reason  that  both  the  head  and  the  point  were  em- 
bedded in  the  tissues  and  overgrown  by  granulations  to  such  an 
extent  as  to  make  it  utterly  impossible  to  move  the  object,  even  after 
getting  a  firm  hold. 

The  history  of  the  case  is  as  follows :  Master  D.  L.,  age  8  years, 
residence,  Detroit,  Michigan,  referred  by  Dr.  James  O'Donnell. 
Eleven  days  ago,  while  playing,  the  child  accidentally  swallowed  a 
pin.  At  that  time  repeated  efforts  were  made  to  locate  it,  but  two 
of  the  doctors  who  examined  the  case  failed  to  find  it.  A  third 
physician,  I  am'  told,  got  a  glimpse  of  the  pin,  but  was  unable  to 
definitely  locate  and  remove  it.  The  child  was  then  sent  to  Chicago, 
where  I  saw  him  December  12th,  1902.  When  seen  by  me  his  skin 
was  hot  and  dry,  his  countenance  flushed,  his  temperature  100  deg. 
F.  His  head  was  carried  to  the  left  side,  like  in  a  case  of  torti- 
collis. The  glands  along  the  angle  of  the  jaw  were  somewhat 
swollen  and  painful.  On  attempt  to  straighten  the  head  he  com- 
plained of  pain.  There  was  present  marked  hoarseness,  some 
dysphagia  and  dysphonia,  a  slight  cough,  a  dyspnoea  that  at  times 
caused  considerable  difficulty  in  breathing,  especially  was  this  true  at 
night.  An  examination  with  a  mirror  was  easily  made  and  the  pin, 
or  rather  that  part  not  buried  in  the  tissue,  readily  seen.  The  pin 
lay  just  to  the  left  of  the  median  line,  lying  obliquely  across  the 
introitus  of  the  larynx,  one  end  buried  in  the  interai  ytenoid  region 


*  Read  before  the   Middle  Section  of  the  American  Laryngological,  Rhinological  and  Otological 
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STEIN  :    PIN   IN   THE  LARYNX  AND  ITS  REMOVAL. 


363 


and  the  other  in  the  left  ventricular  band  toward  its  anterior  end. 
The  great  amount  of  swelling  present,  and  the  granulation  tissue 
that  had  sprung  up  about  its  ends  made  it  possible  to  see  only  about 
one  quarter  of  an  inch  of  the  center  of  the  pin,  and  this  lay  directly 
across  the  lumen  of  the  larynx. 

After  anesthetizing  the  parts  with  a  20  per  cent  cocaine  spray, 
an  attempt  was  made  to  remove  the  pin  by  grasping  the  exposed 
part  with  a  Mackenzie  forceps.  Although  the  pin  was  easily  grasped 
it  refused  to  leave  its  position  to  the  slightest  degree.     On  the  second 


and  third  introduction,  and  by  manipulating  the  instrument,  an  ef- 
fort was  made  to  drive  what  was  assumed  to  be  the  point  deeper 
into  the  tissue,  so  as  to  deliver  the  head  and  thus  facilitate  its  extrac- 
tion. But  this  proved  to  be  as  fruitless  as  the  first  effort.  The  pin 
was  far  too  deeply  imbedded  in  the  tissue  at  both  its  ends  to  allow 
its  removal  by  any  such  method,  unless,  perhaps,  such  force  were  ap- 
plied that  would  tear  and  lacerate  the  tissue  unnecessarily. 

At  the  time  of  my  effort  to  remove  this  offender,  there  were  pres- 
ent in  my  office  several  medical  confreres,  among  them  was  Dr. 
Derrick  T.    Vail,  of  Cincinnati,  Dr.  Eugene  Smith  of  Chicago  and 
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Dr.  Fetzger  of  Indianapolis.  I  solicited  the  advice  of  all  these 
gentlemen  as  to  what  might  be  done  in  such  a  case.  One  suggested 
a  thyrotomy,  another,  placing  the  patient  under  a  general  anesthetic 
and  attempting  manipulation  with  the  finger;  another,  cutting  the 
pin  in  two  and  removing  the  ends  separately,  etc. 

During  this  informal  consultation  I  determined  upon  a  plan  which 
was  carried  into  effect  the  same  day.  By  devoting  a  good  part  of 
the  afternoon  at  the  instrument  house  of  Chambers,  Inskeep  &  Co., 
and  with  the  practical  aid  of  their  Mr.  Kratzmueller,  the  following 
instrument  was  turned  out  and  put  to  the  test : 

My  plan  was  to  withdraw  the  pin  from  its  imbedded  position  in 
•such  a  way  as  not  to  tear  or  lacerate  the  tissues  in  the  least.  To  do 
this  by  any  intralaryngeal  method  it  would  be  necessary  to  bend 
the  pin.  The  only  question,  then,  was  how  to  apply  a  force  at  such 
a  distance  sufficient  to  bend  the  pin.  An  examination  of  the  instru- 
ment, as  shown  here,  very  clearly  reveals  the  principle  on  which  this 
was  carried  out.  A  canula,  bent  at  the  proper  angle  to  enter  the 
larynx,  was  very  firmly  fixed  at  right  angles  to  a  heavy  handle,  car- 
rying a  lever,  to  whose  upper  end  was  fastened  the  stiff  steel  wire 
that  passes  through  the  canula.  This  wire  terminates  as  a  hook  at 
its  distal  end. 

The  following  morning  the  patient  returned  as  ordered,  the  hook 
at  the  end  of  the  canula  was  easily  carried  around  the  exposed  part 
of  the  pin  and  continuing  to  hold  the  instrument  in  the  same  posi- 
tion, pressure  was  made  on  the  lever  of  the  handle,  and  with  great 
ease  and  rapidity  the  pin  bent  and  jack-knifed  itself  so  that  it  was 
drawn  out  of  the  tissue  and  up  into  the  canula,  without  even  the 
patient  knowing  anything  had  been  done. 

He  made  a  rapid  and  perfect  recovery. 

100  State  Street. 


REPORT  OF  TWO  CASES  OF  LARYNGEAL  PARALYSIS 
DUE  TO  AORTIC  ANEURISM. 

BY  HAL  FOSTEK,  A.  B.,  M.  D.,  KANSAS  CITY,  MO. 

Laryngeal  paralysis  i-s  always  interesting  to  the  physician. 

This  subject  is  very  important  in  general  medicine. 

The  cause  in  each  patient  should  always  be  ascertained,  when 
possible. 

I  am  quite  sure,  a  brief  report  of  the  following  cases  will  not 
be  without  interest  to  this  society. 

November  24th,  1897,  Mr.  H.  M.  S —  was  referred  to  me  by  Dr. 
Wainright.  The  doctor  saw  the  patient  the  day  before  for  the  first 
time.  The  patient  wias  born  in  Ohio,  and  was  61  years  old.  He 
had  never  been  married.  His  occupation  was  that  of  a  retail  cigar 
and  tobacco  dealer. 

For  many  years,  he  walked  ten  blocks  to  his  store  and  opened  it 
at  6  a.  m.,  and  closed  at  midnight.  You  see  he  led  a  closely  con- 
fined life.  He  was  a  tall  thin  man.  His  digestive  organs  had  been 
is  poor  condition  for  years. 

When  he  was  25  years  old  he  contracted  syphilis,  but  placed  him- 
self under  the  care  of  a  physician  for  tliree  years,  at  the  end  of 
which  time,  he  was  pronounced  cured.  He  smoked  three  cigars  a 
day  and  never  indulged  in  liquor  of  any  kind. 

About  a  year  before  the  writer  saw  him,  he  noticed  that  he  was 
somewhat  short  of  breath,  and  gave  up  walking.  Occasionally  a 
little  blood  would  be  expectorated. 

A  firm  of  advertising  physicians  treated  him  for  about  ten 
months.  They  told  him  he  was  suffering  with  catarrhal  trouble  and 
would  be  permanently  cured  in  twelve  months.  A  few  days  before 
I  saw  Wm,  he  lost  quite  a  great  deal  of  blood  from  coughing.  It 
was  for  this  condition  of  things  he  consulted  Dr.  Wainright. 

There  were  no  bacilli  in  the  sputum.  The  patient  was  only  able 
to  speak  in  a  whisper  when  I  saw  him,  and  was  breathing  with 
great  difficulty.  The  least  exertion  added  to  his  labored  breathing. 
He  was  still  raising  a  little  blood  on  arising  every  morning. 

On  physical  examination,  the  pulsation  and  thrill  could  be  heard 
and  felt.  We  had  no  difficulty  in  making  the  diagnosis  as  aortic 
aneurism.  On  laryngeal  examination,  the  left  vocal  cord  was  found 
to  be  paralized,  it  was  in  the  cadaveric  position.     This  patient  would 

365 


366  foster:  laryngeal  paralysis  due  to  aneurism. 

have  a  great  deal  of  trouble  breathing  at  night,  so  much  so,  that  his 
sisters  could  hear  him  in  the  adjoining  room. 

His  countenance  was  anxious.  His  sisters  were  frankly  told  of 
his  exceedingly  alarming  condition,  and  we  insisted  on  his  remaining 
quiet  at  his  home.  He  was  given  iodide  of  potash  and  small  doses 
of  heroin  at  night.  This  treatment  relieved  him  so  promptly,  that 
for  a  time  he  insisted  that  he  would  recover  in  the  spring. 

December,  1897,  he  was  presented  before  the  Kansas  City 
Academy  of  Medicine.  Our  diagnosis  was  concurred  in  as  well  as 
treatment.  A  nutritious  but  non-stimulating  diet  was  ordered.  I 
gave  him  mild  antiseptic  inhalation,  which  always  gave  him  relief. 

This  treatment  was  continued  until  January  15,  1898.  Early  in  the 
morning,  January  16th,  during  a  paroxysm  of  coughing,  while  talk- 
ing to  his  sister,  the  aneurismal  sac  ruptured,  which  caused  an 
instant  but  painless  death. 

Dr.  Wainright,  assisted  by  Mr.  Wagner,  myself  and  several  stu- 
dents made  the  post-mortem,  which  confirmed  our  diagnosis.  The 
specimen  was  presented  before  the  Academy.  There  was  some 
necrosis  in  the  vertebrae,  caused  by  constant  pressure.  This  patient 
never  complained  of  any  pain.  Dr.  J.  N.  Scott  took  an  X-Ray 
picture  of  the  chest  before  death,  and  also  confirmed  the  diagnosis. 

Sir  Felix  Semon,  says  that  one  of  the  symptoms  of  aortic  aneurism 
is  a  slight  paralysis  of  the  vocal  cord.  The  Semon  law  is  undoubt- 
edly a  very  interesting  and  useful  one,  and  physicians  should  remem- 
ber it  in  making  a  diagnosis  of  laryngeal  paralysis. 

Case  No.  2.  A  clergyman,  age  62,  was  admitted  to  St.  Mar- 
garet's Hospital,  December  7th,  1900.  He  was  born  in  Germany, 
but  had  lived  in  this  country  many  years.  He  had  charge  of  a  large 
parish  in  Kansas.  His  professional  duties  kept  him  quite  busy. 
He  was  a  strong  man,  presenting  a  good  family  history.  He  took 
cold  easily,  and  had  several  attacks  of  influenza.  They  seemed  to 
leave  no  bad  results. 

About  a  year  before  I  saw  him,  he  noticed  that  he  was  very  short 
of  breath  and  had  some  difficulty  with  his  voice,  which  seemed  to  be 
very  unreliable.  When  I  saw  him,  he  had  just  recovered  from  an 
attack  of  the  grippe.     He  was  weak  and  breathing  with  difficulty. 

There  was  some  impairment  of  his  voice.  The  laryngeal  exami- 
nation revealed  the  left  vocal  cord  in  a  partially  paralyzed  state.  The 
thrill  and  pulsation  were  easily  made  out.  The  diagnosis  of  aortic 
aneurism  was  made.  This  patient  was  put  on  iodide  and  strychnine. 
This  treatment  gave  him  great  relief.  He  was  advised  to  lead  a 
very  quiet  life. 
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Under  the  above  treatment  he  became  so  much  better  that  he 
decided  to  go  South.  I  cautioned  him,  but  he  went  to  Asheville,  N. 
C,  where  the  altitude  so  aggravated  his  condition  that  he  left  and 
went  to  Florida.  He  remained  in  Florida  for  a  few  weeks  only, 
most  of  the  time  he  was  in  bed^  He  wrote  to  me  that  he  would 
return  to  the  hospital  in  Kansas  City.  He  was  taken  so  very  ill  at 
Birmingham,  Ala.,  that  he  was  removed  to  a  hospital.  The  aneur- 
ism ruptured,  and  caused  his  death  very  suddenly  while  there. 

These  patients  should  be  kept  quiet  on  an  easily  digested  non- 
stimulating  diet.  While  their  cases  are  always  incurable,  they  can 
be  made  to  live  a  very  much  more  comfortable  life.  Absolute 
quiet  should  be  insisted  on.  It  is  never  safe  to  allow  these  patients 
to  travel,  because  they  are  apt  to  die  very  suddenly,  death  being 
caused  from  rupture  of  the  aneurism. 

The  laryngeal  paralysis  in  both  cases,  aided  me  greatly  in  making 
a  diagnosis. 

This  condition  of  the  vocal  cord  was  pointed  out  by  Mr.  Felix 
Semon,  of  London,  years  ago,  in  a  very  concise  manner. 

To-day  it  is  known  as  the  Semon  law.  Its  importance  should 
always  be  remembered  in  making  a  diagnosis  in  such  cases  as  those 
cited  above. 


SUPERHEATED  MEDICATED  AIR  IN  DISEASES  OF  THE 
EAR  AND  NOSE*. 

BY  JOSEPH  C.  BE€K,  M.D.,  CHICAGO. 

In  making  my  report  of  over  one  year's  experience  with  the  super- 
heated medicated  air  in  the  treatment  of  certain  affections  of  the  ear 
and  nose,  I  desire  to  state  at  the  outset  that  I  do  not  claim  originaHty 
of  its  use,  nor  do  I  claim  that  it  is  a  panacea  for  all  ailments  and  not 
the  only  treatment  in  the  ear  and  nose  affections.  In  fact,  I  have 
been  unable  to  cure  all  my  cases  with  its  use,  and  bring  an  adverse 
report  of  its  use  in  conditions  in  which  it  has  been  advocated,  and 
great  curative  effects  claimed,  namely,  in  chronic  catarrhal  condi- 
tions of  the  middle  ear. 

I  believe,  however,  that  I  have  improved  the  mvithod  by  which  hot 
air  can  be  applied  and  combined  with  medicinal  substances,  so  that 
the  results  will  prove  to  be  superior  from  this  agent  than  formerly ; 
at  any  rate,  I  have  found  it  a  great  adjuvant  to  the  other  already 
accepted  methods  of  treatment. 

Heat  has  been  used  in  ear  diseases  as  a  therapeutic  agent  mainly 
to  relieve  pain,  to  stimulate  absorption  of  pathological  products,  like 
connective  tissue  formation,  or  other  deposits.  It  is  used  very  fre- 
quently to  promote  suppuration  in  other  parts  of  the  body.  I  have 
employed  it  with  this  purpose  in  chronic  suppurative  processes  in  the 
ear. 

The  air  itself  serves  as  a  drying  agent.  It  also  serves  as  a  con- 
ductor for  the  medicinal  substances. 

Medicinal  substances  in  gaseous  forms  and  vaporized  have  been 
used  in  the  diseases  of  the  ear,  as,  for  instance,  chloroform,  tur- 
pentine, and  iodine. 

The  combination  of  these  three  agents,  namely,  air,  heat  and  medi- 
caments, I  have  applied  in  my  experiments  and  treatment  of  my 
cases. 

In  order  to  make  the  heating  and  application  of  the  air  easy,  I  have 
devised  this  little  air  heater  (Fig.  1),  which  crnsists  of  a  metal 
cylinder  mounted  on  a  handle.  The  tip  of  this  metal  cylinder  is 
mounted  by  wood  fiber  canula,  two  inches  in  length,  which  is  de- 
tachable.    Within  this  cylinder  is  an  incandescent  lamp,  which  car- 


*  Read  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Oto- Laryngology, 
Indianapolis,  April  10,  15K);-f. 
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ries  a  current  of  115  volts,  supplied  with  a  switch  at  the  handle  to 
turn  off  or  on  the  current  by  simple  compression.  At  the  back  of 
this  cylinder  is  an  opening  into  which  is  inserted  the  nozzle  of  the 
compressed  air  tube.  The  medicator  is  within  the  cylinder;  it  is 
a  small  metal  box,  containing  a  piece  of  felt,  which  is  saturated 
with  the  desired  medicament,  and  it  acts  at  the  same  time  as  a  filter 
for  the  air. 

As  soon  as  the  electric  current  is  turned  on,  the  metal  cylinder 
begins  to  get  hot,  and  within  a  minute  or  two  it  has  acquired  a  suffi- 
cient heat  to  warm  the  air  which  passes  through  it  from  the  air 
tubule.  As  soon  as  the  current  of  air  is  allowed  to  pass  through 
this  heated  chamber,  it  will  come  out  in  a  concentrated  warm 
stream  from  the  tip  of  the  wood  fiber  canula.  It  requires  about  two 
minutes  to  produce  a  very  hot  current,  but  the  temperature  can  be 
regulated  by  the  switch.  The  pressure  of  the  air  can  also  be  regu- 
lated by  the  cut-off  on  the  air  tubes. 

After  experimenting  with  about  fifteen  different  volatile  medicinal 
substances,  I  have  selected  three  which  give  the  best  results,  namely, 
formalin,  menthol  and  chloroform. 

EXPERIMENTS. 

Thermal.  1.  By  making  contact  for  a  half  a  minute,  the  tem- 
perature of  the  air  current  is  brought  up  to  the  desired  warmth,  that 
is, -120  degrees  F. 

2.  By  keeping  on  the  contact  for  six  minutes,  allowing  the  air  to 
pass  continuously,  we  get  the  maximum  temperature,  that  is,  175 
degrees  F. 

3.  Making  contact  without  allowing  any  air  to  pass  through  the 
heater  for  four  minutes,  we  obtain  then  an  air  curren  ^f  265  de- 
grees F. 

4.  It  requires  four  minutes  for  the  heater  to  cool  by  allowing  the 
cold  air  to  pass  through  when  contact  is  taken  eft*. 

5.  By  making  contact  every  half  a  minute  and  allowing  the  air 
to  pass  continually,  we  obtain  a  constant  temperature  of  the  air 
of  from  120  to  130  degrees  F. 

bacteriological  experiments. 

I  will  simply  read  the  titles  of  the  experiments;  the  detailed  re- 
sults will  be  published  later.  Suffice  it  to  say,  however,  that  the 
heated  formalin  filtered  through  a  piece  of  felt  in  the  manner  de- 
scribed in  the  paper  has  distinct  bactericidal  properties,  as  these 
cultures  show. 
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1.  Cultures  made  of  ordinary  cold  unfiltered  compresser  air. 

2.  Of  filtered  cold  compressed  air. 

3.  Of  hot  unfiltered  compressed  air. 

4.  Of  hot  filtered  compressed  air. 

5.  Of  cold  unfiltered  formalin  compressed  air  of  5,  10,  20,  and 
40  per  cent. 

6.  The  same,  filtered. 

7.  Heated  formalin  compressed  air  unfiltered,  at  the  above 
strengths. 

8.  The  same,  filtered. 

9.  Passing  cold  formalin  compressed  air  at  the  above  strengths 
over  pure  cultures  of  (a)  staphylococcus;  (b)  streptococcus;  (c) 
tubercle  bacilli;  (d)  anthrax,  and  cultures  made  of  them  after  that. 

10.  Same  experiments  with  heated  formalin. 

For  the  applical'.on  of  this  method  of  trcatiDcnr,  I  have  ^^eleclod 
a  number  of  affections  of  the  ear  and  nose,  but  principally  cases  of 
chronic  suppuration  of  the  middle  ear,  and  I  shall  describe  the  latter 
first.  I  divide  the  cases  in  two  groups:  (a)  Those  with  bone 
involvement,     (b)   Those  without  bone  involvement. 

The  differential  diagnosis  of  these  two  conditions  was  made  by 
the  method  of  segregation,  that  is,  washing  out  the  cavity  of  the 
middle  ear  with  sterile  water  and  boric  acid,  by  means  of  a  Dicker- 
man's  canula.  The  washings  were  centrifuged  and  the  sediment 
examined  microscopically  for  bone  dust  and  cholesterin,  and  choles- 
teotoma  cells.  The  findings  from  these  examinations  were  of  great 
value  for  our  prognosis.  Where  bone  dust  or  cholesteotoma  cells 
were  found,  the  prospects  for  a  cure  were  not  encouraging.  If, 
however,  the  findings  were  negative,  the  outlook  for  a  cure  was  very 
promising,  and  even  if  bone  dust  was  present,  I  am  glad  to  state  the 
results  were  far  superior  to  the  ordinary  methods. 

The  application  of  this  method  of  heated  medicated  air  has  a  three- 
fold use. 

1.  It  stimulates  suppuration  and  helps  to  throw  off  pathological 
processes,  thereby  producing  a  healthy  surface  oi  healing.  It  pro- 
duces epidermization  more  rapidly. 

2.  The  cavity  is  dried,  and  produces  a  poor  culture  nidus  for 
bacterial  development. 

3.  The  formalin  in  this  gaseous  state  is  forced  into  all  crevices, 
and  exerts  its  germicidal  action  more  efficiently. 

In  order  to  describe  the  technique,  I  will  report  two  cases,  as 
illustrations. 
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Case  1.  Miss  C,  17  years  old,  suffered  from  a  malodorous  dis- 
charge from  her  right  ear  constantly  for  more  than  one  year.  Status  : 
Right  ear,  membrana  tympana  fairly  normal  in  appearance ;  mem- 
brana  Schrapnelli  has  in  its  center  a  small  perforation,  through 
which  oozes  a  small  quantity  of  malodorous  pus.  The  head  of  the 
hammer  is  visible,  and  a  fine  probe  gives  evidence  to  bare  bone.  A 
smear  preparation  shows  but  a  few  micro-organisms.  Examina- 
tion of  sediment  washings  demonstrates  bone  dust.  There  are  no 
marked  obstructive  changes  in  the  nose,  and  the  Eustachian  tube  is 
clear.     Hearing  is  only  slightly  abnormal. 

The  usual  method  of  treatment  was  carried  out  by  myself  for  four 
months,  without  any  improvement  in  the  condition.  July,  1902, 
after  the  usual  cleansing  and  drying,  I  applied  for  the  first  time  hot 
air  with  formalin,  as  follows :  I  directed  the  canula  of  the  heater 
to  the  opening  of  the  Schrapnell  membrane,  and  allowed  to  pass  into 
it  a  current  of  air  of  ten  pounds  pressure,  at  a  temperature  of  120 
degrees  F.  The  felt  was  saturated  with  a  40  per  cent  solution  of 
formalin.  The  air  was  allowed  to  pass  in  it  for  three  minutes,  then 
the  canal  was  gently  packed  with  a  gauze  strip,  and  the  patient  sent 
home.  The  next  day  the  ear  was  examined,  she  did  not  complain  of 
pain,  but  the  condition  was  not  markedly  changed.  The  treatment 
was  repeated  for  four  more  days;  the  patient  complained  of  some 
pain,  and  the  discharge  was  more  profuse,  so  that  she  took  out  the 
gauze  packing,  which  she  claimed  was  blood-stained.  I  found  evi- 
dences of  blood  in  the  canal,  but  there  was  less  odor  to  the  discharge. 
From  this  day  on,  improvement  followed,  so  that  after  three  week's 
daily  treatment,  the  discharge  entirely  disappeared.  Anticipating, 
however,  a  return  in  these  very  unfavorable  cases  of  perforation 
into  Schrapnell's  membrane,  and  the  rarity  of  a  cure  without  at  least 
removal  of  the  ossicles,  I  ordered  the  patient  to  return  every  month 
for  examination,  which  she  did,  and  I  am  glad  to  say  that  up  to  date 
there  is  no  return  of  the  discharge. 

Case  2.  Miss  L.,  26  years  old;  had  running  ear  since  childhood. 
The  discharge  would  stop  at  times  for  a  month  or  two,  but  always 
returned.     Status :     Pus  abundant,  and  of  a  bad  odor. 

Microscopic  examination. 

Washing  and  sedimentation  show  no  bone  dust  or  cholesteotoma. 
I  had  been  unsuccessful  in  the  improvement  of  this  condition  after 
two  months'  treatment  of  the  usual  method.  I,  therefore,  applied 
the  super-heated  formalin  air  daily  for  five  weeks,  in  precisely  the 
same  manner  as  in  case  1,  except  that  the  time  of  application  varied 
from  five  to  ten  minutes.     The  usual  treatment  of  nose  and  throat 
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was  carried  out  at  the  same  time.  The  discharge  entirely  disap- 
f>eared  after  five  weeks.  Five  months  have  now  elapsed,  and  no 
recurrence  has  yet  taken  place. 

I  have  applied  the  superheated  medicated  air  in  twenty-three  cases 
of  otitis  media,  catarrhalis  chronica,  as  described  by  Hopkins  and 
Oaks,  for  the  relief  of  deafness,  and  tinnitus,  and  I  am  sorry  to 
state  that  I  have  not  obtained  satisfactory  results ;  in  fact,  three  pa- 
tients have  complained  that  whenever  heat  was  used,  the  tinnitus 
was  aggravated. 

The  use  of  heated  air  passed  into  the  middle  ear  by  means  of  the 
Eustachian  cavity  has  given  me  the  following  experimental  result: 

A  case  of  atrophic  rhinitis,  with  a  large  perforation  of  the  tym- 
panic membrane  was  the  subject.  A  thermometer  was  passed 
as  far  as  possible  into  the  meatus  externus,  and  then  the  opening  was 
plugged  around  the  thermometer  by  a  compound  used  by  dentists, 
then  a  wood  fibre  catheter  was  warmed  and  passed  into  the  Eusta- 
chian tube.  The  hot  air,  at  the  temperature  of  120  degrees,  was  then 
allowed  to  pass  into  the  catheter  for  more  than  seven  minutes,  until 
the  patient  complained  of  a  hot  sensation  about  the  Eustachian  open- 
ing. The  thermometer  did  not  show  the  slightest  rise  in  tempera- 
ture, and  from  this  I  concluded  that  the  hot  air  introduced  into  the 
middle  ear  by  this  route  is  of  no  value,  having  cooled  of  before  it 
reached  the  middle  ear. 

Other  conditions  for  which  I  have  used  hot  air  by  this  method 
were  acute  salpingitis,  earache  in  children,  acute  otitis  media  (in 
some,  perforation  followed),  furunculosis,  weeping  eczema.  In  this 
latter  condition,  the  results  were  gratifying.  As  a  rule,  itching  was 
relieved,  and  the  weeping  eczema  rapidly  cured. 

The  superheated  air  in  the  treatment  of  nasal  affections  I  have 
applied  in  two  conditions:  (1)  Acute  sinusitis  without  pus;  (2) 
lupus  of  the  alse  of  the  nose. 

In  the  first  stages  of  acute  sinusitis  with  much  pain,  I  have  em- 
ployed the  heated  air,  medicated  with  menthol,  of  full  strength,  at 
the  temperature  of  105  degrees  P.,  for  ten  minutes,  the  canula  hav- 
ing been  replaced  by  an  olive  tip.  Treatment  gave  most  satisfactory 
results.  In  one  case  of  a  physician  whom  I  treated  for  three  days 
by  the  usual  method  of  mentholated  steam  inhalation  and  other  local 
and  general  treatment  was  not  relieved,  but  after  one  application  of 
dry  heat  for  ten  minutes,  the  condition  was  very  markedly  improved. 
This  may  have  been  accidental,  but  in  conjunction  with  my  experi- 
ence in  other  cases  I  am  confident  that  dry  hot  air  is  preferable,  and 
was  the  cause  of  the  rapid  change  for  the  better. 
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In  the  case  of  lupus  of  the  ala,  I  applied  the  formahn  heated  air, 
of  a  temperature  of  230  degrees  F.,  ten  minutes  at  a  time,  for  ten 
sittings,  when  the  condition  was  perfectly  healed.  Lichtwitz  re- 
ports a  similar  case,  with  same  result,  with  the  use  of  Hollander's 
apparatus. 

In  conclusion,  I  desire  to  say  that  not  all  cases  which  I  treated 
with  this  method  got  well,  as  my  full  report  of  over  thirty  cases  will 
show,  nor  that  the  cases  of  chronic  suppurative  ear  disease  which  are 
now  dry  are  permanently  cured,  but  I  have  found  this  method  an 
excellent  addition  to  the  non-surgical  treatment  of  chronic  suppura- 
tion of  the  middle  ear,  the  condition  which  makes  up  such  a  large 
percentage  of  our  cases. 

Even  when  clear  indications  for  operative  interference  exist,  the 
patient  will  not  always  consent  to  it,  and  I  believe  that  in  such  in- 
stances this  method  may  be  given  a  trial. 

REPORT  OF  cases. 

Fourteen  cases  of  otitis  media  catarrhalis  chronica,  varying  from 
the  age  of  twenty  to  fifty-four  years,  all  having  been  complaining 
between  one  and  ten  years  of  deafness  and  noises  in  their  ears.  All 
gave  a  history  of  naso-pharyngeal  trouble.  All  have' a  Rinne  nega- 
tive, and  whisper  reduced  in  varying  degree.  Improved  some  in 
hearing  right  after  inflation,  but  this  is  not  lasting.  All  were  treated 
by  the  usual  methods  for  from  six  weeks  to  six  months,  without  any 
improvement,  then  added  the  use  of  superheated  air  to  the  tolerance 
of  the  patient,  which  was  about  150  to  200  degrees  F.,  for  three  to 
five  minutes.  Treatment  lasted  from  six  months  to  a  year,  twice  a 
week.  The  general  complaint  during  and  a  short  time  after  the 
treatment  was  dizziness,  in  all  the  cases.  There  is-  no  improvement 
in  the  hearing  of  any  of  the  cases,  the  tinnitus  was  relieved  in  most 
of  the  cases,  and  three  of  the  patients  give  a  history  of  increase  in  the 
tinnitus  after  the  treatments. 

Fourteen  cases  of  otitis  media  suppurative  chronica,  ranging  from 
the  age  of  nine  to  forty-three.  All  have  had  running  ears  for  more 
than  a  year,  and  most  of  them  for  several  years.  The  washings  from 
the  middle  ear  were  sedimented  and  examined  microscopically,  and 
in  five  of  the  cases  showed  absence  of  either  bone  dust  or  choles- 
teotoma  cells,  while  nine  showed  bone  dust,  but  only  three  of  those 
showed  distinct  epithelial  cells  of  cholesteotomatous  nature,  one  giv- 
ing the  distinct  chemical  reaction.  All  these  cases  were  treated  pre- 
viously by  the  usual  accepted  methods,  with  varying  success,  then 
using  additionally  superheated  formalin  air,  with  marked  improve- 
ment. 
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Seven  cases  were  cured,  and  remained  so,  the  longest  seven 
months,  the  shortest  three  and  a  half  months.  Of  the  remaining 
seven,  five  were  markedly  improved,  and  are  still  under  treatment. 
Two  were  operated  on  (radical  mastoid),  and  one  ossiculectomy. 
Both  still  discharging  and  showing  bone  dust  and  epitheHal  cells 
microscopically  in  the  sediment  washing.  All  these  cases  are  in 
private  practice.  Many  cases  treated  clinically,  but  no  record  could 
be  kept,  owing  to  the  irregularity  of  the  coming,  and  many  would 
stay  away  after  a  short  period  of  treatment. 

ACUTE  OTITIS  MEDIA    (eAR-ACHE). 

Four  cases,  all  in  children  from  three  to  seven  years  of  age.  Dis- 
tinct history  of  adenoids.  All  relieved  of  pain  after  one  or  two 
applications  of  heat  for  three  minutes,  at  the  temperature  of  120 
degrees  F.  Three  of  these  cases  perforated,  getting  well  by  the 
usual  mode  of  treatment  after  two  to  four  weeks. 

OTITIS   EXTERNA   FURUNCULOSA. 

Two  cases.  Relieved  of  pain  after  the  application  of  superheated 
air  at  the  temperature  of  200  degrees  for  five  minutes,  but  incision 
was  necessary  to  obtain  a  cure. 

ACUTE   SINUSITIS  WITHOUT  EVIDENCE  OF   PUS. 

Three  cases,  in  adults,  using  menthol,  formalin  alternately,  in  five 
per  cent  solution,  the  latter  being  very  irritating.  Every  day  for  five 
minutes,  for  three  days.  All  three  cases  very  much  relieved  after 
treatment. 

LUPUS  OF  THE  RIGHT  ALA. 

One  case;  man,  thirty  years  old;  distinct  lupoid  tubercles  treated 
for  a  period  of  six  weeks  by  X-rays,  with  not  marked  improvement, 
and  after  eleven  applications  of  superheated  air,  at  a  teniperature  of 
255  degrees,  the  condition  commenced  to  show  improvement,  and 
healing  followed. 


BIBLIOGRAPHY. 

'  Snydacker,  E.  F. :     Archives  of  Otology,  Vol.  XXX,  No.  6;  1901. 

^  Hopkins,  G.  W. :  Annals  of  Otology,  Rhinology,  and  Laryngology,  Feb., 
1902. 

'  Oaks,  J.  F. :    Laryngoscope,  1902. 

*  Lichtwitz:  Archives  of  Int.  Laryng.,  D'Otol.  rt  Rhinologie,  Jan.  and 
Feb.,  1902. 


SOCIETY   PROCEEDINGS, 


NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LARYNGOLOGY  AND  RHINOLOGY. 

Stated  Meeting,  March  25th,  1903. 

Walter  F.  Chappell,  Chairman. 

Osseous  Hypertrophy  of  the  Right  Superior  Maxilla. 

Dr.  Robert  C.  Myles  presented  a  boy  of  sixteen  who  had  first 
come  to  him  about  six  months  ago  with  a  tumor  of  the  right  antrum 
and  a  history  of  its  having  first  appeared  sixteen  months  before. 
The  antrum  appeared  to  be  perfectly  soHd,  and  steel  instruments 
made  but  little  impression  on  it.  The  drill  demonstrated  a  resist- 
ance equal  to  that  of  ivory.  For  the  last  six  months  there  had  been , 
no  evidence  of  further  growth. 

Operation  for  Ranula.     Venous  Hemorrhage. 

Dr.  M.  D.  Lederman  presented  a  youth  whom  he  had  first  seen 
five  days  ago.  He  said  that  while  punching  the  bag  he  had  been 
struck  in  the  face  and  a  swelling  had  appeared,  but  that  subsequently 
it  went  away  and  a  tumor  made  its  appearance  under  the  tongue. 
Thinking  from  its  appearance  that  it  was  a  ranula,  Dr.  Lederman 
made  a  small  incision,  but  nothing  but  venous  blood  escaped.  The 
question  arose  as  to  whether  this  might  be  a  varix  or,  after  all, 
only  an  ordinary  ranula.  The  growth  has  gradually  diminished  in 
size. 

Laryngeal  Infiltration. 

Dr.  James  E.  Newcomb  presented  a  woman,  fifty-six  years 
of  age,  without  a  syphilitic  history  or  evidence  of  that  disease  except 
possibly  in  the  larynx.  She  said  that  she  had  been  in  her  usual 
health  up  to  about  one  month  ago,  after  which  she  became  gradually 
hoarse.  On  the  right  side  of  the  larynx  and  involving  the  greater 
part  of  the  ventricular  band  was  an  irregular  infiltrating  mass,  and 
from  this  a  slight  hook-like  prolongation  running  down  to,  but  not 
involving,  the  true  cord.  The  question  arose  as  to  whether  the 
growth  was  syphilitic  or  epitheliomatous.  As  he  had  only  seen  the 
case  twice  he  was  not  in  a  position  to  present  a  positive  opinion. 
She  would  be  put  upon  iodide,  and  the  result  reported  later. 
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Dr.  W.  K.  Simpson  said  that  the  tumor  appeared  to  him  to  be  a 
benign  growth-  The  history  suggested  a  prolapse  of  the  ventricle, 
but  in  that  event  there  should  be  a  smooth  surface  and  no  prolonga- 
tions. The  growth  seemed  to  originate  from  the  false  cord  and 
looked  like  a  papilloma. 

Dr.  Francis  J.  Quinlan  also  thought  the  growth  was  papilloma- 
tous, and  that  it  was  undergoing  a  transition  to  malignancy.     It 
was  well  known  that  these  growths  were  prone  to  develop  such 
change. 
Primary  Lupus  of  the  Larynx. 

Dr.  Thomas  J.  Harris  presented  a  woman  of  seventy-three  who 
for  over  three  years  had  been  suffering  from  a  laryngeal  affection. 
He  had  first  seen  her  three  weeks  ago,  and  she  then  complained  only 
of  continuous  pain  in  the  larynx.  The  case  came  to  him  with  a 
diagnosis  of  lupus,  and  with  the  statement  that  Dr.  Jonathan  Wright 
had  examined  a  section  of  the  epiglottis  and  had  made  this  diagnosis. 
There  was  almost  total  loss  of  the  epiglottis.  There  were  no  tuber- 
cle bacilli  found  in  the  sputum,  but  there  was  distinct  evidence  of 
tuberculosis  in  the  lungs.  The  appearance  at  the  present  time  was 
that  of  tubercular  ulceration,  and  those  who  had  previously  seen 
her  had  felt  justified  in  excluding  syphilis.  X-ray  treatment  had 
been  used,  but  apparently  with  little  or  no  improvement,  and  the 
orthoform  emulsion  had  so  far  given  but  Slight  relief  to  pain. 

Dr.  W.  K.  Simpson  said  that  in  consideration  of  the  duration  of 
the  disease  and  the  clinical  features  present  he  was  disposed  to  con- 
sider this  a  lupus  of  the  larynx..  There  were  two  types  of  tubercular 
implication  of  the  larynx,  one,  the  ordinary  typical  tubercular  laryn- 
gitis occurring  in  the  course  of  pulmonary  tuberculosis,  and  an- 
other, similar  to  the  condition  present  in  this  case,  which  might  be 
termed  a  tubercular  thickening. 

Dr.  M.  D.  Lederman  said  that  the  inflammatory  process  was  evi- 
dently a  very  slow  one  in  this  case.  Examination  showed  but 
little  cicatricial  thickening ;  hence,  it  could  not  be  considered  a  typi- 
cal lupoid  manifestation.  From  its  present  appearance  the  speaker 
was  inclined  to  believe  it  a  slow  tubercular  process. 

Dr.  Jonathan  Wright  said  that  he  saw  this  patient  three  or  four 
years  ago,  at  which  time,  he  thought,  the  diagnosis  lay  between 
epithelioma  and  lupus.  About  two-thirds  of  the  epiglottis  remained 
at  that  time ;  there  was  no  deterioration  of  the  general  health  or  of 
the  lungs,  and  no  tubercle  bacilli  were  found.  The  section  removed 
showed  no  giant  cells  or  areas  of  coagulation  necrosis,  and  he  desig- 
nated the  case  as  one  of  lupus.     Lupus  and  tuberculosis  w^re  after 
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all  the  same  thing  histologically,  and  differed  only  in  accordance 
with  the  resistance  presented  by  the  individual.  There  was  no 
sharp  distinction  clinically  between  the  two  conditions.  About  50 
per  cent  of  lupus  in  all  parts  of  the  body  recovered,  and  the  remain- 
der passed  into  a  general  tuberculosis. 

Congenital  Malformation  of  the  Arytenoids. 

Dr.  Otto  E.  Prellwitz  presented  a  man  whose  arytenoids  over- 
lapped. The  point  of  interest  was  as  to  whether  this  was  a  congen- 
ital condition,  and  also  as  to  its  frequency. 

Tumor  of  Anterior  Surface  of  the  Trachea. 

Dr.  Cor  win  presented  a  young  woman  who  had  had  a  cystic 
growth  removed  from  the  right  clavicular  region  four  months  ago. 
Quite  recently  a  swelling  had  appeared  in  the  right  thyroid  region, 
which  was  firm  laterally  and  was  soft  in  the  middle.  He  was  in- 
clined to  think  the  anterior  wall  of  the  trachse  was  depressed.  The 
case  was  presented  for  suggestions  regarding  diagnosis  and  treat- 
ment. 

Syphilitic  Stenosis  of  the  Pharynx. 

Dr.  Thomas  J.  Harris  presented  a  young  woman  whom  he  had 
presented  to  the  Section  about  a  year  ago  as  a  case  of  congenital 
syphilitic  obstruction  of  the  pharynx.After  a  course  of  anti-syphilitic 
treatment  the  dyspnoea  became  so  distressing  that  operation  was 
demanded.  Dr.  B.  Farquhar  Curtis  performed  :i  lateral  pharyngot- 
omy  after  a  preliminary  tracheotomy,  and  in  the  course  of  the 
operation  the  lingual  artery  had  to  be  tied  and  the  large  nerves  of  the 
neck  turned  aside.  It  was  found  that  the  stricture  was  at  the  junc- 
tion of  the  oesophagus  and  pharynx,  and  was  not  in  the  larynx. 
The  stricture  was  excised,  and  a  very  large  flap  of  skin  from  the 
neck  was  drawn  into  the  opening  into  the  pharynx  and  attached  to 
the  vicinity  of  the  pillars.  The  tracheotomy  tube  was  retained  for 
some  time,  and  then  extensive  skin  grafting  was  done.  The  opera- 
tion perfectly  relieved  the  stenosis,  but  about  twenty-four  hours  after 
leaving  St.  Luke's  Hospital  she  developed  such  marked  dyspnoea  that 
it  became  necessary  to  again  insert  a  tube  into  the  trachea.  The 
question  arose  as  to  whether  there  had  been  some  disturbance  of  the 
superior  laryngeal  nerve  or  was  the  obstruction  due  to  an  extension 
of  the  syphilitic  process.  Examination  with  laryngeal  mirror  at 
time  of  greatest  dyspnoea  before  second  tracheotomy  had  shown  very 
little  movements  of  cords.  Since  then  the  two  sides  of  the  deformed 
epiglottis  were  in  such  close  apposition  that  any  view  of  the  cords 
was  impossible. 
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Dr.  L.  a.  Coffin  said  it  was  really  wonderful  how  the  skin  of  the 
flap  took  on  the  characteristics  of  mucous  membrane.  The  case 
which  Dr.  Curtis  had  operated  for  him  a  few  years  ago  was  a  com- 
plete and  permanent  success. 

Manikin  for  Instruction  in  Technique,   Diagnosis  and  Treat- 
ment, of  Diseases  of  the  Upper  Air  Passages. 

Dr.  Lewis  A.  Coffin  presented  this  manikin  which  he  had  devised 
for  the  purpose  of  affording  practice  in  technique.  The  different 
parts  to  be  treated  were  connected  electrically  with  a  lamp  in  the  eye 
of  the  manikin,  and  the  circuits  were  suitably  controlled  by  switches. 
By  connecting  the  applicator  electrically  with  a  plug  in  the  manikin 
and  then  turning  the  switch  marked  with  the  name  of  the  part  to  be 
treated,  the  apparatus  was  made  ready,  and  the  accuracy  of  the 
application  was  vouched  for  by  the  lighting  of  the  lamp  in  the  eye 
when  the  applicator  reached  the  proper  spot. 

Dr.  W.  F.  Chappell  said  that  some  years  ago,  when  engaged  in 
making  submucous  injections  into  the  larynx  he  had  found  it  very 
difficult  to  make  these  injections,  and  it  had  onlv  been  after  long 
practice  on  a  very  poor  manikin  that  he  had  become  sufficiently  ex- 
pert to  carry  out  this  practice.  He  was  positive  that  if  he  had  such 
an  excellent  and  ingenious  manikin  as  the  one  just  demonstrated 
his  task  would  have  been  greatly  simplified. 

Notes  from  the  Throat  Department  of  the  Pathological  Labora- 
tory of  the  Manhattan  Eye  and  Ear  Hospital. 

Dr.  Jonathan  Wright  read  a  paper  with  this  title.  He  said  that 
he  had  been  long  impressed  with  the  great  desirability  of  a  labora- 
tory in  connection  with  every  nose  and  throat  clinic,  and  having  in 
this  all  the  material  removed  examined  by  those  who  were  thor- 
oughly familiar  with  the  clinical  side  of  the  work.  Only  indifferent 
results  were  to  be  expected  from  examinations  conducted  by  the 
laboratory  recluse.  The  examination  of  malignant  growth.*^  was 
one  of  subsidiary  interest,  and  to  a  less  extent  this  was  true  of 
syphilis  and  tuberculosis.  Hardly  any  two  pieces  of  tissue  gave 
the  same  reaction  to  reagents,  except  perhaps  in  the  case  of  hyper- 
trophied  lymphoid  tissue.  The  patient  and  repeated  stu(^  ^  of  every 
bit  of  tissue  removed  from  the  nose  and  throat  wouli  result  in  the 
accumulation  of  most  valuable  knowledge. 

Rapidly  Recurring  Bleeding  Polyp  of  the  Septum  Nasi  in  a 
Pregnant  Woman. 

The  speaker  then  described  a  case  of  this  kind,  and  stated  that  he 
had  met  with  eight  -such  cases.     The  round  cell  infiltration  often  led 
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to  more  than  a  suspicion  of  malignancy.  This  case  had  been  under 
his  observation  for  a  number  of  years,  and  the  bleeding  polyp  had 
appeared  repeatedly  during  the  seventh  month  of  pregnancy.  When 
first  seen  in  1901  it  was  a  vascular  growth  springing  from  a  perfora- 
tion in  the  septum  that  some  physician  had  produced  by  a  previous 
cauterization.  The  growth  was  removed  but  the  recurrence  was 
larger  than  the  original  growth.  No  further  discomfort  was  ex- 
perienced until  she  was  again  seven  months  advanced  in  pregnancy, 
when  a  growth  almost  exactly  like  the  first  one  was  found.  A  few 
months  later  it  was  again  removed.  Microscopical  examination  show- 
ed the  tissue  to  be  covered  by  degenerated  flat  epithelial  cells,  and 
underneath  was  what  appeared  to  be  hyaline  degeneration  of  con- 
nective tissue.  There  was  every  evidence  of  considerable  inflamma- 
tory action,  but  no  proof  of  the  malignant  nature  of  the  growth.  A 
growth  about  the  size  of  a  pea  was  still  present.  From  anatomical, 
as  well  as  pathological  and  physiological  facts,  it  was  known  that 
there  was  more  or  less  sympathy  between  the  erectile  tissue  of  the 
nose  and  of  the  genitalia.  •  In  the  erectile  tissue  of  the  nose  the 
large  arterioles  lay  in  the  deeper  layers  close  to  the  bone.  The 
capillaries  did  not  usually  empty  directly  into  the  venous  sinuses. 
The  radicle  arteries  and  veins  passed  through  various  bony  canals 
into  the  nose.  Many  of  the  large  veins  lay.  between  the  muscular 
arteries  and  the  firm  periosteum ;  hence,  an  increase  in  the  diameter 
oi  the  artery  must  result  in  an  encroachment  upon  the  lumen  of  the 
vein  without  entirely  closing  it.  The  nasal  mucosa  differed  from 
other  mucosae  in  the  body  in  the  presence  immediately  beneath  it  of 
bone  structure  in  close  relationship  with  the  blood  vessels  and  glands. 
This  was  the  only  mucosa  in  the  body  in  which  radicle  blood  vessels 
were  contained  in  unyielding  channels. 

Papillomatous^Adenomatous  Hypertrophy  of  the  Mucous  Mem= 
brane  of  the  Septum. 

A  case  of  this  kind  was  reported.  It  was  an  exceptional  example 
in  this  region  of  an  oedematous  papillary  hypertrophy  of  the  mucous 
membrane  which  was  becoming  adenomatous.  The  specimen  showed 
an  epithelial  hypertrophy,  and  this  he  considered  to  be  the  essential 
feature.  The  glandular  epithelium  was  practically  unaltered.  Plates 
illustrating  several  specimens  were  shown.  When  areas  were  found 
exhibiting  epithelial  cells  intervening  between  the  loops  of  columnar 
cells  and  the  stroma  one  might  expect  the  beginning  of  malignancy. 
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A  Cyst  in  the  Lymphoid  Tissue  of  the  Pharynx. 

Cysts,  he  said,  were  occasionally  met  with  within  the  lymphoid 
tissue  as  a  result  of  a  dilatation  of  the  lymph  spaces.  Abscess  of 
the  lymphoid  tissue  was  equally  rare,  and  was  sometimes  confounded 
with  these  cysts.  The  retention  cysts  of  the  lacunae  of  the  tonsil 
were  also  sometimes  confounded  with  true  lymphoid  cysts.  Various 
lantern  slides  were  exhibited  to  illustrate  each  case,  together  with 
the  projection  of  some  slides  of  microscope  specimens. 

Dr.  H.  L.  Swain,  of  New  Haven,  said  that  none  too  much 
stress  had  been  laid  upon  the  fact,  that  the  smaller  veins  had  a  certain 
amount  of  smooth  muscular  fibres  in  their  walls,  assisting  in  evacu- 
ating blood  vessels.  In  addition,  the  veins  fold  upon  themselves, 
and  this  folding  process  was  apparently  controlled  by  special  muscle 
tissue.  He  was  not  quite  prepared  to  accept  the  explanation  that 
because  of  the  special  relations  of  the  blood  vessels  in  bony  canals  or 
periosteum  both  hypertrophic  rhinitis  with  oedematous  tissue  and 
atrophic  rhinitis  were  produced.  Atrophic  rhinitis  occasionally  re- 
covered ;  yet  if  there  was  a  bone  disease  cutting  off  the  blood  supply 
he  did  not  see  how  this  could  occur  as  a  result  of  treatment.  He 
had  been  greatly  interested  and  instructed  by  the  paper  and  demon- 
stration. 
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Seventy-Ninth  Ordinary  Meeting,  February  6th,  190^. 
P.  McBride,  M.D.,  F.R.C.P.Ed.,  President,  in  the  Chair. 

The  following  report  of  the  Morbid  Growths  Committee  was  read : 

Dr.  Barclay  Baron's  specimen  {zndLe  'Proceedings,'  January, 
1903). — The  Committee  considered  that  it  was  a  columnar-celled  car- 
cinoma, showing  the  characteristics  of  the  epithelium  of  the  place  of 
origin.  Between  the  infiltrating  columns  was  a  large  amount  of 
round-celled  infiltration. 

Dr.  Lack's  specimen — tonsil — {vide  'Proceedings,'  January, 
1903). — The  Committee  considered  that  there  was  no  sufficient  evi- 
dence of  tubercle.  A  giant-cell  was  seen  in  a  lymph-space,  and  the 
whole  specimen  showed  evidence  of  inflammatory  change  without 
any  special  characteristics. 

Dr.  Dundas  Grant's  specimen  {vide  'Proceedings,'  April,  1902). 
— The  Committee  considered  that  it  was  a  columnar-celled  carcinoma 
of  the  antrum,  the  appearance  having  been  much  altered  by  small- 
celled  infiltration  following  the  operations,  and  recurrences. 

The  following  cases,  specimens,  and  instruments  were  shown : 

A  Microscopical  Secticm  of  a  Tuberculous  Pachydermia  from 
the  Processus  Vocalis. 

Shown  by  Mr.  Lake.  The  epithelium  was  thickened,  and  the 
subepithelial  tissue  consisted  of  a  mass  of  small,  round  cells. 

A  Case  of  Laryngeal  Tuberculosis. 

Shown  by  Mr.  Lake.  The  right  vocal  cord  was  thickened  and 
covered  with  granulations,  with  an  ulceration  at  the  junction  of  its 
anterior  and  middle  thirds.  The  left  ventricular  band  was  ulcerated 
and  there  was  also  moderate  enlargement  of  the  arytenoids. 

Mr.  R.  Lake,  in  reply  to  a  question  by  Dr.  W.  Hill,  said  that  the 
signs  were  not  very  marked,  but  there  was  involvement  of  both  bases. 
The  patient  was  under  the  care  of  Dr.  Weber. 

A  Case  of  Paralysis  of  the  Left  Vocal  Cord  due  to  Lead  Poison- 
ing. 

Shown  by  Mr.  Charters  Symonds.  The  patient,  a  girl  set.  18, 
exhibited  the  usual  paralysis  of  the  limbs  seen  in  this  malady,  and 
besides  had  paralysis  of  many  muscles  of  the  trunk.  A  blue  line  on 
the  gums  was  marked.     The  left  cord  lay  in  the  cadaveric  position, 
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and  did  not  move  on  phonation.  The  rarity  of  the  laryngeal  affec- 
tion was  commented  upon. 

Sir  Felix  Semon  said  that  the  co-existence  of  abductor  paralysis 
with  paralysis  of  the  internal  tensors  was  a  very  interesting  feature 
in  this  case.  According  to  modern  researches  the  form  of  paralysis 
seemed  to  vary  with  every  poison.  In  lead  poisoning,  the  abductors 
were  most  frequently  affected.  It  was  well  known  that  for  this  rea- 
son horses  working  in  lead-mills  had  frequently  to  be  tracheotomized. 

Dr.  de  Havilland  Hall  thought  that  there  was  also  paralysis  of 
the  right  internal  tensor.  It  struck  him  that  there  was  quite  as  much 
tensor  paralysis  on  the  right  as  on  the  left  side. 

A  Septotome  for  use  in  Moure's  and  other  Operations  for  De- 
flection. 

Shown  by  Dr.  Pegler.  The  instrument  was  an  adaptation  of  ex- 
isting patterns  of  the  best  design,  and  could  be  had  in  two  sizes,  dif- 
fering only,  however,  in  the  length  of  the  cutting  parts,  which  meas- 
ured 1.75  and  2.25  cm.  (about  ^i  and  %  of  an  inch)  respectively. 
These  blades  were  modified  from  those  of  Moure's  scissors,  but  they 
were  narrower,  somewhat  probended,  for  the  protection  of  the  lamina 
vestibuli ;  their  cutting  edges  were  all  but  parallel,  and  they  were 
symmetrical.  Moreover  their  necks  or  shanks  were  much  less  curved 
or  bowed,  and  at  the  junction  of  the  latter  with  the  blades  there  was 
no  bending  on  the  flat.  The  remainder  of  the  instrument  closely 
resembles  the  straight-cutting  pliers  of  Asch,  but  there  was  an  addi- 
tion of  two  powerful  springs.  The  result  of  the  combination  was  a 
simple  and  handy  septotome,  which  worked  well  in  practice.  The 
springs  ensured  the  disengagement  of  the  blades  after  closure  upon 
the  septum,  an  action  which  expedited  operation,  whereas  strength 
and  precision  were  secured  by  the  symmetry  and  absence  of  all  angles 
in  the  shanks.  Of  the  two  sizes,  the  smaller  was  probably  the  more 
generally  applicable ;  the  slight  increase  in  the  length  of  the  blade  in 
No.  2  could  scarcely  obviate  the  necessity  for  extending  the  primary 
maxillary  incision  in  osteo-cartilaginous  deflections.  The  septo- 
tome was  made  for  the  exhibitor  by  Messrs.  Mayer  and  Meltzer. 

Case  of  Unilateral  (Right)  Swelling  of  the  Thyroid  Gland  in  a 
Woman  aet.  50. 

Shown  by  Mr.  de  Santi.  The  tumor  had  been  growing  for  five 
or  six  years,  and  was  an  ordinary  parenchymatous  swelling  of  the 
right  half  of  the  thyroid  gland.  The  interest  of  the  case  consisted 
in  the  very  great  displacement  of  the  whole  of  the  larynx  and  trachea 
to  the  left  side.     The  woman  had  been  for  some  months  lately  sub- 
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ject  to  bad  attacks  of  dyspnoea,  due  to  the  pressure  on  the  displaced 
larynx  and  trachea,  and  on  the  right  pneumogastric  nerve.  Taking 
this  fact  into  consideration,  Mr.  de  Santi  was  strongly  of  opinion 
that  removal  of  the  enlarged  half  of  the  thyroid  should  be  performed, 
and  brought  the  case  forward  for  corroboration  of  this  opinion. 

Sir  Felix  Semon  thought  that  the  right  lobe  of  the  thyroid  gland 
should  be  removed,  since  it  both  pushed  the  larynx  to  the  left  and 
also  exerted  pressure  on  the  laryngeal  nerves.  This  pressure  might 
become  dangerous  if  the  tumor  were  to  suddenly  mcrease  in  size,  as 
by  internal  hemorrhage. 

Dr.  Dundas  Grant  thought  that  the  operation  should  be  carried 
out  as  soon  as  possible,  for  if  delay  occurred  both  the  larynx  and  the 
trachea  might  lose  their  resiliency. 

Mr.  P.  DE  Santi  said  that  he  would  advise  the  patient  to  undergo 
the  operation. 

Microscopical  Sections  of  Nasal  Growths  of  the  Type  of  Bleed- 
ing Polypus  of  the  Septum. 

Shown  by  Dr.  Brown  Kelly.  1  and  2.  Bleeding  Polypi  of  the 
Septum      3.  Alar  Polypus.     4.  Sarconiatoid  Tumor  of  the  Septum. 

The  four  growths,  sections  of  which  were  shown,  were  related  his- 
tologically, although  they  differed  from  the  clinical  standpoint. 
All  four  were  composed  of  a  connective-tissue  framework  support- 
ing fibro-cellular  masses  through  which  numerous  blood-vessels 
coursed.  Many  of  the  blood-vessels  were  dilated  to  form  sinuses. 
In  each  case  one  or  other  constituent  predominated  and  gave  the 
growth  its  special  character. 

1  and  2.  The  clinical  features  of  these  bleeding  polypi  were 
typical  of  this  class  of  tumor.  The  structure  of  one  was  that  of  a 
soft  fibroma ;  the  other  was  rather  that  of  an  angio-fibroma. 

3.  The  alar  polypus  was  about  the  size  of  a  hazel-nut.  It  was 
attached  to  the  left  ala,  near  the  anterior  angle  of  the  vestibule,  by  a 
thin  pedicle  which  sprang  from  the  region  where  the  skin  passes  into 
mucous  membrane.  The  microscopical  characters  of  the  growth 
closely  agreed  with  those  of  the  bleeding  polypi  just  referred  to. 

This  case  was  of  interest  on  account  of  the  unusual  seat  of  attach- 
ment. Only  one  case  of  bleeding  polypus  of  the  ala  could  be  found 
on  record  (Masip).  The  growth  from  which  the  section  now  ex- 
hibited was  taken  had  originated  in  much  the  same  way  as  a  bleed- 
ing polypus  of  the  septum ;  a  small  ''pimple'*  had  been  first  noticed, 
this  had  bled  readily,  and  after  each  severe  hemorrhage  the  tumor 
had  seemed  to  become  larger. 
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4.  The  sarcomatoid  growth  illustrated  how  a  serious  error  in 
diagnosis  might  arise.  The  patient,  a  man  set.  20,  had  complained  of 
frequent  expistaxis  of  four  months'  duration,  and  of  subsequent, 
gradually  increasing  nasal  obstruction.  On  examination,  a  purplish 
sessile  growth  was  found  filling  the  anterior  part  of  the  right  nasal 
fossa. 

The  whole  extent  of  the  growth  could  not  be  determined,  but  il 
seemed  to  originate  from  the  bony  as  well  as  the  cartilaginous  sep- 
tum. In  consequence  of  the  pressure  exercised  by  it  the  superior 
lateral  cartilage  was  elevated,  causing  considerable  external  deform- 
ity, and  the  cartilaginous  septum  w^as  deviated  so  as  almost  to 
occlude  the  other  nasal  fossa.  The  tumor  was  regarded  as  s:iico!na- 
tous,  and  a  portion  was  removed  for  microscopic  examinati-vi). 

After  this  the  patient  passed  out  of  notice  and  was  not  seen  agaiii 
for  two  years.  He  then  stated  that  the  snaring  of  the  piece  of 
growth  had  cured  him,  but  having  been  put  in  prison  he  had  been 
unable  to  report  himself  earlier. 

The  only  indication  now  apparent  of  previous  disease  in  the  nose 
was  an  extensive  smooth  scar  at  the  former  site  of  the  tumor,  from 
which  a  delicate  synechia  crossed  to  the  anterior  part  of  the  inferior 
turbinate.  The  deviation  of  the  cartilaginous  septum  vvas  much  less, 
and  the  external  deformity  had  altogether  disappeare.l 

Sections  showed  the  removed  portion  of  the  growth  to  be  of  a 
uniformly  cellular  character  in  its  deeper  part,  an  appearance  which, 
taken  in  conjunction  with  the  clinical  history  and  aspc*;t  of  the  case, 
would  naturally  have  led  to  a  diagnosis  of  sarcoma. 

Various  writers  and  several  members  of  this  Society,  particularly 
Dr.  StClair  Thomson  and  Dr.  William  Hill,  had  referred  to  the  mis- 
leading histological  characters  of  certain  nasal  tumors.  This  case 
was  reported  to  show  that  a  benign  growth  of  the  septum  may 
assume  macroscopically,  as  well  as  microscopically,  characters  of 
malignancy. 

Mr.  Hutchison  said  he  would  like  to  have  the  particulars  relating 
to  the  sarcomatoid  tumor. 

Dr.  Brown  Kelly,  in  reply  to  Mr.  Hutchison,  read  the  notes 
relating  to  the  sarcomatoid  tumor.  In  reply  to  Mr.  Waggett,  he 
would  be  pleased  to  send  the  sections  to  the  Morbid  Growths  Com- 
mittee if  desired. 

A  Case  of  Tabes  with  Early  and  Unusual  Implication  of  Vari- 
ous Cerebral  Nerves. 

Shown  by  Sir  Felix  Semon.  For  the  following  careful  abstract 
Sir  Felix  Semon  was  indebted  to  Dr.  T.  Grainger  Stewart,  House 
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Physician  to  the  National  Hospital  for  Epilepsy  and  Paralysis, 
Queen's  Square. 

The  patient  was  a  stud-groom,  aet.  46,  married. 

Complaint. — Tightness  round  waist,  difficulty  in  speech  and  in 
swallowing. 

Duration  of  above  symptoms,  six  months ;  has  had  lightning  pains 
for  two  years. 

Family  history. — Good;  married  for  eighteen  years;  six  healthy 
children,  none  dead,  no  miscarriages. 

Previous  health. — Good  till  twenty-four  years  ago,  when  he  had 
some  kind  of  venereal  disease;  denies  any  secondary  symptoms. 
Never  had  any  throat  affection. 

Present  illness. — Two  years  ago  "lightning  pains"  in  lower  ex- 
tremities. Six  months  ago  "tight  feeling"  round  abdomen  at  level  of 
umbilicus.  Five  months  ago  he  began  to  have  trouble  with  his 
throat,  which  consisted  of  a  difficulty  in  swallowing  solids ;  no  trouble 
with  fluids.  Four  weeks  ago  feeling  of  numbness  in  inside  of  left 
cheek,  which  later  changed  into  right ;  now  quite  free.  Three  weeks 
ago  voice  began  to  get  weaker.  Two  weeks  ago  his  wife  noticed 
that  he  made  a  peculiar  noise  when  he  was  asleep.  He  replied  that 
he  was  going  to  turn  a  "roarer."  One  week  ago  right  eyelid  began 
to  droop,  and  patient  had  diplopia  for  one  day.  Three  days  ago  some 
difficulty  in  starting  micturition. 

Never  any  loss  of  sight  or  hearing ;  no  gastric  or  laryngeal  crisis ; 
no  difficulty  in  walking  at  daytime  or  night ;  never  any  pains  in  ton- 
gue or  throat. 

Present  condition. — A  rubicund  man  with  tortuous  temporal  arter- 
ies; general  health  good;  also  mental. 

Special  senses. — Smell  and  hearing  good.  Taste  slightly  affected 
on  left  side  of  tongue.  Sight :  Right,  6-8 ;  left,  6-8.  Fields  not 
contracted.  Optic  discs :  Left,  normal ;  right  edge  of  disc  soft,  not 
blurred.  Condition  due  to  a  retinal  oedema  which  causes  a  slight 
haze.  Arteries  suggestive  of  granular  kidney,  being  irregular  and 
■'silver- wired." 

Cranial  nerves. — HI,  IV,  VI.  Weakness  of  right  internal  rectus ; 
drooping  of  right  upper  eyelid ;  right  pupil  larger  than  left ;  right  no 
reaction  to  light;  left  faint  to  strong  light.  Both  pupils  react  to  con- 
vergence. V.  Motor,  normal;  sensory,  slight  affection  left  side. 
VII.  Slight  weakness  right  side,  general,  passing  off.  XII. 
Tongue  deviates  to  right  when  protruded;  other  movements  all 
good.  IX,  X.  Soft  palate ;  Volitional  movement  abolished ;  Reflex 
irritability  completely  abolished ;  tactile  sensibility  more  affected  than 
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four  weeks  ago ;  slight  touches  not  felt  on  either  side ;  forcible  prob- 
ing felt  and  localized  on  right,  not  felt  on  left;  touching  on  middle 
line  felt  on  right.  Electrical  reactions  of  soft  palate :  Faradism,  no 
response  to  moderate  current;  galvanism  twelve  cells  KCC  greater 
than  ACC;  no  polar  change. 

Larynx. — Vocal  cords  slightly  excavated,  being,  in  quiet  respira- 
tion, 4  mm.  apart.  On  deep  inspiration  not  further  abducted.  On 
phonation  come  promptly  together.  On  deep  inspiration  following 
phonation  right  vocal  cord  is  moved  outward  a  shade  more  than  left ; 
there  are  no  ataxic  movements  of  vocal  cords.  During  examination 
had  an  attack  of  coughing  with  characteristic  laryngeal  stridor — 
inspiratory. 

Motor  system  not  affected;  sensory  system  O.,  slight  analgesia 
ulnar  sides  of  both  upper  extremities,  a  band  across  chest,  and  some 
cnange  in  legs;  girdle  sensation,  numbness  in  tip  of  second  fingers. 
Reflexes  deep,  arm-jerks  diminished;  knee  and  ankle-jerks  absent; 
planters  indefinite  flexor;  organic,  some  trouble  in  starting  micturi- 
tion ;  swallowing  solids  difficult,  fluids  not,  unless  patient  is  in  a  hurry. 

General  health. — Aortic  second  sound  accentuated;  urine  low  sp. 
gr.,  with  trace  of  albumen ;  no  hypotonia,  no  Charcot  joint,  no  per- 
forating ulcer ;  nails  more  brittle. 

Remarks. — The  point  of  interest  in  the  case  was,  as  stated  above, 
the  early  and  unusual  implication  of  various  cerebral  nerves.  It  was 
of  course,  well  known  that  laryngeal  abductor  paralysis  sometimes 
was  one  of  the  earliest,  if  not  the  earliest,  signs  of  tabes,  and  might 
even  be  present  at  the  time  when  the  patellar  reflexes  were  not  yet 
lost.  Sir  Felix  Semon  had  demonstrated  a  case  of  that  kind  some 
years  ago  at  the  Laryngological  Society,  but  he  had  never  seen  a  case 
in  which  so  complete  a  paralysis  of  the  soft  palate  as  that  witnessed 
in  this  case  was  amongst  the  early  symptoms  of  tabes ;  and,  indeed,  he 
did  not  remember,  amongst  the  very  many  cases  of  tabes  with  laryn- 
geal complications  which  he  had  seen,  a  single  one  in  which  paralysis 
of  the  soft  palate  had  played  any  role. 

The  second  point  of  interest  was  that,  in  spite  of  the  complete 
motor  paralysis  of  the  palates,  swallowing  of  fluids  did  not  produce 
regurgitation  through  the  nose  when  he  drank  slowly. 

Thirdly,  it  was  very  remarkable  that,  seeing  how  complete  the 
paralysis  of  the  palate  was,  the  tongue  should,  until  a  few  days  ago, 
have  so  completely  escaped.  As  a  rule,  when  there  was  paralysis  of 
the  palate  and  the  larynx  there  was  a  triad,  the  tongue  being  also, 
and  often  enough  even  preponderately,  implicated. 
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Fourthly,  it  was  remarkable  that  there  were  considerable  vacilla- 
tions of  the  clinical  symptoms,  the  paralytic  phenomena  in  the 
tongue,  the  palate,  the  larynx,  and  the  eyelids  being  distinctly  more 
marked  on  some  days  than  on  others. 

Finally,  it  might  be  observed  that  the  patient  had  had  no  laryngeal 
crises  at  any  time  of  the  illness,  but  that  his  breathing  now  at  nights 
was  distinctly  stridulous  and  sonorous. 

The  President  said  he  would  like  to  hear  whether  members  had 
seen  anything  approaching  the  bilateral  paralysis  of  the  pharynx.  He 
had  had  a  case  which  he  had  shown  to  Sir  Felix  Semon  in  which 
there  were  bilateral  paralysis  of  the  abductors,  unilateral  paresis  of 
the  palate  and  tachycardia,  without  other  bulbar  symptoms.  The 
condition  remained  stationary  for  years. 

Ankylosis  of  Left  Crico-Arytenoid  Articulation  in  a  Woman 
aet.  23. 

Shown  by  Dr.  Donelan.  This  case  was  shown  on  account  of  one 
of  its  less  obvious  features.  The  patient,  a  French  lady  aet.  23,  when 
twelve  years  old  had  been  seen  by  Dr.  Landuzy,  of  Paris,  who  con- 
sidered she  was  suffering  from  incipient  tuberculosis.  She,  however, 
had  apparently  recovered  and  had  remained  in  good  health  until  six 
years  ago,  when  she  had  what  appeared  to  have  been  influenza  with 
acute  laryngitis.  Previously  she  had  had  an  excellent  speaking  and 
singing  voice,  but  at  this  time  had  completely  lost  it  for  about  three 
weeks,  after  which  it  had  gradually  grown  stronger.  During  the 
attack  she  was  treated  by  her  family  doctor,  but  haemoptysis  having 
occurred  a  consultation  had  taken  place,  when  the  opinion  had  been 
given  that  the  case  was  one  of  pulmonary  tuberculosis  and  chronic 
laryngitis.  The  haemoptysis  had  continued  at  intervals  for  over  a 
year,  when  it  had  ceased,  and  except  for  her  defective  voice  she  had 
been  quite  well  since. 

The  most  obvious  symptoms  were  those  of  left  adductor  paralysis. 
She  produced  her  present  voice  by  compensatory  approximation  of 
the  right  vocal  cord.  There  were  no  thoracic  signs,  pulmonary,  vas- 
cular, or  glandular,  and  there  were  no  evidences  of  former  pulmon- 
ary lesions  or  impairment.  The  paralysis  was  complicated  by  anky- 
losis of  the  crico-arytenoid  articulation,  as  evidenced  by  the  absence 
of  displacement  of  the  affected  cartilage  on  phonation,  and  by  immo- 
bility on  the  application  of  a  probe  under  cocaine. 

The  case  was  regarded  as  one  of  left  adductor  paralysis  occurring 
in  the  course  of  an  acute  laryngeal  influenza,  with  subsequent  bleed- 
ing from  the  laryngeal  or  tracheal  mucous  membrane,  and  in  which 
ankylosis  of  the  inflamed  joint  had  supervened. 
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The  patient  had  had  no  treatment  of  the  larynx,  except  during  the 
acute  stage,  and  as  in  her  present  employment  a  better  voice  was  very 
desirable,  the  opinion  of  the  members  was  asked  as  to  whether  at  this 
distance  of  time  it  would  be  desirable  to  attempt  to  set  free  the  articu- 
lation and  try  faradization. 

The  President  thought  that  the  left  arytenoid  seemed  completely 
immobile. 

Sir  Felix  Senion  thought  there  was  hardly  sufficient  evidence  to 
show  that  ankylosis  had  supervened  upon  the  paralysis.  There  was 
no  tumefaction  about  the  base,  nor  enlargement  of  the  immobile  ary- 
tenoid cartilage.  Whilst  not  contesting  the  possibility  of  the  order 
of  events  sketched  by  Dr.  Donelan,  he  considered  it  "not  proven." 
Therapeutically,  he  thought  electricity  would  be  harmless,  but,  on  the 
other  hand,  it  was  not  likely  to  do  any  good.  Surgical  measures  did 
not  appear  justifiable  to  him. 

Dr.  Donelan,  in  reply,  said  that  it  was,  of  course,  impossible  for 
him  to  offer  more  than  a  suggestion  as  to  the  sequence  of  events 
which  took  place  in  a  case  which  had  occurred  so  long  ago  and  was 
not  under  his  observation.  As  he  had  previously  mentioned,  he 
based  his  diagnosis  of  ankylosis  on  the  fact  that  the  arytenoid  of  the 
affected  side  was  not  disturbed  by  the  impact  of  the  other  in  phona- 
tion,  and  also  resisted  attempts  to  move  it  with  a  probe.  It  seemed  to 
him  the  natural  course  that  the  development  of  ankylosis  should  fol- 
low, rather  than  accompany,  the  changes  due  to  the  initial  inflamma- 
tion. 

Case  of  Polypoid  Tumor  of  the  Nasal  Septum  in  a  Woman  act.  33' 
Three  Months'  Duration.  Microscopical  Section  Exhibited. 
Diagnosis(?) 

Shown  by  Mr.  Hunter  Tod.  The  tumor  grew  from  the  anterior 
part  of  the  septum,  on  the  left  side,  and  almost  protruded  from  the 
nostril.  There  had  been  several  attacks  of  severe  bleeding.  The 
growth  was  polypoid,  with  a  sessile  base.  Only  a  small  piece  had 
been  removed,  in  order  to  obtain  a  microscopic  examination.  There 
was  considerable  bleeding  after  this  small  operation,  the  nose  re- 
quiring to  be  packed  for  some  hours. 

Mr.  Tod  desired  particular  attention  to  be  given  to  the  micro- 
scopic section.  He  presumed  the  growth  to  be  of  the  class  known 
as  "bleeding  polypus  of  the  septum."  The  section  showed  very 
dilated  vessels,  around  which  was  a  definite  tumor  formation  of  cells 
of  the  endothelial  variety.  Dr.  Bullock,  pathologist  to  the  London 
Hospital,  had  suggested  the  name  "haemangio-perithelioma"  or  "peri- 
vascular endothelioma"  to  describe  the  growth. 
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Air.  Tod  wished  to  know  if  this  growth  should  be  considered  be- 
nign or  not,  and  if  mere  snaring  off  the  growth  would  be  sufficient, 
or  would  it  be  desirable  to  remove  part  of  the  septum  with  it  ? 

The  President  had  had  a  similar  case.  The  tumor  was  completely 
removed  on  two  occasions.  The  first  time  it  was  pronounced  by  an 
expert  pathologist  to  be  an  adenoma.  It  recurred  in  a  few  weeks  and 
was  again  removed.  On  this  occasion  it  was  pronounced  to  be  a 
sarcoma,  but  never  returned.  He  proposed  that  the  matter  should 
he  referred  to  the  Morbid  Growths  Committee.  The  motion  was 
carried  nem.  con. 

Dr.  Dundas  Grant  said  it  would  be  desirable  that  these  speci- 
mens should  be  submitted  to  the  Morbid  Growths  Committee.  He 
referred  to  a  similar  case  of  his  own,  in  which  the  report  of  a  patho- 
logist of  high  repute  had  been  entirely  indefinite.  Many  of  the 
growths  originating  in  the  septum  seemed  to  baffle  the  histologists. 

Dr.  Pegler  remarked  upon  the  puzzling  character  of  many  micro- 
scopical sections  of  tissue  from  the  region  of  the  septum,  owing  to 
this  so-called  sarcomatoid  character.  A  section  which  he  had  placed 
in  the  Society's  cabinet,  of  a  small  growth  from  the  vestibular  sep- 
tum, had  been  pronounced  to  be  a  sarcoma  by  experts  from  its 
microscopical  appearance,  and  been  labelled  as  such,  but  had  shown 
no  evidence  of  malignancy  or  recurrence. 

Mr.  de  Santi  stated  that  these  simple-looking  (from  a  clinical  point 
of  view)  tumors  occurred  not  infrequently  in  the  vestibule,  and  had 
pathologically — or,  at  all  events,  microscopically — all  the  appearance 
of  sarcomatous  tissue,  but  were  absolutely  benign  in  their  clinical 
behavior. 

The  President  proposed  that  the  matter  should  be  referred  to  the 
Morbid  Growths  Committee.     The  motion  was  carried  nem.  con. 

Mr.  Hunter  Tod,  in  reply,  said  he  would  remove  the  growth  as 
suggested,  and  would  be  pleased  to  submit  sections  to  the  Morbid 
Growths  Committee. 

Case  of  Laryngeal  Obstruction. 

.  Shown  by  Me.  W.  H.  R.  Stewart.  The  patient  had  been  shown 
at  the  January  meeting  in  1897.  She  then  had  the  following  history : 
— "Breathing  badly  for  eight  or  nine  months,  rapidly  becoming 
worse.  No  history  pointing  to  malignancy,  tubercle,  syphilis,  or 
injury."  The  opinions  of  members  at  that  meeting  varied  con'^id- 
erably.  One  member  diagnosed  the  case  as  "simple  inflammation,*' 
another  thought  there  was  a  foreign  body,  a  third  suggested  albu- 
minuria, a  fourth  syphilis,  and  a  fifth  tubercle.     Tracheotomy  had  to 
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be  performed  immediately  she  entered  the  hospital,  and  thyrotomy 
a  few  days  after.  According  to  the  notes,  a  soft  round  growth  was 
removed  from  below  the  left  vocal  cord.  Unfortunately  the  path- 
ologist's report  had  been  mislaid,  and  its  import  had  not  been  re- 
membered. The  patient  did  well,  though  there  was  some  difficulty 
in  getting  the  wound  to  heal.  The  voice  returned,  and  she  remained 
well  until  a  year  ago,  when  pain  on  breathing  and  shortness  of  breath 
came  on,  and  the  voice  became  gradually  worse.  There  was  now 
some  subglottic  growth  on  the  right  side  of  the  larynx.  She  also 
complained  that  when  she  coughed  something  came  up  and  blocked 
the  throat,  and  she  could  not  breathe  until  it  had  gone  back  again. 
A  month  ago  she  had  had  a  bad  attack  of  bronchitis,  and  when  seen 
two  days  ago  the  whole  larynx  was  swollen  and  stiff,  the  left  side 
especially  seeming  hardly  to  move. 

Case  of  Frontal  Sinus  Disease  Showing  Marked  Expansion. 

Shown  by  Mr.  F.  J.  Steward.  Alfred  G — ,  set.  36,  was  first 
seen  on  January  23d,  1903,  and  gave  the  following  history: — To- 
wards the  end  of  1901  he  had  developed  nasal  obstruction,  and  in 
December  some  polypi  had  been  removed.  In  the  following  May 
a  swelling  had  formed  on  the  left  side  of  the  nose,  close  to  the  inner 
angle  of  the  orbit;  this  had  gradually  increased  in  size,  and  burst 
a  month  later,  discharging  yellow  pus.  After  about  a  month  the 
sinus  had  healed  spontaneously.  The  patient  had  been  well  until 
September,  1902,  when  the  present  swelling  of  the  frontal  region 
had  commenced  and  steadily  increased,  without  pain  or  any  other 
symptoms,  except  occasional  discharge  from  the  left  nostril. 

When  seen  on  January  23d  there  was  marked  swelling  in  the  frontal 
region,  clearly  due  to  expansion  of  both  frontal  sinuses,  the  most 
prominent  part  projecting  fully  one  inch  beyond  the  normal  surface 
of  the  bone.  Pus  was  also  seen  in  the  anterior  part  of  each  middle 
meatus.  A  few  small  polypi  were  removed  from  the  left  side,  and 
an  attempt  was  made  to  pass  a  cannula  into  the  frontal  sinus  with- 
out success.  During  the  past  fortnight  free  discharge  had  taken 
place  from  both  nostrils,  and  the  frontal  swelling  had  markedly 
diminished,  although  it  was  still  considerable. 

The  chief  points  of  interest  in  the  case  appeared  to  be  (1)  the 
great  expansion  that  had  taken  place  without  perforation,  (2)  the 
rapidity  of  the  expansion,  (3)  the  rapid  diminution  of  the  swelling 
during  the  last  fortnight,  and  (4)  the  fact  that  the  distension  of  the 
left  frontal  sinus  did  not  lead  to  discharge  through  the  old  sinus. 

Dr.  Dundas  Grant  said  there  seemed  to  be  some  softening  of  the 
bone,  apparently  periostitis  associated  with  the  frontal  sinus  suppura- 
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tion.  He  should  be  disposed  to  treat  it  actively  with  antisyphilitic 
remedies.  Sometimes  in  this  region  one  met  with  tuberculous  dis- 
ease of  the  frontal  bone,  but  in  this  case  he  should  first  think  of 
syphilis ;  as  far  as  his  experience  went,  when  a  frontal  sinusitis  was 
pointing  to  the  surface  of  the  bone  it  did  not  select  that  region.  He 
thought  there  must  be  some  specific  condition  present. 

Mr.  Steward,  in  reply,  said  that  the  patient  had  been  treated  with 
antisyphilitic  remedies,  but  with  no  appreciable  benefit. 

A  Case  of  Malignant  Disease  in  the  Neighborhood  of  the  Right 
Eustachian  Tube  in  a  Man  aet.  69. 

Shown  by  Mr.  Waggett.  The  patient  was  a  man  of  strong 
physique  complaining  of  pain  and  tinnitus  in  the  right  ear,  of  two 
months'  duration.  Nose  and  throat  symptoms  completely  absent. 
The  drum  membrane  of  the  right  ear  was  markedly  retracted,  and  its 
vessels  injected.  The  right  Eustachian  eminence  was  involved  in  a 
firm,  infiltrating,  new  growth,  which  extended  behind  the  posterior 
wall  of  the  naso-pharynx  on  the  right  side.  The  whole  mass  was 
not  much  larger  than  the  yolk  of  an  egg.  The  history,  evidence,  and 
result  of  anti-specific  treatment  negatived  the  probability  of  syphilis. 

Mr.  de  Santi  said  that  he  had  not  been  able  to  obtain  a  sufficiently 
good  view  of  the  growth  to  enable  him  to  make  any  accurate  diagno- 
sis ;  if  Mr.  Waggett's  diagnosis  of  malignant  disease  were  correct  he 
did  not  think  any  operation  would  be  justifiable. 

Case  of  Disease  of  Both  Frontal  Sinuses  in  a  Man. 

Shown  by  Dk.  Furniss  Potter.  The  patient  had  been  under 
observation  for  two  and  a  half  years,  the  only  trpuble  complained 
of  being  discharge  from  the  nose.  This  had  not  been  profuse — the 
patient  not  requiring  to  use  more  than  two  handkerchiefs  a  day — 
but  was  increased  by  cold  weather.  The  drainage  was  ample,  the 
fronto-nasal  canals  being  especially  patent,  a  curved  probe  being  able 
to  be  passed  into  either  sinus  with  great  ease. 

There  was  marked  tendency  to  the  recurrence  of  polypi  in  the 
neighborhood  of  the  fronto-nasal  canals,  which  had  been  repeatedly 
removed  by  snare  and  curetting.  The  patient  was  a  soldier,  and  had 
been  ordered  to  a  station  where  it  would  be  impossible  for  him  to 
remain  under  observation.  The  case  was  shown  as  one  in  which  the 
indication  was  not  considered  sufficient  to  justify  the  performance 
of  a  "radical"  operation. 

Dr.  Pegler  thought  that,  in  spite  of  Dr.  Potter's  asseverations  as 
to  much  having  been  done  in  the  direction  of  clearing  away  granula- 
tion-tissue from  the  region  of  the  hiatus,  there  was  still  much  to  be 
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done  with  the  curette,  after  which  a  more  satisfactory  drainage  would 
probably  render  further  radical  treatment  unnecessary. 

Dr.  Grant  asked  if  the  sinus  had  been  irrigated.  Dr.  Potter  had 
evidently  been  passing  a  probe,  and  if  he  could  pass  a  probe  he  could 
introduce  a  cannula.  He  thought  this  plan  of  treatment  might  be 
given  a  trial. 

Dr.  Furniss  Potter,  in  reply  to  Dr.  Pegler's  suggestion,  said  that 
both  sides  had  been  curetted  very  freely  indeed  with  Meyer's  ring- 
knife,  and  there  was  still  great  tendency  to  recurrence.  If  the  patient 
were  about  to  continue  under  his  care,  he  should  curette  him  again, 
,  and  repeat  the  operation  as  often  as  might  be  necessary.  He  had  not 
irrigated  the  sinuses,  but  he  would  like  to  have  an  opportunity  of 
adopting  Dr.  Grant's  suggestion.  He  did  not  agree  with  Dr.  Hill 
that  the  mischief  was  principally  in  the  ethmoidal  region.  Having 
observed  the  patient  very  carefully  for  two  and  a  half  years,  he  felt 
convinced  that  the  chief  trouble  was  in  the  frontal  sinuses ;  he  did  not 
think  there  was  any  extensive  ethmoidal  disease.  There  was  per- 
sistent recurrence  of  polypi — in  spite  of  frequent  curetting — in  the 
neighborhood  of  the  fronto-nasal  canals,  the  result  of  the  irritation 
of  the  discharge. 

Case  of  Chronic  Edema  of  Larynx — (Amyloid?) 

Shown  by  Dr.  Dundas  Grant  Mrs.  I — ,  set.  45,  was  first  seen 
January  8th,  1903,  on  account  of  difficulty  in  swallowing  without 
pain.  This  had  commenced  about  twelve  months  ago.  It  had  been 
associated  with  slight  hoarseness,  most  marked  in  the  morning,  and 
the  voice  had  now  the  tone  suggestive  of  a  swelling  in  the  pharynx. 
The  larynx  was,  the  seat  of  a  pale,  somewhat  solid  oedema  of  the 
epiglottis  and  both  aryepiglottic  folds,  especially  the  left;  the  cords 
appeared  to  be  normal  and  mobile,  though  the  left  one  (which  was 
only  partially  visible)  was  somewhat  restricted  in  its  excursions. 
There  was  no  ulceration  anywhere,  but  the  palate  and  pillars  of  the 
fauces,  especially  the  left  one,  were  somewhat  thickened.  The  patient 
had  been  losing  flesh  for  the  last  three  years,  and  had  become  pale, 
whereas  she  formerly  had  had  a  good  color.  The  urine  was  scanty 
and  free  from  albumen ;  there  was  no  history  of  prolonged  suppura- 
tion ;  no  suppurating  gingivitis ;  no  evidence  of  tuberculous  or  specific 
infection;  no  enlargement  of  glands.  The  swelling  seemed  rather 
solid  for  simple  oedema,  too  inactive  for  tuberculosis,  and  the  sugges- 
tion occurred  that  it  might  be  a  form  of  amyloid  change ;  the  spleen 
was  perceptible,  and  probably  enlarged.  The  liver  dulness  is  con- 
siderable, but,  pending  examination  by  a  skilled  physician,  the  ex- 
hibitor would  not  dwell  upon  this.  He  would  be  glad  of  suggestions 
in  the  meantime  as  to  diagnosis  and  treatment. 
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Sir  Felix  Semon  said  he  was  greatly  interested  in  this  case.  It  was 
so  recently  that  he  had  brought  a  similar  case  before  the  Society 
(November,  1902),  when  he  had  also  read  notes  of  three  other  cases, 
that  many  of  those  present  would  remember  that  the. subject  of  his 
first  case,  whom  he  saw  many  years  ago,  was  the  wife  of  a  medical 
practitioner  who  came  to  him  with  a  general  infiltration  of  the  uvula, 
epiglottis,  soft  palate  and  larynx.  At  first  sight  no  one  would  have 
doubted  but  that  it  was  a  case  of  tuberculous  disease.  The  only 
thing  which  struck  him  as  being  unusual  was  the  infiltration  of  the 
pharynx  and  arches  of  the  palate  just  mentioned.  He  examined  the 
chest  very  carefully,  but  found  no  evidence  of  tuberculous  disease. 
He  tried  various  remedies,  local  and  general,  for  nearly  two  years 
without  effecting  any  improvement,  and  the  patient  finally  left  him. 
Two  years  later  the  patient  came  back,  and  the  infiltration  had  disap- 
peared, although  she  had  been  under  no  treatment  in  the  meanwhile. 
Dr.  Dundas  Grant  had  spoken  of  the  case  as  one  of  amyloid  disease. 
He  (the  speaker)  wished  to  emphasize  that  he  had  merely  spoken, 
when  bringing  his  last  case  before  the  Society,  of  a  lardaceous  ap- 
pearance, as  he  had  no  proof  that  the  affection  was  actually  con- 
nected with  amyloid  disease ;  the  look  of  the  parts  merely  reminded 
one  most  of  the  appearance  of  a  kidney  which  had  undergone  larda- 
ceous degeneration — ^this,  they  would  agree  with  him,  after  having  seen 
Dr.  Grant's  case,  was  a  perfectly  justifiable  comparison.  He  hoped 
sincerely  that  the  sequence  of  events  in  this  case  would  be  the  same 
as  in  his  own,  but  the  spontaneous  disappearance  of  the  infiltration 
did  not  help  them  in  the  least  as  to  its  patholog}^  Since  he  had 
shown  his  last  case  he  had  read  the  original  description  of  Quincke's 
disease,  and  felt  sure  the  cases  in  question  did  not  belong  to  that 
category.  Following  the  suggestion  of  Dr.  FitzGerald  Powell,  he 
had  removed  with  his  patient's  consent  the  uvula,  and  had  submitted 
it  for  microscopical  examination  to  Mr.  Shattuck,  who  found  no 
evidence  of  amyloid  disease ;  the  only  thing  he  had  so  far  found  at  a 
preliminary  examination  was  an  enormous  infiltration  of  round-cells. 
He  was  now  waiting  for  a  further  report.  He  wished  once  more  to 
express  his  pleasure  that  the  Society  had  had  an  opportunity  of  see- 
ing a  particularly  interesting  instance  of  a  hitherto  undescribed  and 
certainly  pathologically  very  obscure  case. 

Dr.  de  Havilland  Hall  said  that  the  laryngeal  aspect  of  this  patient 
reminded  him  of  the  case  of  a  man  shown  to  the  Society  six  or 
seven  years  ago,  the  diagnosis  of  which  was  very  doubtful  at  the 
time ;  some  members  suggested  lupus,  and  others  a  chronic  tubercu- 
lous condition.     The  disease  made  gradual  progress,  and  some  eigh- 
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teen  months  after  showing  the  patient  Mr.  De  Santi  performed 
tracheotomy.  He  lived  three  years  after  this  operation,  enjoying  a 
fairly  healthy  life,  but  eventually  died  of  pulmonary  tuberculosis. 
The  condition  had  therefore  probably  been  a  tuberculous  infiltration; 
there  was  never  any  ulceration,  simply  a  pale  puffy  swelling  of  the 
epiglottis  and  ary-epiglottic  folds  and  the  mucous  membrane  cover- 
ing the  arytenoid  cartilages.  The  aspect  was,  in  fact,  much  the 
same  as  in  this  patient,  but  in  the  case  he  was  relating  the  pharynx 
and  soft  palate  were  not  involved. 

Dr.  Brown  Kelly  had  had  a  somewhat  similar  case,  which  he  had 
described  two  years  ago  in  the  'Lancet'  under  the  name  of  "sclerotic 
hyperplasia  of  the  pharynx."  He  thought  the  President  had  had  an 
opportunity  of  examining  the  case.  The  most  marked  change  was  in 
the  pharynx.  The  uvula  was  immensely  enlarged,  being  not  only 
elongated  but  also  generally  increased  in  size;  and  the  lateral  parts 
of  the  posterior  pharyngeal  wall  presented  great  and  uniform  thick- 
ening. The  roof  of  the  naso-pharynx  had  undergone  similar 
changes.  Treatment  had  no  effect  on  the  condition.  There  was  no 
history  of  syphilis,  and  antisyphilitic  remedies  gave  no  benefit.  The 
last  occasion  on  which  he  saw  the  patient  he  noticed  that  there  was  a 
tendency  for  the  whole  condition  to  grow  less.  He  had  cut  off  a 
large  piece  of  the  uvula  and  had  examined  it,  but  was  unable  off- 
hand to  give  details  of  the  microscopical  structure.  These,  however, 
together  with  illustrations  of  the  pharyngeal  appearances,  might  be 
found  in  the  article  referred  to. 

Dr.  Grant,  in  reply;  referred  to  several  cases  of  amyloid  changes  in 
the  larynx  described  in  an  article  in  a  recent  number  of  'Miinchener 
Medicinischen  Wochenschrift.'  He  was  bound  to  say  that  the  exami- 
nation of  the  rest  of  the  body,  which  he  had  described  to  the  Society, 
rather  contradicted  the  idea  of  amyloid  disease,  being  negative  as  far 
as  that  was  concerned.  He  thought  these  cases  extremely  puzzling, 
but  no  doubt  as  their  experience  of  them  accumulated  they  might, be 
less  in  the  dark  than  they  were  at  present.  He  felt  very  uncertain 
about  the  real  nature  of  this  one.  Quincke's  disease  was  a  more  sud- 
den thing,  which  passed  off  quickly. 


THE  LARYNGOLOGICAL  SOCIETY  OF  LONDON. 

Eightieth  Ordinary  Meeting,  March  6th,  iQOj. 

P.  McBride,  F.R.C.P.Ed.,  President,  in  the  Chair. 

Specimen  of  Columnar-celled  Carcinoma  of  the  Naso-pharynx 
from  a  Man  aet.  63. 

Shown  by  Dr  Bronner.  The  patient  was  first  seen  in  April, 
1898,  when  he  complained  of  nasal  obstruction  and  discharge  from 
the  nose.  There  was  a  good  deal  of  hypertrophic  rhinitis,  and  a 
small,  soft  tumor  could  be  felt  in  the  naso-pharynx  growing  from 
the  roof  and  posterior  wall.  It  bled  freely  on  touch.  A  piece  was 
removed  and  examined  by  the  Clinical  Research  Association,  who 
reported  that  "the  growth  from  the  naso-pharynx  is  a  very  soft 
columnar-celled  carcinoma,  covered  with  intact  mucous  membrane. 
The  character  of  the  growth  suggests  an  origin  in  the  antrum." 

Insufflations  and  a  formalin  spray  were  used,  and  part  of  the 
growth  was  removed  every  three  or  four  months,  until  May,  1902. 
It  was  then  rather  larger  than  when  first  seen,  but  did  not  project 
below  the  soft  palate,  and  only  slightly  into  the  posterior  nares. 
From  that  time  the  growth  spread  rapidly,  and  the  patient  died  in 
October,  1902. 

At  the  time  of  death  there  was  well-marked  exophthalmos,  optic 
atrophy,  with  cerebral  symptoms.     There  had  never  been  much  pain. 

The  case  was  of  interest  in  many  respects.  Columnar- celled  car- 
cinoma in  the  naso-pharynx  was  very  rare;  the  growth,  although  of 
the  soft  type,  had  only  slightly  increased  in  size  in  four  and  a  half 
years ;  was  it  possible  that  the  application  of  formalin  had  arrested  its 
growth  ?     The  absence  of  pain  was  also  very  unusual. 

Sir  Felix  Semon,  in  reply  to  Dr.  Bronner's  question,  said  he  did 
not  put  much  belief  in  the  efficacy  of  the  formalin  injection;  it  was 
the  nature  of  these  cases  to  be  of  long  duration.  It  was, 
indeed,  well  known  that  malignant  disease  in  the  nose  took  a  much 
longer  course  than  malignant  disease  in  many  other  parts  of  the 
body,  and  a  duration  of  three  or  four  years  for  a  case  of  malignant 
disease  of  the  nose  was  nothing  very  uncommon ;  he  had  seen  several 
cases  where  it  had  existed  as  long  as  that.  He  was  not  prepared  to 
say  off-hand  that  columnar-celled  carcinoma  grew  more  rapidly  than 
the  squamous  variety,  but  in  this  connection  he  would  mention  the 
following  case : — He  had  now  under  his  care  a  girl  aet.  21  years  with 
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a  soft  growth  in  the  posterior  part  of  the  nose  and  with  enormous 
infiltration  of  the  cervical  lymphatic  glands  on  both  sides  of  the  neck. 
The  patient  had  been  seen  by  various  observers,  and  amongst  others 
by  Dr.  Dundas  Grant,  who  would  perhaps  remember  that  the  case 
had  been  almost  stationary  for  a  period  of  more  than  six  months ;  at 
the  present  time  it  was  making  very  little,  if  any  progress. 

Dr.  Bronner  asked  Sir  Felix  Semon  if  he  had  not  noticed  that  the 
soft  columnar-celled  carcinoma  grew  much  quicker  than  the  squamous 
kind.  The  softer  and  the  more  vascular  a  carcinoma  was  the  quicker 
was  its  growth  in  most  cases. 

A  Case  of  Dislocation  of  Bones  of  Nose  due  to  Polypi  in  a  Man 
aet.  60. 

Shown  by  Dr.  Kelson.  The  patient  had  suffered  from  nasal 
polypi  for  fifteen  years,  and  nasal  deformity  for  six  years.  The 
left  nasal  bone  was  separated  from  the  frontal,  ethmoid,  and  super- 
ior maxilla,  and  was  perforated  from  pressure.  The  patient  had  no 
headache  and  only  very  slight  discharge  (muco-purulent). 

The  President  considered  this  a  case  of  great  interest,  since,  though 
he  had  seen  several  cases  with  some  distension  of  the  nasal  bones, 
he  had  only  seen  one  where  this  feature  was  much  more  marked  than 
in  the  present  instance.  In  the  case  he  was  referring  to  he  ex- 
tracted quite  an  enormous  number  of  polypi  from  the  nose,  and 
eventually  got  the  patient  into  a  fairly  good  condition.  With  the 
polypi  some  sequestra  came  away.  What  struck  him  in  the  case 
under  notice  was  the  unusually  large  quantity  of  pus  in  the  nostril. 
He  would  suggest  that  there  might  be  an  affection  of  one  or  more  of 
the  accessory  cavities,  and  he  thought  in  a  case  cf  this  kind  it  would 
perhaps  be  a  safer  policy  to  have  some  tissue  removed  from  the 
nostril  and  examined  microscopically,  since  the  naked-eye  diagnosis 
between  polypus  and  malignant  growth  was  not  always  very  simple. 

Dr.  Kelson  said  that  trans-illumination  had  given  no  evidence  of 
pus  in  the  antra,  for  both  sides  were  fairly  translucent.  He  would 
make  some  sections  of  the  polypi. 

Case  of  Bleeding  Polypus  of  the  Nose  in  a  Girl  et.  15. 

Shown  by  Dr.  Kelson.  The  growth  originated  below  the  anter- 
ior extremity  of  left  superior  turbinate  body,  and  was  first  noticed 
four  months  ago.  It  has  twice  been  removed,  with  temporary  cessa- 
tion of  the  hemorrhage.  Microscopical  examination  showed  a  simi- 
lar structure  to  the  ordinary  mucous  polypus,  but  with  more  round- 
cell  infiltration. 
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Case  Illustrating  an  Operative  Procedure  for  the  Relief  of 
Almost  Complete  Adhesion  of  the  Soft  Palate  to  the  Pos- 
terior Pharyngeal  Wall — the  Result  of  Tertiary  Syphilis. 

Shown  by  Dr.  Herbert  Tilley.  Patient  was  a  female  aet.  23, 
in  whom  the  soft  palate  was  so  completely  adherent  to  the  posterior 
pharyngeal  wall  that  only  a  small  probe  could  be  passed  from  the 
oro  into  the  naso-pharynx.  It  had  already  been  twice  operated  upon 
before  coming  under  the  exhibitor's  care ;  in  each  case  the  adhesions 
had  been  divided,  but  no  means  had  been  adopted  to  prevent  re-ad- 
hesion. In  the  course  of  ten  days  to  a  fortnight  the  original  condi- 
tion had  returned.  The  symptoms  complained  of  were  a  collection  of 
mucus  in  the  nasal  cavities  which  tended  to  constantly  flow  from  the 
anterior  nares,  inability  to  breathe  through  the  nose,  snoring,  and 
other  local  discomforts. 

Operation. — In  view  of  the  possibility  of  free  haemorrhage  oc- 
curring when  the  adhesions  were  divided,  a  preliminary  laryngotomy 
was  performed.  The  soft  palate  was  then  completely  separated 
from  the  pharyngeal  wall,  and  a  strong  silver  wire  was  passed  from 
before  backwards  through  the  soft  palate  close  to  its  junction  with 
the  hard  palate  and  about  half  an  inch  from  the  middle  line.  The 
distal  end  of  the  wire  was  then  made  to  re-pierce  the  soft  palate  close 
to  its  fore  margin  and  from  behind  forwards.  By  this  means  a  short 
segment  of  the  wire  rested  on  the  posterior  surface  of  the  soft  palate. 
The  free  ends  of  the  wire  were  then  passed  from  behind  forwards, 
one  upon  each  side  of  the  root  of  the  incisor  tooth,  firm  traction  ex- 
erted on  the  palate,  and  the  wares  twisted  upon  one  another  and  cut 
off  short  in  front  of  the  tooth.  A  similar  procedure  was  then  adopted 
on  the  other  side  of  the  palate. 

One  wire  cut  out  in  about  ten  days,  the  second  in  a  fortnight ;  but 
by  this  time  considerable  healing  had  taken  place  over  the  raw  sur- 
faces from  which  the  adhesions  had  been  separated. 

Every  day  for  three  weeks  the  house  surgeon  had  passed  his  finger 
into  the  naso-pharynx  and  excited  firm  traction  forwards  upon  the 
soft  palatal  structures. 

The  operation  was  performed  six  weeks  ago. 

The  President  said  the  result  appeared  to  be  most  excellent;  it 
seemed  to  him  that  it  would  be  interesting  if  other  members  would 
give  their  experiences  of  ultimate  results  in  such  cases. 

Mr.  P.  De  Santi  said  he  had  seen  two  of  these  cases.  The  first  was 
the  original  one  operated  upon  by  Mr.  W.  G.  Spencer  and  shown  to 
this  Society,  in  which  there  was  considerable  hemorrhage  at  the  time 
of  the  operation.     The  second  was  a  case  of  his  own,  which  he  had 
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shown  to  the  Society.  Both  cases  were  of  a  much  more  severe  type 
than  that  of  Dr.  Tilley's;  they  were  cases  of  absolutely  complete 
adhesion ;  not  even  a  fine  probe  could  be  passed  into  the  naso-pharynx 
previous  to  operation.  Severe  pain  in  the  mastoid  region  was  the 
cause  of  operation  in  both  cases.  As  regards  the  operation  itself 
there  was  nothing  of  fresh  importance  in  Dr.  Tilley's  case.  With 
reference  to  the  point  raised  by  Dr.  Tilley  of  suturing  the  soft  palate 
forward  to  the  teeth  instead  of  to  the  muco-periosteum  of  the  hard 
palate,  he  thought  one  method  was  as  good  as  the  other ;  but  it  was 
more  comfortable  for  the  patient  to  have  the  remainder  of  the  soft 
palate  sutured  (as  Mr.  Spencer  and  he  had  done)  to  the  muco- 
periosteum  of  the  hard  palate.  As  regards  ultimate  results  in  Mr. 
Spencer's  case,  which  was  in  excellent  condition  when  shown  to  the 
Society  two  months  after  operation,  within  about  two  years'  time 
re-construction  had  taken  place,  but  no  re-adhesion,  and  fo^  some 
time  Mr.  Spencer  had  to  pass  his  little  finger  in  to  keep  the  passage 
dilated,  and  when,  finally,  that  could  not  be  done,  he  had  to  pass  an 
instrument  up.  Mr.  De  Santi  had  not  seen  the  case  now  for  two 
years,  but  when  he  last  saw  it  it  had  contracted  so  considerably  that 
there  was  but  little,  if  any,  space  leading  into  the  naso-pharynx.  In 
his  own  case  the  condition  was  exactly  the  same  as  it  was  five  years 
after  the  operation,  and  if  it  was  wished  he  would)  be  pleased  to 
bring  it  forward  again ;  he  had  seen  the  case  off  and  on  during  these 
five  years,  and  undoubtedly  the  result  of  operation  was  excellent. 
With  regard  to  the  question  of  hemorrhage,  though  Mr.  Spencer  had 
encountered  in  his  one  case  a  considerable  amount  of  hemorrhage, 
and  though  he  had  seen  this  particular  case,  Mr.  de  Santi  himself  did 
not  think  it  necessary  to  do  a  preliminary  laryngotomy  in  his  own 
case,  and  he  was  surprised  at  the  very  little  hemorrhage.  Of  these 
cases  one  naturally  did  not  have  a  very  extensive  experience,  but  he 
saw  no  reason  to  fear  excessive  hemorrhage.  He  did  not  understand 
from  Dr.  Tilley's  report  whether  there  was  severe  hemorrhage  in  his 
case  to  justify  the  laryngotomy.  If  he  had  another  case  to  operate 
upon  he  would  not  think  it  necessary  to  do  a  preliminary  laryngo- 
tomy. He  thought  the  operation  as  described  and  carried  out  by 
Mr.  Spencer  was  the  best ;  every  other  method  had  resulted  in  failure 
re-adhesion  taking  place.  The  result  in  Dr.  Tilley's  case  at  the 
present  time  was  excellent,  but  he  feared  re-contraction  would  take 
place;  he  would  be  interested  to  see  the  case  again  in  two  years* 
time. 

Mr.  Cres'swell  Baber  called  to  mind  a  case  in  which  he  had  operated 
some  years  ago.     In  order  to  prevent  re-contraction  he  taught  the 
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patient  to  use  a  White's  self-retaining  palate  retractor,  which  was 
introduced  every  day,  pulling  the  palate  forcibly  forward.  By  this 
means  contraction  was  for  a  time  prevented,  but  he  did  not  know 
the  ultimate  result  of  the  case.  The  chief  danger  was,  he  thought, 
subsequent  contraction,  and  not  adhesion  soon  after  the  operation. 

In  reply  to  Mr.  de  Santi,  Dr.  Herbert  Tilley  stated  that  there  was 
no  particular  hemorrhage  during  the  operation,  and  that,  as  a  matter 
of  fact,  the  laryngotomy  was  unnecessary;  but  he  had  performed  it 
because  Mr.  Spencer  in  one  of  his  cases  had  found  the  hemorrhage 
embarrassing ;  and  had  free  bleeding  occurred  in  the  present  patient 
the  laryngotomy  would  have  obviated  all  trouble  with  regard  to 
blood  entering  the  larynx.  In  his  next  case  he  should  certainly  not 
open  the  windpipe  unless  during  the  operation  it  appeared  advisable 
to  do  so.  His  reason  for  fixing  the  silver  wires  around  the  teeth  was 
because  they  gave  such  an  excellent  fixed  point  from  which  to  secure 
a  firm  hold  upon  the  soft  palate.  The  principle  was,  of  course,  that 
introduced  by  Mr.  Spencer,  and  this  case  only  differed  in  a  modifica- 
tion of  the  details  of  the  operation. 

Case  with  Clonic  Contractions  of  the  Palate,  Adductors  of  the 
Vocal  Cords  and  certain  other  Muscles. 

Shown  by  Mr.  F.  J.  Steward.  The  patient  a  married  woman  set. 
52,  with  no  children,  and  having  had  no  previous  illness,  was  in 
good  health  until  eighteen  months  ago,  when  she  was  suddenly  seized 
with  difficulty  in  speech  and  inability  to  walk  without  assistance. 

Since  the  onset  the  syrnptoms  had  become  slightly  worse,  but  other- 
wise had  not  altered.  At  the  present  time  the  condition  was  as  fol- 
lows : — There  were  constant  slight  nodding  movements  of  the  head. 
Articulation  was  difficult  and  jerky,  and  speech  quickly  resulted  in 
the  patient  getting  out  of  breath.  On  looking  mto  the  mouth  the 
palate  was  seen  to  be  constantly  moving,  the  movements  consisting 
of  alternating  quick  elevations  and  slower  depressions  of  the  palate, 
the  rate  varying  from  110  to  130  per  minute.  Laryngeal  examina- 
tion showed  similar  movements  of  the  vocal  cords,  which  were 
sharply  adducted  and  more  slowly  abducted.  On  phonation,  adduc- 
tion of  the  cords  took  place  in  a  sudden  spasmodic  fashion.  At  times 
similar  but  slighter  movements  of  the  upper  lip  were  present. 

On  placing  the  finger  over  the  thyroid  cartilage  it  was  evident 
that  similar  movements  of  the  elevators  of  the  larynx  were  taking 
place,  and  again  a  like  condition,  although  less  marked  in  degree, 
affected,  the  diaphragm. 

The  gait  was  markedly  ataxic,  but  there  was  no  incoordination 
of  the  upper  limbs. 
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There  was  no  loss  of  power,  no  spasticity,  and  no  alteration  in 
sensation.  The  knee-jerks  and  plantar  reflexes  were  somewhat 
increased.     The  pupils  reacted  both  to  light  and  accommodation. 

The  clonic  contractions  mentioned  appeared  to  be  constant  and 
continued  during  sleep ;  they  were  not  altered  by  the  position  of  the 
patient  and  were  not  increased  by  voluntary  movement. 

There  was  no  headache,  vomiting,  optic  neuritis,  or  other  sign 
of  increased  intra-cranial  tension. 

The  President  said  this  seemed  a  case  of  extreme  interest,  and  one 
which  certainly  deserved  discussion,  especially  by  those  who  were 
interested  in  its  neurological  aspect.  The  fact  that  the  movements 
probably  proceeded  during  sleep,  as  Mr.  Steward  had  said,  was  also 
of  especial  interest. 

Sir  Felix  Semon  said  that  one  would  only  with-  very  great  timidity 
venture  to  give  an  opinion  on  this  case,  but  it  soemed  to  him  most 
likely  that  it  was  a  cerebellar  tumor  which  caused  the  rhythmic 
movements.  The  condition  might,  of  course,  be  due  to  a  multitude 
of  other  causes,  such  as  disseminated  sclerosis  (of  which  Mr.  Stew- 
ard thought  in  the  first  place),  paralysis  agitans,  chorea,  hysteria, 
and  tabes.  One  might  think  of  the  last-named  in  view  of  the  pa- 
tient's unsteady  gait,  but  against  this  view  was  the  fact  that  the 
patellar  reflexes  were  completely  preserved.  On  the  other  hand, 
the  patient  could  not  stand  with  eyes  closed  without  nearly  falling, 
nor  could  she  walk  straight.  The  gait,  however,  was  not  exactly  of 
the  ataxic  type,  but  like  that  of  a  person  whose  equilibrium  was  dis- 
turbed. Mr.  Steward  had  told  him  that  the  symptoms,  according  to 
the  patient's  own  statements,  had  come  on  suddenly,  and  a  belief  in 
this  seemed  to  be  the  main  reason  why  the  possibility  of  there  being 
a  tumor  had  not  been  seriously  entertained.  Personally,  in  all  such 
cases  he  believed  that  the  statements  of  the  patient  as  to  the  sud- 
denness of  origin  must  be  received  with  great  caution.  One  often 
heard,  for  instance,  in  cases  of  oesophageal  carcinoma,  that  the  diffi- 
culty in  swallowing  d-ated  from  one  definite  occasion ;  whilst  they  all 
knew  that  it  could  not  have  originated  in  this  way,  but  that  there 
probably  had  been  some  occasion  on  which  the  patient  first  perceived 
that  he  had  a  difficulty  in  swallowing,  and  that  date  was  given  as 
the  definite  starting-point  of  the  onset  of  the  disease.  To  return  to 
the  present  case,  it  was,  of  course,  possible  that  at  first  there  had 
been  hemorrhage  into  the  substance  of  the  cerebellum,  and  then,  of 
course,  a  sudden  origin  of  the  symptoms  would  be  conceivable;  but 
he  thought  now  there  was  more  likely  to  be  a  cerebellar  tumor  than 
anything  else. 
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Mr.  Charsley  said  he  had  seen  a  precisely  similar  condition  in  an 
old  lady,  a  patient  of  his,  who  for  twenty  years  suffered  from  par- 
alysis agitans,  and  who  lived  to  be  seventy-four  years  of  age.  He 
was  led  to  examine  her  larynx  by  noticing  the  rhythmic  movements 
of  her  soft  palate  and  tongue.  Her  phonation  was  natural  in  the  cold 
weather,  but  during  hot  weather  she  generally  spoke  in  a  whisper. 
In  this  case  there  could  be  no  question  of  the  accuracy  of  the  diag- 
nosis, as  there  seemed  to  be  in  the  case  under  discussion. 

Tumor  of  Vestibule  of  Nose.     Microscopic  Section, 

Shown  by  Mr.  Ceesswell  Baber.  Beatrice  H — ,  aet.  26,  applied 
at  the  Brighton  Throat  and  Ear  Hospital  on  November  6th,  1902, 
with  a  growth  filling  the  anterior  half  of  the  right  vestibule.  It  was 
of  the  size  of  a  small  bean,  soft,  solid,  and  slightly  lobulated  on  the 
surface,  and  attached  by  a  very  thin  pedicle  to  the  outer  wall  of  the 
vestibule,  close  to  its  anterior  end  and  about  %  inch  from  its  exter- 
nal edge.  It  was  easily  detached  by  avulsion.  There  was  rather 
free  hemorrhage,  which  was  arrested  with  the  galvanic  cautery 
point.  The  history  was  that  the  growth  had  been  coming  for  three 
or  four  months.  There  was  no  known  cause.  It  was  said  to  bleed 
easily.  There  had  been  no  return  of  the  growth  (March  2d).  The 
nasal  cavities  were  noted  as  normal,  except  a  ridge  on  the  left  side 
of  the  septum.  The  report  of  the  Clinical  Research  Association  was 
that  the  "growth  is  composed  of  much  young  spindle-celled  tissue 
covered  with  skin.  It  is  chiefly  inflammatory  in  origin,  and  traversed 
by  numerous  large  lymphatic  channels.  There  are  no  sigris  of  tuber- 
cle or  malignant  disease." 

Tongue-depressor  for  Exposing  the  Tonsil. 

Mr,  Cresswell  Baber  showed  a  modification  of  Jaenicke's  tongue- 
depressor,  which  he  had  found  useful  for  examining  the  tonsil  and 
the  opening  of  the  supra-tonsillar  fossa,  and  for  facilitating  manipu- 
lation in  that  region. 

The  President  said  that  an  instrument  which  had  not  been  used  by 
any  of  them  hardly  lent  itself  to  discussion,  but  it  certainly  seemed 
from  inspection,  a  most  ingenious  modification. 

Dr.  Dundas  Grant  referred  to  a  paper  by  Professor  Killian,  in 
which  he  described  a  method  of  examining  the  tonsil  which  he  had 
found  very  useful.  It  consisted  for  the  left  tonsil  in  turning  the 
patient's  face  somewhat  to  the  left  and  letting  him  hold  out  his  tongue 
with  the  left  hand.  One  could,  then,  by  retracting  the  right  cheek 
slightly,  look  at  the  left  tonsil  almost  fully  in  the  face  and  get  a  very 
good  view  of  the  supra-tonsillar  fossa  and  the  crypts  of  the  tonsil, 
which  one  did  not  get  if  the  head  was  kept  in  the  middle  line. 
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Dr.  Watson  Williams  was  interested  in  these  depressors,  yet  al- 
though he  thought  it  was  very  important  to  get  a  good  view  of  the 
supra-tonsillar  fossa,  he  could  not  help  thinking  that  the  plan  he  had 
adopted  of  introducing  a  rhinoscopic  mirror,  combined  with  the  use 
of  an  ordinary  tongue-depressor,  gave  one  a  perfect  image  and  an- 
swered every  purpose,  without  in  any  way  distorting  the  parts. 

The  President  thought  that  the  advantage  of  Killian's  method 
(which  he  had  made  great  use  of)  over  the  "mirror"  advocated  by 
the  last  speaker  was  that  one  could  easily  introduce  a  probe — and 
also,  when  necessary,  a  sharp  hook  with  cutting  edge — into  the  fossa 
and  open  it  out.  This  was  more  easily  done  directly  than  by  the  aid 
of  a  mirror.  Perhaps  those  with  some  experience  of  the  supra-ton- 
sillar fossa  would  give  their  opinions. 

Mr.  Cresswell  Baber  wished  to  say  this  depressor  was  of  especial 
advantage  in  examining  the  supra-tonsillar  fossa.  By  its  use  the 
tongue  could  be  depressed  and  the  anterior  faucial  pillar,  or  the  plica 
triangularis,  be  drawn  forward  with  one  hand,  whilst  with  the  other  a 
probe  or  any  other  instrument  could  be  introduced  into  the  fossa. 

Case  of  Lupus  (?)  of  Nose  and  Face. 

Shown  by  Mr.  Vinrace.  Mrs.  X — ,  aet.  56,  married  at  22 ;  nine 
children,  of  whom  six  are  living.  All  the  children  were  healthy; 
youngest  was  born  seventeen  years  ago.  Ten  years  ago  Mrs.  X — 
was  treated  for  diphtheria  at  Fever  Hospital.  Three  months  pre- 
viously a  rash  had  appeared  on  her  chest.  The  diphtheria  was  imme- 
diately followed  by  ulceration  of  the  skin  generally,  and  especially  of 
the  tongue,  nose,  and  throat.  The  ulceration  of  the  soft  tissues  pro- 
gressed very  rapidly,  but  the  bone  was  unaffected,  and  at  the  end  of 
three  months  she  was  practically  in  the  condition  as  now.  She  was 
treated  for  sixteen  months  at  St.  John's  Hospital,  one  month  as  an 
in-patient  and  the  remainder  of  the  time  as  an  out-patient,  and  had 
since  attended  various  other  hospitals.  At  the  time  the  ulceration 
commenced  Mrs.  X —  was  46,  her  husband  57,  and  the  youngest  child 
7  years  old.  The  husband  died  four  years  after  the  onset  of  the  at- 
tack from  stricture  of  bowel  (  ?  syphilitic).  At  some  of  the  hospitals 
she  had  attended  lupus  had  been  suggested,  but  Mr.  Vinrace  is  in- 
clined to  suspect  tertiary  syphilis,  masked  by  the  diphtheria  (  ?).  He 
would  be  glad  of  any  comments  as  to  diagnosis,  and  also  for  sugges- 
tions as  to  treatment.  The  patient  was  unable  to  work  owing  to  the 
eruption  on  the  face,  and  was  anxious  that,  if  possible,  the  shape  of 
her  nose  should  be  somewhat  restored.  She  had  lost  the  tip  of  her 
tongue  and  had  difficulty  in  protruding  that  organ. 
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Dr.  Wm.  Hill  remarked  on  the  difficulty  of  j-ulling  forward  the 
tongue  in  order  to  make  laryngoscopic  examination,  and  sM  he  had 
elicited  from  the  patient  the  fact  that  the  tip  of  the  tongue  had  ulcer- 
ated away  some  years  ago ;  this  was  strongly  suggestive  of  syphilis. 
On  the  other  hand,  the  nodule  or  growth  on  the  posterior  part  of  the 
tongue  looked  like  lupus,  and  supported  the  view  that  it  was  really  a 
"mixed"  case. 

Dr.  FitzGerald  Powell  thought  there  was  very  little  doubt  that  this 
was  a  case  of  tertiary  syphilis;  in  addition  to  the  manifestations  of 
the  forehead  and  nose  the  patient  was  suffering  from  chronic  indur- 
ated glossitis,  and  she  had  a  scarred  sulcus  in  the  posterior  half  of  the 
tongue.  If  put  on  antisyphilitic  treatment  the  patient  would  prob- 
ably improve. 

Dr.  Dundas  Grant  said  that  the  appearance  of  the  patient  could  be 
very  materially  improved  by  means  of  an  artificial  appliance  such  as 
he  remembered  seeing  on  a  patient  from  the  Noith,  who  was  shown 
before  the  British  Laryngological  Association  some  years  ago.  He 
was  a  coach-painter,  and  in  order  to  rectify  his  disfigurement  he 
made  a  hollow  model  of  the  nose  in  tin  or  aluminium,  and  colored  it 
himself  so  perfectly  that  when  it  was  stuck  on  to  the  stump  of  the 
nose  without  the  aid  of  spectacle  frame  or  anything  else,  from  a  very 
little  distance  it  looked  like  a  natural  organ.  This  man  now  manu- 
factured these  noses  for  others.  He  thought  this  case  one  of  lupus, 
for  one  reason  that  the  disease  seemed  to  have  confined  itself  to  the 
softer  parts,  and  the  septum  could  be  seen  quite  intact.  Three  months 
was  certainly  a  very  short  time  for  so  great  disfigurement  to  occur, 
but  he  did  not  think  that  excluded  the  possibility  of  its  being  lupus. 

Mr.  F.  H.  Westmacott  said  that  the  maker  of  artificial-  noses  re- 
ferred to  by  Dr.  Grant  was  Mr.  H.  Brook,  of  23  Savile  Parade, 
Halifax. 

Case  of  Anosmia.     (For  Diagnosis  and  Suggestions  as  to  Treat- 
ment.) 

Shown  by  the  President.  Mr.  B. — ,  set.  39,  was  first  seen  on  June 
13th,  1901.  He  stated  that  he  had  lost  the  sense  of  smell  for  the  last 
six  months,  but  that  at  occasional  periods  he  could  "smell  and  taste  a 
little."  He  could  appreciate  the  difference  between  salt  and  sweet. 
On  examining  the  nose  anteriorly  both  middle  turbinals  were  seen 
to  be  large,  the  inferior  fairly  so.  On  posterior  rhinoscopy  the  right 
middle  meatus  appeared  to  be  blocked.  The  left  side  seemed  to  be 
fairly  clear.  He  was  ordered  to  use  a  nasal  spray  of  menthol  and 
paroline.  On  July  11th  he  was  seen  again,  when  he  stated  that  five 
days  after  his  first  visit  smell  and  taste  had  returned  perfectly  for  one 
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day.  This  had  been  repeated  several  times,  but  only  between  the 
hours  of  1  and  7  p.  m.,  excepting  on  the  first  occasion.  After  the 
application  of  cocaine  to  the  middle  turbinals,  smell  at  once  returned. 
On  August  3d,  1901,  he  could  smell  peppermint  and  nitrous  ether. 
On  this  occasion  the  application  of  cocaine  was  followed  by  disap- 
pearance of  the  sense  of  smell.  On  this  and  on  the  previous  visits 
pieces  of  mucosa  were  removed  from  the  middle  turbinals.  The 
treatment  was  continued  as  before,  with  the  addition  of  strychnine 
internally.  On  October  2d,  1901,  he  could  smell  occasionally.  A 
considerable  piece  of  each  middle  turbinal  was  removed  with  Griin- 
wald's  forceps.  After  this  more  of  the  middle  turbinals  was  re- 
moved, and  eventually  the  greater  part  of  the  light  was  removed. 
On  January  2d,  1902,  he  stated  that  he  had  had  the  sense  of  smell 
for  four  or  five  weeks  and  then  had  gradually  lost  it.     On  June  18th, 

1902,  he  reported  himself  to  be  still  improving.  On  July  14th,  1902, 
he  stated  that  "he  had  sense  of  smell  most  days."     On  January  7th, 

1903,  the  sense  of  smell  was  stated  to  be  better  in  the  right  nostril 
and  during  the  earlier  hours  of  the  day.  Killian's  speculum  was  in- 
troduced into  the  left  olfactory  cleft  and  dilated;  immediately  his 
smell  improved,  and  continued  for  two  or  three  days.  On  March  1st 
he  could  smell  turpentine,  carbolic  acid,  and  nitrous  ether,  but  ex- 
pected it  to  go  off  in  the  evening.  In  the  posterior  nares  some  hyper- 
trophy was  observed  in  the  left  choana  (?cold),  and  a  small,  poly- 
poid-looking mass  in  the  right.  Anteriorly  the  left  middle  turbinal 
appeared  to  be  enlarged ;  the  anterior  part  of  the  right  was  absent. 

Mr.  Baber  thought  the  Society  was  much  indebted  to  the  President 
for  showing  this  interesting  case,  and  for  the  careful  way  in  which 
the  history  was  given.  In  his  opinion  it  was  a  neurasthenic  case, 
and  he  should  be  very  chary  of  doing  any  further  operation.  He 
suggested  the  application  of  the  continuous  current  externally  to  the 
nose,  and  the  administration  of  valerian  internally,  but  he  thought  it 
doubtful  whether  the  patient  would  recover. 

Dr.  de  Havilland  Hall  agreed  with  Mr.  Baber.  Most  cases  of 
anosmia  were  secondary  to  influenza,  and  he  had  been  trying  to  dis- 
cover from  this  patient  if  there  was  any  history  of  influenza,  but  he 
denied  it.  The  attack  came  on  with  rather  a  severe  cold,  which 
suggested  to  him  hay  fever ;  was  this  severe  cold  of  an  influenzal 
nature,  he  wondered  ?  He  particularly  remembered  one  case  of  in- 
fluenza in  which  the  patient,  a  man  rather  fond  of  the  good  things  of 
this  life,  for  over  a  year  suffered  from  almost  complete  anosmia  and 
great  loss  of  the  sense  of  taste,  which  was  a  source  of  great  trouble 
to  him.     By  persisting  with  arsenic  and  strychnine — a  thirtieth  of  a 
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grain  of  each — in  pill  form,  taking  two  or  three  a  day,  the  patient 
eventually  made  a  complete  recovery ;  he  thought  this  combination  of 
drugs  the  best  for  anosmia.  Some  seven  or  eight  years  ago  he  had 
seen  in  the  'Lancet'  a  paper  recommending  the  application  of  car- 
bonic acid  to  the  mucous  membrane  of  the  nose,  but,  as  far  as  his 
experience  went,  he  had  never  seen  results  commensurate  with  the 
trouble  involved  in  getting  a  stream  of  acid  on  the  parts.  In  almost 
all  cases  of  anosmia  associated  with  influenza  he  had  used  a  spray  of 
menthol,  and  it  had  a  stimulating  effect  on  the  nasal  mucous  mem- 
brane; he  thought  these  cases,  without  exception,  eventually  recov- 
ered ;  he  could  not  call  to  mind  at  the  moment  any  case  of  anosmia 
and  influenza  which  had  not  recovered  under  a  stimulating  kind  of 
treatment,  including  the  tonic  he  had  suggested. 

Dr.  D'mdas  Grant  said  that  unless  cocaine  had  beeii  already  applied 
to  the  pharynx  in  this  particular  case  that  day,  the  patient  seemed  to 
have  a  remarkable  diminution  of  pharyngeal  reflex,  which  was  indi- 
cative of  a  neurasthenic  condition.  He  thought  there  was  consider- 
able evidence  of  neurasthenia  being  an  element  of  importance.  One 
dictum  expressed  by  the  late  Morrel  Mackenzie  as  the  result  of  his 
observations  and  experience  was  that  when  anosmia  had  lasted  un- 
interruptedly for  two  years  it  was  incurable;  he  had  never  seen  it 
recovered  from  after  that  length  of  time.  Personally,  he  thought  he 
had  seen  it  in  an  hysterical  case.  With  regard  to  the  removal  of 
portions  of  the  middle  turbinate  body,  he  thought  the  President  had 
probably  been  inspired  by  the  same  feeling  that  he  himself  had — 
namely,  that  it  was  a  very  critical  question  how  to  remove  enough 
and  yet  not  to  remove  too  much,  because  in  removing  large  portions 
of  the  middle  turbinal  one  was  also  removing  a  good  deal  of  the  dis- 
tribution of  the  olfactory  nerve,  and  it  was  quite  possible  to  do  more 
harm  than  good  to  the  sense  of  smell.  The  action  of  cocaine  was 
very  peculiar.  He  remembered  finding  in  a  case  of  his  own  that  its 
application  caused  the  sense  of  smell  to  return.  This  subject  was 
discussed  in  a  paper  in  'Archiv  fiir  Laryngologie'  many  years  ago, 
the  observer  finding  the  opposite  result,  i.  e.,  that  the  application  of 
cocaine  took  away  the  sense  of  smell.  The  fact  was  that  after  the 
application  for  a  certain  time,  while  the  swelling  of  the  mucous 
membrane  was  reduced,  the  drug  might  allow  of  taste  and  the  pres- 
ence of  smell  becoming  perceptible,  but  after  a  longer  time  it  paralys- 
ed the  sense  of  smell  and  thus  caused  the  contradictory  symptoms 
observed  by  the  President. 

Dr.  Donelan  said  he  was  interested  in  Dr.  Hall's  remarks  with  re- 
gard to  the  influenzal  origin  of  so  many  of  these  cases  of  anosmia. 
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He  had  seen  a  good  many  of  them  at  the  Italian  Hospital,  which  was 
situated  in  a  densely  populated  district.  There  they  seemed  to  have 
a  constant  succession  of  cases  of  influenza  even  in  the  summer,  and 
there  were  a  number  of  cases  which  he  had  had  under  observation 
almost  continuously  for  ten  years.  Some  persons  who  had  had  con- 
secutive attacks  of  anosmia  were  clearly  recovering  from  definite  in- 
fluenzal symptoms. 

With  regard  to  the  menthol  spray  and  the  treatment  of  influenza 
generally,  about  ten  years  ago  Dr.  Taylor  (?)  wrote  an  article  in  the 
'British  Medical  Journal'  advocating  the  internal  use  of  carbolic  acid, 
and  another  writer  also  wrote  advocating  the  use  of  the  essential  oil 
of  cinnamon.  He  had  been  trying  these  two  remedies  in  combination 
in  a  great  many  cases — acute  and  chronic — where  the  symptoms  were 
attributable  to  influenza,  and  he  had  found  (using  minim  doses  of 
each  in  combination  with  aromatic  spirits  of  ammonia,  in  water)  the 
remedy  had  a  remarkable  effect,  so  much  so  that  it  might  be  regarded 
as  a  specific  for  the  disease.  He  had  tried  it  in  thousands  of  cases 
with  good  results.  In  regard  to  anosmia,  by  using  the  menthol  spray 
recommended  by  Dr.  Hall  and  supplementing  its  action  with  car- 
bolic acid  at  the  beginning  of  the  treatment,  this  combination  seemed 
to  have  a  distinct  beneficial  effect. 

Dr.  Watson  Williams  agreed  with  the  general  consensus  of  opin- 
ion, i  e.,  that  this  was  a  case  of  neurasthenic  anosmia ;  but  in  addi- 
tion there  were  associated  with  it  certain  vaso-motor  phenomena  in 
the  nose,  which  had  resulted  in  swellings  of  the  mucosa,  which  the 
exhibitor  had  to  a  large  extent  obviated  by  removal,  he  presumed,  of 
the  most  prominent  portions  of  the  swollen  middle  turbinal.  He 
thought  that  the  variations  in  the  function  of  smell  in  this  case  were 
to  a  large  extent  dependent  upon  the  result  of  vaso-motor  phenomena. 
Slight  swellings  in  the  mucosa  would  sometimes  cause  the  sense  of 
smell  to  be  in  abeyance,  and  this  was  observed  in  an  ordinary  nasal 
catarrh,  even  when  the  nose  was  subjectively  fairly  free.  Physiologi- 
cal investigations  demonstrated  how  easily  the  sense  of  olfaction  was 
rendered  inactive.  The  distribution  of  the  olfactory  nerve  filaments 
was  confined  to  quite  the  upper  portion  of  the  olfactory  fissure,  and 
did  not  extend  so  far  down  as  the  middle  turbinal ;  and  he  thought 
that  probably  a  comparatively  slight  swelling  of  the  mucous  mem- 
brane of  the  superior  turbinal,  and  of  the  upper  portion  of  the 
mucous  membrane  of  the  middle  turbinal,  would  be  sufficient  to  pre- 
vent olfaction  for  the  time  being.  Whether  one  ought  to  apply  the 
cautery  constantly,  or  other  local  applications  to  slight  swellings, 
depends,  in  some  measure,  upon  the  general  condition  of  the  patient, 
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and  one  should  take  this  point  into  consideration  before  removing 
the  grosser  results  of  the  vaso-motor  phenomena.  Personally,  he 
would  feel  disposed  to  rely  upon  his  favorite  remedy  of  arseniate  of 
strychnine  in  this  case  now  that  the  hypertrophic  tissues  had  been 
successfully  removed.  He  had  been  himself  a  sufferer  from  hay 
fever,  and  so  he  could  enter  to  a  certain  extent  into  the  feeling  of  a 
patient  in  whom  the  same  sense  of  smell  was  apt  to  come  and  go 
with  great  rapidity. 

Dr.  Donelan  said  that  the  treatment  by  carbolic  acid  and  cinnamon, 
to  which  he  had  referred,  was  used  to  commence  with,  and  it  was 
followed  up  by  giving  tonics  such  as  those  mentioned. 

The  President  was  glad  to  hear  that  the  general  consensus  of 
opinion  was  not  in  favor  of  further  operative  measures.  He  might 
mention  as  an  interesting  fact  that  practically  the  whole  of  the  right 
middle  turbinal  was  removed;  now  it  was  rather  difficult  to  make 
out  exactly  what  had  been  done.  The  point  raised  by  Dr.  Hall 
touched  upon  a  matter  of  some  importance.  He  had  seen  olfactory 
affections  following  influenza,  and  in  two  forms — one  in  which  the 
anosmia  existed  permanently  and  remained,  and  the  other  in  which 
it  existed  for  a  time  without  intermission  and  then  improved.  The 
anosmia  was  either  constantly  present  for  a  time  or  remained 
altogether.  He  had  never  seen  the  intermittent  form  follow  influenza. 
In  this  case  the  anosmia  was  intermittent.  He  had  employed  menthol. 
The  question  of  carbolic  acid  was  not  a  new  one;  it  was  men- 
tioned in  many  works  which  were  published  some  years  ago ;  he  had 
referred  to  it  in  his  own  book,  the  first  edition  of  which  came  out 
more  than  ten  years  ago.  Alum,  carbolic  acid,  and  sulphate  of  zinc 
were  long  known  to  permanently  injure  the  olfactory  nerve.  It  re- 
minded him  of  an  instructive  case  in  which  a  physician — not  a  mem- 
ber of  this  Society — ordered  a  carbolic  douche  for  a  lady,  with  the 
result  that  she  immediately  and  completely  lost  her  sense  of  smell. 

Case  of  Functional  Aphonia. 

Shown  by  Dk.  Lambert  Lack  This  patient  was  the  man  with 
spastic  aphonia  of  functional  origin,  who,  when  shown  at  the  pre- 
vious meeting  (see  page  50,  vol.  x,  January,  1903),  could  sing  loudly, 
but  could  not  speak  above  a  whisper. 

Under  local  applications  of  faradic  current  and  general  tonic  treat- 
ment the  voice  had  returned,  at  first  for  an  hour  or  two  daily,  and 
gradually  improved  until  it  now  lasted  almost  the  entire  day.  Exami- 
nation of  the  larynx  showed  pachydermia  of  the  vocal  cords,  but  the 
movements  were  now  normal,  both  on  breathing  and  phonation. 
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The  sequel  to  the  case  added  an  additional  reason  for  considering 
this  case  to  be  quite  distinct  from  the  ordinary  spastic  aphonia.  In 
his  (Dr.  Lack's)  experience  it  was  quite  unique. 

The  President  thanked  Dr.  Lack  for  bringing  this  case  forward 
again  and  thus  giving  the  Society  an  opportunity  of  seeing  it  both 
in  a  good  and  in  a  bad  condition. 

Dr.  Dundas  Grant  said  the  interesting  feature  about  the  case  seem- 
ed to  be  the  fact  that  the  patient  originally  found  it  much  easier  to 
sing  than  to  speak.  Singing  required  less  efifort  on  the  part  of  the 
nervous  centres,  and  he  supposed  that  was  the  reason  of  this  state  of 
affairs.  His  brain  had,  perhaps,  in  the  interval  been  gradually  exer- 
cised and  trained  in  some  way ;  thus  his  recovery  might  be  explained. 

Dr.  de  Havilland  Hall  said  that  stammerers  often  sang  perfectly 
well,  in  spite  of  their  defective  speech. 

Mr.  Lake  said  the  Society  was  much  indebted  to  Dr.  Lack  for 
bringing  up  this  case  again.  He  saw  the  case  some  time  ago  and 
thought  it  one  of  syphilis.  He  heard  that  a  long  course  of  anti- 
syphilitic  treatment  was  adopted,  but  without  benefit. 

Case  and   Microscopic  Sections  of   Edematous  Thickening  of 
Larynx  and  Palate  in  a  boy. 

Shown  by  Dr.  Lambert  Lack.  This  patient,  now  set.  11,  was 
shown  to  the  Society  in  February,  1902,  by  Mr.  Hunter  Tod  (see 
'Proceedings,'  vol.  ix,  page  69).  He  is  still  under  the  care  of  Dr. 
Percy  Kidd,  who  kindly  allowed  him  to  be  shown.  His  further  his- 
tory was  extremely  interesting.  He  had  had  signs  of  laryngeal  ob- 
struction for  three  years,  and  he  .had  certainly  had  stridor  off  and  on 
all  the  time  he  had  been  under  observation — now  fourteen  months. 

The  present  condition  was  almost  exactly  the  same  as  a  year  ago. 
The  boy  was  thin  and  pale,  the  temperature  was  normal,  there  were 
no  tubercle  bacilli  in  the  sputum,  and  no  signs  of  pulmonary  phthisis. 
Enormous  smooth,  pale,  oedematous  enlargement  of  epiglottis  and 
arytenoids  preventing  a  view  of  the  interior  of  the  larynx.  The 
uvula  and  adjacent  part  of  the  palate  was  thickened.  This  descrip- 
tion applied  three  weeks  ago.  As  no  improvement  had  taken  place 
Dr.  Kidd  wished  to  have  the  epiglottis  removed.  This  was  done 
with  Lake's  forceps  under  general  anaesthesia.  A  large  piece  of  soft 
tissue  in  the  arytenoid  region  was  also  cut  away. 

The  boy  recovered  rapidly  from  the  operation  without  any  bad 
symptoms.  The  healed  stump  of  the  epiglottis  could  now  be  seen, 
the  arytenoids  were  not  much  swollen,  the  interior  of  the  larynx 
could  be  easily  inspected,  and  the  cords  were  seen  to  be  normal  both 
in  color  and  movement.     The  boy  had  lost  all  his  stridor,  etc. 
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Under  the  microscope  the  sections  show  numerous  roundish  no- 
dules, deep  under  the  mucous  membrane,  which  strongly  resemble, 
but  are  not  characteristic  of,  tubercle. 

The  case  presented  many  points  of  similarity  with,  and  some  of 
difference  from,  those  shown  recently  by  Sir  F.  Semon  and  Dr. 
Dundas  Grant. 

In  spite  of  a  year's  observation,  the  well-marked  symptoms,  the 
microscopic  sections,  etc.,  the  diagnosis  still  remained  in  doubt. 

Microscopic  Sections  of  Mucous  Patches  of  1'onsils. 

Shown  by  Dr.  Lambert  Lack.  The  tonsils  were  obtained  from 
an  adult  with  well-marked  secondary  syphilis.  The  patient,  who 
had  very  large  tonsils,  was  under  the  care  of  a  colleague.  The  sec- 
tions showed  great  thickening  of  the  epithelium  in  places,  infiltra- 
tions with  round-cells,  etc. 

On  the.  suggestion  of  the  President  Dr.  Lack  said  that  he  would 
hand  the  specimens  to  Dr.  Pegler  for  the  consideration  of  the  Morbid 
Growths  Committee. 

Case  of  Peforation  of  the  Nasal  Septum  ?  Trauma  or  Syphilis. 

Shown  by  Dr.  Donelan.  The  patient,  an  Italian  set.  42,  denied 
ever  having  had  syphilis,  but  admitted  having  had  gonorrhoea  about 
twenty  years  ago.  He  used  to  suffer  from  bad  headaches  for  about 
a  year,  and  conceived  the  extraordinary  idea  that  by  "punching"  his 
nose  and  making  it  bleed  the  headaches  would  be  relieved.  He  said 
that  this  treatment  had  been  successful,  but  it  unfortunately  had  set 
up  a  chronic  epistaxis,  from  which  he  suffered  almost  every  day  for 
eight  years.  During  this  period  he  used  to  pick  his  nose  a  good  deal 
with  his  fingers.  The  epistaxis  continued  until  about  a  year  ago, 
when  he  was  treated  in  Milan  with  a  grey  ointment,  which  was 
rubbed  on  the  outside  of  the  nose.  He  was  positive  that  it  had  not 
been  applied  anywhere  else,  and  that  the  epistaxis  had  ceased  com- 
pletely in  a  few  days.  A  purulent  discharge  with  formation  of 
crusts  followed,  and  had  continued  until  the  present  time.  There 
was  a  very  large  perforation  in  the  septum  as  well  as  considerable 
depression  of  the  lower  third  of  the  nose,  and  a  marked  fold  in  the 
right  ala.  In  spite  of  his  assertion,  taking  into  account  the  nasal  and 
pharyngeal  appearances,  as  well  as  the  general  aspect  of  the  man, 
Dr.  Donelan  was  inclined  to  think  the  deformity  due  to  syphilis. 

The  President  was  strongly  inclined  to  think  this  a  case  of  syphilis. 
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Various  Operative  Procedures  for  the  Relief  of  Chronic  Sup* 
purative  Otitis  Media  and  their  Comparative  Value — Ed- 

WAED  Bradford  Dench — The  American  Journal  of  the  Medical 
Sciences.     November,  1903. 

This  paper  is.  an  elaborate  discussion  and  comparison  of  the  sev- 
eral operations  for  the  relief  of  chronic  suppurative  otitis  media,  in 
which  the  author  gives  the  first  place  to  the  radical  procedure.  The 
author's  well  known  enthusiasm  for  operative  procedure  permits  him 
to  say  that  "Of  late  years  I  have  operated  upon  many  cases  by  the 
radical  method  (Stacke)  which  might  possibly  have  been  cured  by 
simple  ossiculectomy.  These  cases  would  naturally  recover  per- 
fectly after  the  radical  operation;  for  this  reason  the  percentage  of 
favorable  results  following  the  radical  operation  is  considerably 
higher  than  that  of  favorable  results  following  ossiculectomy,  and  is 
also  considerably  higher  than  reported  by  other  operators."  He  be- 
lieves that  the  value  of  each  procedure  should  depend  upon  the  indi- 
vidual case.  With  caries  limited,  and  no  history  or  recurrent  attacks 
of  acute  inflammation  of  the  middle  ear,  nor  marked  symptoms  of 
imperfect  drainage,  the  simpler  procedure  may  be  advised.  On  the 
other  hand  having  a  history  of  recurrent  attacks  of  acute  inflamma- 
tion of  the  middle  ear  in  a  case  of  purulent  otitis  media,  and  these 
attacks  accompanied  by  a  train  of  symptoms  leading  to  the  inference 
that  there  is  a  beginning  infection  of  the  mastoid,  labyrinth  or  of  the 
intra-cranial  structures,  these  cases  should  invariably  be  subjected  to 
the  radical  operation.  In  the  author's  experience,  ossiculectomy  has 
seldom  reduced  the  hearing,  but  in  many  cases  has  materially  im- 
proved it.  His  experience  with  the  radical  operation  inclines  him 
to  believe  that  the  hearing  will  not  be  as  good  after  the  operation  as 
before,  unless  the  power  of  audition  is  greatly  diminished  in  the 
aifectecf  ear.  In  cases  where  the  audition  is  good,  other  things  being 
equal,  the  surgeon  should  be  influenced  to  use  the  simple  operation 
rainer  than  the  more  radical  procedure.  F.  C.  E. 
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Ankylosis  of  the  Crico-Arytenoid  Articulation  due  to  Acute  In- 
flammatory Causes — D.  Bryson  Delavan,  New  York — Med. 
Record.     January  24,  1903. 

In  a  very  interesting  paper,  upon  this  subject,  the  author  describes 
six  cases  illustrating  his  remarks. 

The  differential  diagnosis  between  ankylosis  and  paralysis  of  these 
parts  is  not  an  easy  matter,  especially  if  the  condition  has  existed  for 
some  time,  before  the  patient  presents  himself  for  an  examination. 

Any  acute  inflammation  of  the  posterior  region  of  the  larynx 
attended  with  infiltration  may  cause  a  temporary  fixation  of  the 
crico  arytenoid  joint. 

This  paper  should  be  read  in  full  to  be  thoroughly  appreciated. 

M.  D.  L. 

The  Venous  System  of  the  Temporal  Bone  and  Its  Relation  to 
the  Complications  of  Mastoid  Disease — Seymour  Oppen- 
HEiMER — Medical  Record.     August,  1902. 

The  character  of  this  scholarly  paper,  its  minute  description  and 
discussion  of  the  complicated,  venous  relationship  of  the  mastoid 
region,  render  it  impossible  to  make  a  complete  and  practical  ab- 
stract of  its  entire  matter.  The  author  seeks  to  prove  that  the  rela- 
tion of  infectious  processes,  either  immediate  or  remote,  localized  or 
general,  derived  from  a  primary  microbic  infection  of  the  cavity  of 
the  middle  ear,  including  the  antrum  as  a  portion  of  this  chamber 
and  the  pneumatic  cells  of  the  mastoid  process,  depends  in  many 
cases  upon  the  transmission  of  the  infective  material  by  the  extensive 
and  complicated  venous  channels,  of  this  region.  When  it  is  borne  in 
mind  that  the  aggregate  area  of  the  veins  is  much  greater  than  that  of 
the  arteries  of  the  temporal  bone  and  that  the  veins  anastomose  one 
with  another  so  as  to  produce  a  complete  network  throughout  the 
external  and  internal  surfaces  and  cells  of  this  region,  the  intimate 
connection  with  the  sinuses,  meninges,  and  cranial  fossae,  readily  ex- 
plains the  liability  to  infection  following  mastoid  necrosis.  He  be- 
lieves that  though  the  majority  of  the  complications  of  mastoid 
necrosis  can  be  explained  by  the  hypothesis  of  direct  destruction  of 
tissue,  that  there  are  many  cases  of  sinus  phlebitus,  brain  abscess 
and  meningitis  which  are  directly  traceable  to  infection  by  way  of 
the  small  venous  channels  of  the  temporal  bone  of  which  little  is 
known.  F.  C.  E. 
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Method  of  Local  Anesthesia  for  the  Extraction  of  Polypi  from 

the  Ear — Mercier  Bellevue — Revue  Heh.  de  Laryngologie, 
D'Otologie  et  de  Rhinologie.  Dec.  20,  1902,  No.  51. 
In  view  of  the  fact  that  the  local  application  of  cocaine  produces 
only  an  incomplete  anesthesia  in  this  region,  the  author  suggests  the 
injection  of  one  cubic  centimetre  of  a  5  per  cent  solution  of  cocaine 
into  the  polypus  which  is  to  be  removed.  The  solution  penetrates 
into  the  tumor  as  well  as  into  its  attachments,  in  the  neighborhood 
of  which  pain  is  usually  felt  at  the  moment  of  extraction.  The 
injection  causes  the  tumor  to  increase  in  size,  which  facilitates  the 
extraction,  and  in  two  minutes  the  extirpation  may  be  practiced  with- 
out the  patient  experiencing  the  least  pain,  or  being  in  any  way  in- 
convenienced by  the  injection  of  the  cocaine,  the  majority  of  which 
is  removed  with  the  tumor.  W.  Scheppegrell. 

Septic  Tonsillitis  Ending  in  Infective  Thrombosis  of  the  Caver- 
nous Sinus  and  Death — F.  W.  A.  Margarey^  Adelaide,  South 
Australia — The  Australasian  Medical  Gazette.  November,  1902. 

A  woman  of  thirty  years  of  age  had  a  shivering  fit  followed  by 
severe  pain  in  the  throat  and  neck. 

The  reporter  of  this  rare  case  saw  her  five  days  after  the  com- 
mencement of  her  illness  when  both  tonsils  were  greatly  swollen  and 
the  soft  palate  and  pillars  of  the  fauces  intensely  congested.  She 
had  a  temperature  of  105  and  looked  extremely  ill.. 

No  pus  was  formed  in  either  tonsil  with  the  bistoury.  Expectant 
treatment  followed. 

Two  days  later  she  had  a  gush  of  matter  from  the  mouth  with 
immediate  relief. 

Five  days  after  this  again  she  was  still  very  ill  with  a  temperature 
of  105  and  had  frequent  rigors. 

The  throat,  which  was  not  easily  seen  owing  to  fixation  of  the 
jaws,  was  distinctly  sloughy  and  had  a  gangrenous  odor.  Next  day 
the  right  cheek  was  enormously  distended  and  the  right  eye  ex- 
truded almost  on  to  the  cheek. 

The  extreme  chemosis  prevented  closure  of  the  eye  in  the  least 
degree,  the  pupil  was  dilated  and  immobile,  and  the  sight  lost.  Very 
wisely,  no  operative  interference  was  proposed  and  death  took  place 
on  the  fourteenth  day  of  the  illness. 

The  diagnosis  made  was  infective  thrombosis  of  the  Cavernous 
Sinus,  the  line  of  infection  being  probably  along  the  pterygoid  plexus 
of  veins.  Russell  Nolan. 
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Otitis  Media — Hugh  N.  Leavell — The  American  Practitioner  and 
News.     January,  1903. 

The  notable  points  in  this  paper  are  included  in  the  author's  sum- 
mary. 

1.  Earache  in  children  is  generally  caused  by  acute  inflammation 
of  the  middle  ear,  suppurative  or  non-suppurative. 

2.  Infants  and  young  children  may  have  suppuration  of  the  mid- 
dle ear  without  giving  satisfactory  evidences  of  pain  or  without 
rupture  of  the  drum  membrane. 

3.  Otitis  media  is  nearly  always  present  in  acute  infectious  dis- 
eases of  the  gastro-intestinal  and  respiratory  tracts  of  young  child- 
ren and  probably  stands  in  a  causative  relation  to  gastro-enteritis  and 
broncho-pneumonia. 

4.  The  cause  of  death  in  many  acute  and  chronic  infectious  dis- 
eases, in  meningitis  and  in  the  exanthemata,  is  the  result  of  unrecog- 
nized and  untreated  disease  of  the  middle  ear.  F.  C.  E. 

Angina  due  to  Bacillus  of  Friedlander — Nicolle  and  Hebert — 
Revue  Heh.  de  Laryngologie,  D' Otologic  et  de  Rhinologie. 
Dec.  20,  1902.     No.  51. 

A  young  girl  of  12  years  complained  of  a  tickling  of  the  throat. 
The  father,  who  was  a  physician,  made  an  examination  and  found 
a  whitish  plaque  of  a  diphtheritic  aspect  on  the  right  tonsil.  The 
following  day,  a  confrere  found  a  false  membrane  6  or  7  centimeters 
in  height  and  4  and  5  in  width,  adhering  closely  to  the  mucous  mem- 
brane, which  bled  when  an  effort  was  made  to  detach  the  membrane. 
There  was  no  fever  or  eruption,  and  the  appetite  was  excellent. 

A  diagnosis  of  angina  due  to  the  pneumo-baccilli  was  made;  it 
was  afterwards  confirmed  by  a  bacteriological  examination.  The 
false  membrane  remained  several  weeks  without  developing  any 
other  morbid  .symptoms,  and  then  it  disappeared. 

Notwithstanding,  it  is  not  inapropos  to  ask  if  we  can  rely  entirely 
upon  the  bacteriological  examination  in  making  a  diagnosis  from 
pseudo-membranes  in  the  back  of  the  throat.  In  fact,  we  find  in 
this  region  all  forms  of  bacilli,  and  above  all  those  that  we  are  look- 
ing for,  especially  when  there  is  an  inflammation  with  an  exudate. 

W.   SCHEPPEGRELL. 
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A  Clinical  Report  on  the  Use  of  Argyrol  (Silver  Vitelline)  in 
Diseases  of  the  Nose,  Throat  and  Ear. — M.  D.  Lederman, 
New  XoxV—Med.  Record,  Nov.  22,  1902. 

This  new  proteid  salt  of  silver  employed  in  acute  and  chronic 
catarrhal  diseases  of  the  nose  pharynx  and  larynx,  and  in  chronic 
supperative  disease  of  the  middle  ear. 

Solutions  ranging  from  5  percent  to  50  percent  strength  were  em- 
ployed. 

No  irritation  was  observed  from  even  the  strong  solutions,  and 
the  usual  metallic  taste  and  annoying  dry  sensation,  so  frequentW 
experienced  by  the  patient,  when  the  nitrate  salt  was  applied,  was 
absent. 

Argyrol  does  not  coagulate  albumen,  and  possesses  decided  pene- 
trating power,  as  well  as  marked  bacteriacidal  properties.  It  leaves 
a  pleasant  moisture  feeling  in  the  pharynx  and  larynx,  after  the  ap- 
plication, M.  D.  Lederman. 

The  Results  of  Treatment  of  Laryngeal  Cancer  by  Means  of 
the  X=Ray. — D.  Bryson  Delavan,  N.  Y. — Med.  Record 
Oct.  18,  1902. 

No  case  of  carcinoma  of  the  larynx  has  been  offered  as  cured  by 
this  treatment,  up  to  the  time  of  the  writing  of  the  author's  paper. 

One  of  his  cases  was  improved  by  the  X-Ray  treatment,  after 
twenty  such  applications,  but  the  patient  died  from  chronic  B right's 
disease.  The  case  was  an  inoperable  one,  as  the  disease  was  very- 
extensive.  In  order  to  eliminate  the  possibility  of  the  trouble  being 
specific;  iodide  of  potash  was  given,  which  caused  a  sudden  osedma 
of  the  larynx  with  urgent  dyspnoea,  and  only  an  instant  tracheotomy 
saved  the  patient. 

Under  the  X-Ray,  the  mass  became  smaller  and  soften  after  two 
weeks'  treatment,  and  appeared  to  break  up,  as  there  was  a  distinct 
attempt  at  the  separation  of  one  segment  from  the  other. 

If  the  case  is  an  inoperable  ne  the  X-Ray  should  be  tried,  but  ii 
the  disease  is  localized,  a  prompt  surgical  intervention  should  be 
suggested.  (Dr.  W.  Scheppegrell,  of  New  Orleans,  has  reported 
a  cure  of  a  case  of  malignant  disease  of  the  larynx,  under  X-Ray 
treatment.  M.  D.  Lederman. 
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SYMPOSiyM— OTITIS  MEDIA  SUPPURATIVA. 


ETIOLOGY,    PATHOLOGY    AND    SYMPTOMATOLOGY     OF 
ACUTE  SUPPURATIVE  OTITIS  MEDIA. 

BY  NORVAL  H.  PIERCE,  M.D.,  CHICAGO. 

Professor  of  Otology  in  the  Chicago  Polyclinic  and  in  the  Postgraduate  Medical  School ;  Laryngologist 

and  Aurist  to  the  Michael  Reese,  the  Passavant  and  St.  Luke  Hospitals;  to  the   Chicago 

Orphan   Asylum  and  Surgeon  in  the  Ear  Department,  Illinois  Charitable 

Eye  and  Ear  Infirmary. 

ETIOLOGY. 

Age. — The  greatest  number  of  suppurative  ear  diseases  occur  in 
the  first  three  years  of  Hfe.^  The  predisposition  of  children  to  otic 
infection  is  due  to  hyperplasia  of  the  lymphoid  structures  in  the 
pharynx  and  post  nasal  space  and  to  the  frequency  with  which  the 
acute  exanthemata  occur  at  this  period. 

Sex. — In  t\}e  first  12  years  of  life  it  would  seem  that  more  females 
than  males  were  affected  (45  per  cent  to  32  per  cent).^  Later  on 
this  relationship  is  reversed — 6  to  4. 

Season. — Winter  and  spring  furnish  more  cases  than  summer  and 
autumn.  It  is  interesting  to  note  that  the  months  in  which  the  otic 
infections  are  most  frequent  are  the  same  as  those  in  which  pneu- 
monia and  epidemic  cerebro-spinal  meningitis  are  most  prevalent,* 


*  This  Series  of  Papers  was  presented  at  the  Ninth  Annual  Meeting  of  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society,  at  Lexington,  Ky.,  May  1,  1903,  and  is  here  pub- 
lished complete. 
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Climate. — The  percentage  of  acute  suppurative  otitis  is  the  same 
in  America  and  Europe  (Knapp).  It  is  probable,  however,  that 
these  cases  are  more  frequently  seen  in  parts  that  are  subject  to 
sudden  variations  in  temperature  and  where  the  percentage  of 
humidity  is  greatest.^^  That  the  action  of  cold  on  the  cellular  ele- 
ments of  the  ear  is  a  potent  predisposing  factor  in  acute  ear 
diseases  there  can  be  no  doubt;  both  clinical  experience  and  experi- 
mental observations  attest  this.  The  experiments  of  Pasteur  on 
chickens,  and  those  of  Lipari^  with  pneumonia  sputum  conclusively 
prove  this.  As  an  setiological  factor  in  the  genesis  of  ear  affection 
cold  is  given  by  Kramer  in  16.7  per  cent;  by  Schwartz,  18.5  per 
cent;  by  Harrison,  31  per  cent;  by  Wilde  as  31  per  cent,  and  Biirk- 
ner  as  13.9  per  cent  of  cases.  It  does  not  matter  a  great  deal  whether 
the  cold  is  moist  or  dry,  the  effect  is  about  the  same.  As  example 
of  the  deleterious  effect  of  dry  cold  air  may  be  mentioned  those  cases 
of  acute  otitis  which  have  occurred  in  persons  who  have  been 
overheated  and,  bathed  in  perspiration  from  dancing  or  other  exer- 
cises in  close  rooms,  have  suddenly  gone  out  doors  to  ''cool  off."  The 
effect  of  cold  water  (moist  cold)  is  exemplified  in  the  otitis  origi- 
nating from  bathing  in  fresh  or  salt  water.  Though  the  opinion  of 
the  injurious  effects  of  sea  bathing  as  a  cause  of  acute  middle  ear 
disease,  or  as  to  its  deleterious  effect  in  chronic  otitis  has  been  oppos- 
ed by  a  number  of  otologists,  among  them  Guye,*'  the  concensus  of 
Opinion  is  in  this  regard  affirmative.  Cold  feet  is  also  frequently 
associated  with  chronic  catarrhal  inflammations,  and  Brandau  has 
found  the  coincidence  of  hyperhidrosis  pedum  with  catarrhal  affec- 
tions, which  later  condition  was  greatly  ameliorated  by  the  use  of 
Liquor  Anti-hidrorrhoricus. 

Whatever  may  be  the  predisposing  cause,  or  whatever  the  inflam- 
matory type,  pathogenic  micro-organisms  play  the  most  important 
aetiologic  role.  The  germs  most  frequently  present  in  the  exudate 
are  the  diplococcus  pneumoniae  and  the  streptococcus  pyogenes  less 
frequently  occur  the  staphylococcus  pyogenes  albus  and  aureus,  the 
pneumo  bacillus,  bacillus  of  Friedlander,  the  bacillus  pyoscyaneus, 
staphylococcus  cerus  albus  and  aureus  and  the  micrococcus  tetragenes. 
Pes  and  Gradenigo  have  found  the  bacillus  pyoscyaneus  as  an  un- 
mixed infection  in  a  case  of  acute  otitis.  The  studies  of  these 
authors  as  well  as  those  of  Gessard  and  Chasrin  with  this  micro- 
organism tend  to  prove  that  it  is  capable  of  producing  local  as  well 
as  general  infections.  However,  micro-organisms  are  rarely  found 
in  pure  culture  in  the  aural  exudates.  Kathrack  out  of  thirty-one 
cases  of  acute  otitis  media  examined  before  perforation  occurred, 
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found  pure  culture  of  diplococcus  pneumoniae  only  three  times.  The 
staphylococcus  pyogenes  is  most  frequently  found  as  the  mixed  in- 
fection. Other  pathoginic  germs  that  have  been  found  in  the  exu- 
date of  acute  otitis  media  are  the  bacillus  typhosus,  bacillus  sapro- 
genes,  bacillus  pyogenes,  diplococcus  intercellularis  meningitidis^ 
bacillus  and  staphylococcus  tenuis,  bacillus  diphtheriae,  the  bacillus  in- 
fluenza and  the  gonoccoccus.  That  the  smegma  bacillus  has  been 
found"  by  Phillips^  in  otitic  discharges  should  be  born  in  mind  on 
account  of  its  close  similarity  to  the  bacillus  tuberculosis,  both  in 
morphology  and  in  staining  reaction.  There  is  a  growing  acquiescence 
in  the  opinion  first  expressed  by  McKernon,  I  believe,  that  of  all  these 
micro-organisms  the  germ  most  to  be  feared  as  possessed  of  greatest 
virulence,  and  productive  of  greatest  destruction  is  the  streptococcus^^^ 
pyogenes.  Equally  destructive  is  the  diplococcus  intercellularis,  and  \ 
it  may  be  stated  as  an  axiom  that  whenever  either  or  both  of  these  < 
organisms  are  found  our  prognosis  should  be  more  guarded  and 
resort  to  operative  proceedures  be  had  earlier  than  with  any  other 
of  the  pyogenic  organisms  mentioned. 

Route  of  Infection. — The  tympanic  cavity  may  be  infected  by  w^ay 
of  (1)  An  intact  drum  head,  as  in  erysipelas,  tuberculosis,  eczema, 
etc.  (2)  Through  a  perforation  of  the  tympanic  membrane.  (3)  By 
way  of  the  circulation  (a)  in  the  congenital  otitis  media  accompany- 
ing infectious  diseases  in  utero — variola,  typhus  recurrens,  diph- 
theria, etc. ;  {h)  in  the  same  diseases  occurring  in  extra  uterine 
life;  (c)  in  endocarditis  (Trautmann).  (4)  By  way  of  the  tuba 
Eustachii;  (a)  indirectly,  by  way  of  the  lymphatic  interspaces;  {h) 
directly  by  continuity  of  surface  (and  this  is  the  most  common  w^ay)  ; 
(r)  through  the  lumen  of  the  tube,  as  in  forcing  infection-laden 
mucous  into  the  ear  in  coughing,  vomiting,  douching,  blowing  the 
nose,  etc.  It  is  probable  that  the  middle  ear  may  be  invaded  by  way 
of  the  fissura  petrosquamosa,  as  Gradenigo  in  a  case  of  cerebro- 
spinal meningitis  found  the  same  organisms  in  the  tympanum  about 
the  canalis  Fallopii  as  were  present  in  the  meninges. 

Apart  from  the  peculiar  pathogenic  character  of  the  various 
micro-organisms,  there  are  other  factors  which  determine  the  type  of 
an  otitis.  In  other  words  the  same  micro-organism  may  under  dif- 
ferent conditions  give  various  types  of  inflammation.  This  is  prob- 
ably dependent  on  the  intensity  of  the  bacterial  virulence,  the  num- 
ber of  organisms,  the  resistance  of  the  tissues  and  the  rapidity  of 
invasion.  On  this  data  ]\Ioos  has  divided  the  resulting  inflamma- 
tion into  these  categories : 
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1.  Those  cases  in  which  a  relatively  small  number  of  organisms 
gain  entrance  to  the  tympanum  through  the  lumen  of  the  tube  and 
produce  in  the  cavum,  by  mucoid  metamorphosis  of  the  cell  proto- 
plasm the  secretory  form  of  middle  ear  catarrh,  which,  without  treat- 
ment may  exist  for  months,  or  years  without  suppuration  occurring. 
Suppuration  supervenes  only  when  the  organisms  increase  in  num- 
ber on  account  of  a  change  occurring  in  the  nutrient  media  of  the 
mucous  membrane  from  taking  cold,  injury,  or  when  additional 
micro-organisms  are  forced  into  the  middle  ear. 

2.  Those  cases  of  haematogenous  invasion,  which  cause  infiltra- 
tion of  numberless  polymorphous  wandering  cells  in  the  mucous 
membrane,  as  for  example,  in  measles,  scarlet  fever,  diphtheria,  etc. 
Each  focus  is  inclosed  in  a  fibrinous  network  causing  the  mucosa  to 
become  hyperplastic.  In  this  form  there  is  no  tendency  to  suppura- 
tion. Instead,  the  microbian  products  of  metabolism  may  be  ex- 
erted to  produce  change  in  bone,  necrosis  of  blood  vessels,  etc.,  but 
metamorphosis  occurs  in  the  end  without  the  formation  of  pus.  The 
most  probable  ^explanation  of  this  is  there  are  a  relatively  small  num- 
ber of  microbes  of  attenuated  virulence. 

3.  Cases  in  which  suppuration  occurs,  the  same  being  divided 
into:  (a)  those  in  which  suppuration  is  slight  without  perforation; 
(b)  those  in  which  suppuration  is  more  or  less  pro fuse^ with  perfora- 
tion; (c)  those  in  which  the  onset  is  rapid,  the  suppuration  great 
with  destruction  of  large  area  of  the  membranae  tympanum  and  ex- 
foliation of  one  or  more  of  the  ossicles. 

In  order  to  properly  comprehend  the  exact  change  occurring  in 
the  cause  of  an  inflammation  of  the  otic  structure,  we  must  remem- 
ber that  the  mucosa  of  the  ear  and  mastoid  cells  is  peculiar  in  this : 
that  it  serves  the  double  function  of  mucous  membrane  and  perios- 
teum, that  the  osseous  structures  which  it  covers  derive  their  nour- 
ishment from  it.  This  fact  explains  the  proneness  with  which  otic 
inflammations  result  in  necrosis.  The  glandular  element  is  scant, 
except  in  the  neighborhood  of  the  tympanic  end  of  the  Eustachian 
tube.  The  mucous  of  the  middle  ear  is  largely  secreted  by  its  sur- 
face epithelium. 

Now,  experience  proves  that  the  purely  catarrrhal  and  the  sup- 
purative form  of  otitis  media  may  be  caused  by  the  same  micro- 
organisms. The  determining  factor  is  therefore,  not  the  micro- 
organism, but  is,  in  my  opinion,  the  mode  of  invasion.  That  is  to 
say,  when  the  invasion  is  hsematogenous  or  by  way  of  the  lymph 
spaces  of  the  Eustachian  tube  we  are  most  liable  to  have  a  suppura- 
tive process.     When  the  invasion  is  from  the  surface  we  have  the 
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catarrhal  variety.  That  a  purely  catarrhal  inflammation  may  become 
purulent  is  proven  by  daily  experience  and  when  this  does  occur  we 
may  know  that  the  superficial  protecting  epithelium  has  been  some- 
where destroyed,  and  the  organisms  have  gained  access  to  the  sub- 
strata of  the  mucosa. 

As  far  as  I  have  been  able  to  determine  there  have  been  no  reports 
of  histological  studies  of  the  primary  changes  as  they  occur  in  the 
human  ear  in  the  cause  of  an  acute  otitis  media.  We  have  to  depend 
for  our  knowledge  of  these  primary  changes  on  experiments  on  lower 
animals,  on  the  cases  of  haematogenous  otitis®  and  on  allied  processes 
which  occur  in  structures  such  as  the  eye,  etc.  From  these  we  know 
that  the  effect  of  bacteria  are  not  confined  to  the  exact  spot  on  which 
they  may  have  found  lodgment,  but  are  to  be  discerned  over  a  much 
greater  area.  These  distant  changes  are  ascribed  to  the  natural  pro- 
ducts of  microbian  metabolism  set  free  in  the  tissues  (Phlogosin). 
The  effects  of  this  chemical  body  produce  a  reaction  characterized 
by  hyperaemia,  exudation,  the  diapedesis  of  round  cells  (purulation) 
and  the  formation  of  new  blood-vessels.  With  the  decline  of  the 
vegetating  stage  of  the  bacteria  which  produced  the  primary  infec- 
tion the  life  history  of  the  putrefactive  organisms  begin,  and  it  is  at 
this  point  that  the  line  which  divides  the  acute  from  the  chronic  mid- 
dle ear  suppuration  may  most  usually  be  placed.  If  the  hyperaemic 
stage  progresses  w^e  find  various  changes  according  to  the  intensity  of 
the  inflammation.  The  mucosa  becomes  more  deeply  red  or  mottled 
from  punctate  haemorrhagic  areas ;  it  becomes  more  and  more 
swollen.  The  cavum  is  filled  wnth  a  muco-purulent  or  purulent  or 
fibrino-haemorrhagic  exudate.  Microscopic  examination  shows  that 
the  epithelium  is  still  in  place  or  exfoliated  over  greater  or  less  areas. 
The  substrata  is  filled  with  round  cells,  the  blood  vessels  are  dis- 
tended, while  small  haemorrhagic  foci  are  scattered  throughout  the 
mucosa.  If  the  inflammation  is  intense  we  may  observe  true  areas 
of  necrosis  scattered  throughout  the  membrane.  These  necrotic 
points  correspond  to  those  at  which  the  greatest  number  of  micro- 
organisms are  found."  The  tympanic  membrane  is  perforated  at  an 
early  date  in  the  exudative  stage,  and  more  or  less  of  it  may  have 
been  destroyed  b^  necrosis. 

What  has  been  said  of  the  tympanic  cavity  may  be  applied  to  the 
mastoid  antrum  and  cells.  The  empirical  division  of  the  ear  into  its- 
various  parts  for  anatomical  descriptive  purposes  is,  I  think,  indi- 
rectly responsible  for  a  misconception  of  facts  when  the  middle  ear 
becomes  the  seat  of  a  suppurative  process.  In  this  regard  this  con- 
cept must  always  be  borne  in  mind  that  the  middle  ear  begins  with 
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the  pharyngeal  end  of  the  Eustachian  tube  and  ends  with  the  last 
and  most  remote  pneumatic  cell  in  the  temporal  bone,  that  not  infre- 
quently such  cells  are  of  as  much  or  greater  magnitude  as  the  cavum 
tympani, — that  these  cells  form  a  system  of  cavities  of  which  the  so- 
called  middle  ear  is  only  a  part.  It  follows  as  a  natural  sequence 
that  whenever  the  cavum  becomes  inflamed  the  antrum  and  cells 
in  conjunction  therewith  participate  invariably  in  the  inflamma- 
tion. The  question  naturally  -arises  "why  do  so  many  cases  of  acute 
middle  ear  disease  recover  without  mastoid  involvment  ?"  The  ques- 
tion is  answered  by  saying  that  the  involvment  of  the  bony  wall  of 
the  cells  depends :  1st.  On  the  position  of  the  cells  as  regard  the 
possibility  of  their  contents  being  drained  through  the  middle  ear. 
2nd.  The  virulence  of  the  invading  micro-organism.  3rd.  The  re- 
sistence  of  the  tissues. 

As  this  division  of  the  subject  will  be  treated  further  on  in  this 
symposium,  I  shall  proceed  to 

Symptomatology. — Acute  suppurative  otitis  media  is  ushered  in 
with  pain,  fever  and  general  malaise.  The  symptom  most  promi- 
nent is  pain.  It  is  described  as  stabbing,  boring,  throbbing  and  is 
more  exquisite  in  children  than  in  adults.  Usually  located  in  the  ear, 
it  may  be  accompanied  by  trigeminal  or  cervico-occipital  neuralgia. 
(Politzer.)^^  The  pain  is  subject  to  remissions,  but  is  usually  worse 
at  night.  The  pain  is  made  worse  by  sneezing,  coughing,  swallow- 
ing and  bodily  movement.  Rarely  the  pain  in  the  ear  is  accompanied 
by  photophobia,  and  even  congestion  of  the  conjunctiva  and  oedema 
of  the  eyelids  on  the  corresponding  side. 

Only  in  rare  instances  is  the  disease  ushered  in  with  chill,  vomit- 
ing and  vertigo.  Accompanying  pain,  the  temperature  is  elevated 
from  one  to  four  degrees  (Farenheit).  The  height  of  the  fever  has 
more  prognostic  significance  in  adult  life  than  in  childhood.  In 
children  and  in  nervous  or  hysterical  adults,  the  initial  fever  may 
be  accompanied  by  delirum,  convulsions  and  arhythmia.  Continu- 
ance of  over  one  degree  of  fever  a  week  after  perforation  of  the 
tympanic  membrane  indicates  purulent  involvement  of  the  mastoid 
cells  or  other  complication.  Entotic  sounds  are  rarely  the  subject 
of  complaint,  but  are  usually  present  and  are  caused  by  increase  in 
the  labyrinthine  pressure,  or  hypersemia  and  serous  exudate  in  the 
labyrinth  or,  as  Moos  has  demonstrated  in  the  case  of  typhus,  by 
small-cell  infiltration  in  the  region  of  the  acusticus.  Audition  is 
more  or  less  decreased,  especially  before  perforation  of  the  tympanic 
membrane.  F.  Warmer^^  has  investigated  the  reactions  of  16 
cases  of  acute  otitis  media  with  the  Bezold-Edelmann  continuous  tone 
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series  and  his  results  in  all  essential  particulars  correspond  to 
those  which  I  have  obtained  at  the  Illinois  Eye  and  Ear  Infirmary 
during  the  last  three  years. 

1.  The  lower  tone  limit  is  not  markedly  raised  in  maximo  to 
D— 1  (=36dr). 

2.  The  upper  tone  limit  is  markedly  lowered. 

3.  The  Weber  test  is  positive  for  the  diseased  ear;  when  both 
ears  are  involved  it  is  positive  for  the  one  most  affected. 

4.  Rinne  test  is  negative. 

5.  After  recovery  a  positive  Schwabach  and  slight  defects  of  the 
upper  tone  limit  remains  as  well,  and  shortening  of  duration  for  cer- 
tain tones  even  after  hearing  for  voice  is  normal. 

The  otoscopic  picture  is  characteristic.  The  tympanic  membrane 
is  hypersemic  or  mottled  and  bulging.  At  the  beginning  of  the  at- 
tack the  hyperaemia  may  be  confined  to  the  membrana  flaccida  and 
that  part  covering  the  long  process  of  the  malleus.  Ecchymoses  or 
serum  blebs  may  occupy  limited  area  of  the  drum  head  or  of  the 
external  auditory  canal  inside  of  the  isthmus.  The  bulging  of  the 
tympanic  membrane  indicates  myringitic  abscess  or  collection  of 
fluids  within  the  cavum  or  both.  In  all  cases  of  severe  otitis  the 
hyperaemia  extends  to  the  tissues  of  the  external  auditory  canal  in 
the  neighborhood  of  the  tympanic  membrane.  Bulging  of  the  super- 
ior posterior  quadrant  with  lowering  of  the  posterior  superior  wall  of 
the  external  auditory  canal  is  an  almost  pathognomonic  sign  of  in- 
volvement of  the  mastoid  cells  and  antrum.  Such  a  condition  often 
assumes  a  "nipple  shape"  at  the  apex  of  which  the  perforation  occurs 
through  which  the  discharge  takes  place  always  with  more  or  less 
difficulty.  The  determination  of  the  site  of  the  perforation  is  im- 
portant for  proper  treatment.^*  Perforations  frequently  occur  in 
the  upper  and  lower  posterior  quadrants  or  in  the  lower  anterior 
quadrant.  A  marginal  perforation  or  multiple  perforation  and  a 
rapidly  increasing  perforation  in  the  lower  anterior  quadrant  indi- 
cates constitutional  trouble,  usually  tubercular  in  character.^^ 


THE  TREATMENT  OF  OTITIS  MEDIA  SUPPURATIVA 

ACUTA. 

BY  S.  MacCUEN  smith,  M.D.,  PHILADEIvPHIA. 

The  early  recognition  and  prompt  treatment  of  acute  inflammatory 
diseases  of  the  organ  of  hearing  is  one  of  the  most  important  duties 
devolving  on  every  practitioner  of  medicine.  It  is  a  sad  reflection  on 
our  boasted  civilization  to  realize  that  it  will  take  some  years  yet  to 
impress  upon  the  medical  profession  the  great  importance  of  this 
•simple  fact,  and  overcome  the  professional  skepticism  that  became 
prevalent  many  years  ago,  and  to  some  extent  still  exists. 

The  ignorance  of  the  laity  in  the  most  fundamental  rules  govern- 
ing the  care  of  their  own  ears,  and  especially  those  of  their  children, 
is  not  -surprising  when  we  recall  the  empiricism  that  has  surrounded 
the  organ  of  hearing  and  its  treatment  throughout  the  history  of 
medicine.  It  comes  within  the  province,  I  may  say  within  the  power, 
of  this  and  similar  societies  to  effectually  end  the  prevailing  gross 
ignorance  of  the  most  simple  methods  for  taking  care  of  the  ear. 

Many  of  our  members  direct  the  teaching  of  otology  in  the  var- 
ious medical  institutions  of  this  country,  and  can  therefore  exert  an 
effective  influence  at  the  foundation,  the  very  beginning  of  medi- 
cine, by  properly  instructing  the  medical  student.  I,  .for  one,  regard 
it  as  a  disgrace  and  an  injustice  both  to  the  embryo  practitioner  and 
to  the  public,  to  confer  the  honored  degree  of  Doctor  of  Medicine 
upon  any  candidate  who  is  not  able  to  diagnose  and  properly  treat 
acute  diseases  of  the  tympanic  cavity.  If  such  knowledge  were 
more  general,  and  greater  pains  were  taken  to  instruct  the  public  in 
their  duty,  the  specialist  would  be  called  upon  to  treat  only  a  small 
part  of  the  multitude  of  suffering  humanity  that  now  crowds  the 
clinics  of  every  city  in  the  world. 

It  will  not  be  denied  that  the  prompt  and  proper  care  of  an  acute 
catarrhal  otitis  media,  will  in  a  great  majority  of  cases  prevent  it 
from  progressing  to  the  stage  of  suppuration ;  furthermore,  should  the 
case  have  already  reached  the  stage  of  suppuration,  this  same  prompt 
recognition  and  care  will  in  most  instances  arrest  the  progress  of  the 
disease,  and  insure  a  prompt  recovery  without  loss  of  function  or 
other  disability.  Then  again,  should  the  disease  be  purulent  from  its 
inception,  immediate  evacuation  of  the  pus  will  effectually  prevent 
many  serious  complications  and  consequent  loss  of  life. 

424 
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To  clearly  define  the  exact  termination  of  an  acute  otitis  media 
without  suppuration,  and  the  beginning  of  an  acute  suppurative  in- 
flammation of  the  tympanic  cavity,  is  purely  a  supposition  based  on 
theoretical,  and  not  on  practical  knowledge ;  neither  is  the  ending  of 
an  acute  suppuration  distinguishable  from  the  beginning  of  a  chronic 
discharge. 

Some  cases  are  doubtless  purulent  from  the  very  inception  of  the 
disease,  and  may  therefore  be  properly  termed  acute  suppurative. 
On  the  other  hand  it  will  not  be  denied  that  a  great  majority  of  all 
suppurative  diseases  of  the  tympanum  are  primarily  catarrhal,  but 
latei'  become  suppurative  from  sheer  neglect,  either  on  the  part  of 
the  patient  or  of  the  attending  physician.  So  long  as  the  acute 
inflammation  is  confined  to  the  stage  of  hyperemia  and  consequent 
hypersecretion  of  the  mucosa,  it  can  be  classed  as  the  non-suppu- 
rative  variety.  If,  however,  the  accumulating  secretion  remains  for 
a  time  confined  within  the  tympanic  cavity,  further  pathologic 
changes  rapidly  develop,  over-distension  and  perforation  of  the 
membrana  tympani  occurs,  and  the  case  is  then  known  as  acute 
suppurative. 

It  is  impossible,  therefore,  to  distinguish  between  acute  catarrhal, 
and  acute  purulent  otitis  media,  until  the  stage  of  perforation  be- 
comes manifest ;  hence  the  treatment  to  be  applied  during  the  hyper- 
emic  or  acute  stage  is  identical  in  each. 

In  the  interest  of  effective  treatment,  however,  it  is  important  to 
distinguish,  as  far  as  possible,  between  an  acute  otitis  media  caused 
by  an  attack  of  coryza,  or  other  mild  forms  of  the  disease,  and  that 
of  the  more  virulent  type  occurring  as  a  complication  or  sequela  of 
one  of  the  exanthemata,  or  from  epidemic  influenza  or  pneumonia. 
The  former  variety  usually  yields  to  the  application  of  the  most  sim- 
ple remedial  agents  if  these  are  employed  during  the  stage  of  con- 
gestion;  while  the  latter  are  generally  purulent  in  character  and 
demand  prompt  and  heroic  measures  for  their  relief. 

In  the  opinion  of  the  writer,  the  aural  diseases  complicating 
epidemic  influenza  and  pneumonia,  on  account  of  their  virulency 
and  persistent  tendency  to  cause  necrotic  changes,  are  probably  more 
prone  to  produce  intra-cranial  lesions  than  an  aural  involvement 
complicating  one  of  the  exanthemata.  The  ravages  of  the  bacillus 
of  influenza  and  of  the  pneumococcus,  after  the  acute  symptoms  have 
somewhat  subsided,  are  so  insidious  that  mastoid  or  intra-cranial  in- 
volvement is  in  many  cases  actually  well  advanced  before  the  com- 
plication is  discovered,  and  this  occurs  notwithstanding  the  physical 
symptoms  apparently  denote  marked  improvement  in  the  general 
condition. 
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In  these  cases  a  relapse  frequently  takes  place,  and  without  pre- 
senting any  aural  symptoms  whatever,  death  occurs  during  a  violent 
convulsion ;  or,  as  was  manifest  in  two  cases  seen  by  the  writer  this 
past  winter,  death  was  preceded  by  a  condition  in  which  Cheyne- 
Stokes  respiration  was  most  marked. 

Recent  bacteriologic  investigations  demonstrate  beyond  question 
that  the  quantity,  and  especially  the  quality,  of  the  discharge  are 
all-important  factors  in  considering  the  treatment  and  prognosis  of 
individual  cases.  Generally  speaking,  a  discharge  without  fetor  has 
been  considered  harmless,  and,  therefore,  in  most  cases  has  received 
but  little  attention  except  for  cosmetic  purposes.  It  is  a  mistake  to 
assume  that  the  virulence  of  an  aural  discharge  can  be  judged  by 
its  odor,  or  that  the  gravity  of  an  otorrhea  can  be  measured  by  its 
chronicity.  An  odorless  discharge  from  the  ear  sometimes  contains 
pathogenic  micrococci  which  may  cause  some  of  the  most  serious 
intra-cranial  inflammatory  lesions.  The  same  observation  is  true 
in  many  cases  of  fetid  otorrhoea.  Nevertheless,  non-pathogenic  cases 
are  often  seen,  even  where  the  fetor  is  extreme,  clearly  illustrating 
the  value  of  the  microscope  and  cultures  in  the  differential  diagnosis 
of  cases  of  suppurative  diseases  of  the  tympanum.  Such  a  demon- 
stration of  the  presence  of  the  bacillus  of  influenza  or  other  infectious 
micro-organisms  is  a  practice  to  be  commended,  and  should  be  em- 
ployed when  at  all  practicable.  Within  a  very  short  time,  however, 
the  discharge  from  the  tympanic  cavity  is  liable  to  develop  a  mixed 
infection,  such  as  the  streptococcus,  pneumococcus,  staphylococcus, 
etc.,  thus  often  supplanting  the  original  germs  present.  To  be  of 
service,  therefore,  the  examination  must  be  made  as  soon  as  the  pus 
has  been  evacuated,  whether  from  a  spontaneous  rupture,  or  after 
an  incision  of  the  membrana  tympani. 

The  character  of  the  general  illness,  of  which  the  aural  compli- 
cation is  but  a  local  manifestation,  will  frequently  aid  us  in  determin- 
ing the  necessity  for  early  surgical  interference.  If,  therefore,  the 
organ  of  hearing  becomes  involved  during  an  attack  of  one  of  the 
exanthemata,  epidemic  influenza  or  pneumonia,  the  ear  should  fre- 
quently be  examined  and  treated  energetically.  This  is  all  the  more 
important  in  the  case  of  children,  and  especially  in  infants,  so  many 
of  whom  have  died  from  meningitis  or  other  complications,  while 
the  underlying  cause  of  their  illness  had  been  entirely  overlooked. 

Primarily  then,  the  most  effectual  method  of  treating  an  acute 
suppurative  otitis  media,  is  by  the  adoption  of  preventive  measures 
to  arrest  the  disease  at  the  stage  of  hyperemia,  thereby  preventing  it 
from  progressing  to  the  point  of  suppuration.  If,  however,  this  is 
not  accompHshed,  and  the  stage  of  suppuration  has  arrived,  it  is 
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most  unfortunate,  if  from  tardiness,  or  through  ignorance  or  neglect, 
the  membrana  tympani  is  allozued  to  rupture  spontaneously.  It  is 
equally  to  be  regretted  if  the  patient  has  been  subjected  to  the  inef- 
fectual operation  known  as  paracentesis  of  the  membrana  tympani; 
a  procedure,  to  the  mind  of  the  writer,  that  has  no  useful  place  in 
aural  surgery. 

The  old  surgical  axiom,  ''Wherever  there  is  pus  leave  it  out,"  is 
to-day  quite  as  pregnant  with  truth  as  it  was  when  first  promul- 
gated by  the  elder  Gross.  When  the  middle  ear,  as  well  as  other 
cavities,  is  filled  with  pus,  it  must  be  thoroughly  evacuated;  thi-s, 
however,  can  never  be  accomplished  by  a  simple  puncture  of  the 
membrana  tympani.  The  membrane,  consequently,  must  be  freely 
incised,  the  chief  requisite  being  to  carry  the  incision  from  the  most 
bulging  point  downward  to  the  lower  border  of  the  canal,  said  in- 
cision to  be  continued  either  in  an  anterior  or  posterior  direction, 
until  about  the  sixteenth  part  of  a  circle  has  been  formed.  This  will 
not  only  provide  for  good  drainage,  but  will  insure  the  opening  re- 
maining patulous  long  enough  to  admit  of  after-treatment. 

There  are  two  principal  reasons,  then,  why  so  many  cases  of  acute 
suppurative  otitis  media  do  not  yield  to  treatment  in  the  initial  stage. 
In  the  first  place,  if  the  membrana  tympani  ruptures  spontaneously, 
the  opening  thus  formed  is  usually  situated  in  the  superior  part  of 
the  membrane,  which  only  allows  pus  to  escape  by  the  process  of 
overflow;  furthermore,  pressure  sufficient  to  produce  rupture  fre- 
quently causes  maceration  and  peeling  off  of  the  mucosa.  Auto- 
infection,  therefore,  occurs  on  account  of  the  cavity  being  con- 
stantly filled  with  pus  up  to  the  point  of  perforation.  Again,  the 
edges  of  the  ruptured  membrane  are  irregular,  consequently  they  do 
not  coaptate  readily,  nor  unite  kindly;  whereas,  a  clean  incision  will 
always  repair  with  the  greatest  facility.  On  the  other  hand,  if  only 
a  puncture  of  the  membrane  is  made,  the  opening  is  too  small  to 
provide  for  adequate  drainage. 

The  logical  measures,  therefore,  to  be  employed  in  the  evacuation 
of  pus  from  the  tympanic  cavity,  is,  as  above  stated,  a  free  incision 
of  the  membrana  tympani,  but  never  to  commit  the  folly  of  a  simple 
puncture.  The  practice  of  so-called  paracentesis  is  non-surgical  in 
so  far  as  it  relates  to  otology,  and  in  order  that  the  future  shall  be 
free  from  the  inefficient  treatment  this  procedure  has  engendered  in 
the  past,  the  word  should  be  dropped  from  aural  literature. 

In  considering  the  treatment  of  an  acute  suppurative  otitis  media, 
therefore,  it  must  be  assumed  that  every  effort  has  been  made  to 
arrest  the  progress  of  the  disease  before  the  formation  of  pus.  If, 
however,  pus  formation  has  already  taken  place,  there  is,  of  course 
nothing  to  do  but  evacuate  it  in  the  manner  above  stated. 


428  SMITH  :  OTITIS   MEDIA  SUPPURATIVA. 

Tlie  classical  indications  for  incising  the  membrana  tympani  are  in 
some  cases  as  unreliable  and  misleading  as  the  classical  rules  are  for 
operating  on  the  mastoid.  Generally  speaking,  it  is  well  to  wait 
until  some  bulging  of  the  membrana  tympani  occurs,  but  a  grave 
error  will  have  been  committed  if  we  wait  for  this  symptom  to  be- 
come prominent  in  ear  diseases  complicating  the  exanthemata,  epi- 
demic influenza  or  pneumonia.  As  these  cases  are  usually  purulent 
from  the  very  inception  of  the  disease,  it  is  important  that  an  early 
incision  of  the  membrane  should  be  made,  even  though  bulging  has 
not  yet  occurred.  This  is  especially  true  if  the  pain  is  severe  and 
not  influenced  by  blood-letting  and  the  employment  of  other  measures 
for  relief.  Should  the  suffering  continue  for  some  time  after  thor- 
ough evacuation  of  the  pus,  and  an  examination  shows  the  presence 
of  the  streptococcus  or  the  bacillus  of  influenza  in  any  considerable 
number,  the  patient's  future  health,  as  well  as  conservative  surgery, 
will  be  best  served  by  an  immediate  opening  of  the  mastoid. 

After  evacuation  of  the  fluid  from  the  tympanic  cavity  has  been 
accomplished,  many  cases  will  make  a  good  recovery  by  cleansing  the 
canal  and  middle  ear  with  an  antiseptic  solution,  followed  by  intro- 
ducing a  strip  of  iodoform  gauze  well  into  the  deep  canal,  to  provide 
for  good  drainage,  this  to  be  renewed  every  day  or  two.  It  is  well 
to  keep  in  mind,  however,  that  the  two  essential  elements  for  the 
rapid  development  and  multiplication  of  bacteria  are  heat  and  mois- 
ture. The  treatment  in  many  cases,  therefore,  must  be  directed  to 
the  avoidance  or  correction  of  these  elements,  as  the  site  of  a  sup- 
purative otitis  media  is  a  veritable  hot-bed  for  the  propagation  of 
disease  germs.  Our  chief  object,  then,  in  such  cases  is  the  applica- 
tion of  therapeutic  measures  to  rid  the  ear  as  far  as  possible  of  these 
bacteria,  and  endeavor  to  inhibit  their  further  development  by  the 
destruction  of  the  very  pabulum  of  their  existence  through  the  re- 
duction of  inflammatory  heat  and  by  keeping  the  propagatory  surface 
dry.  After  the  secretions  have  been  removed  by  inflation,  irrigation, 
or  a  cotton  carrier,  the  surface  can  be  gently  dried  with  cotton  and 
hot  air,  and  then  dusted  with  some  impalpable  powder,  such  as  boric 
acid  or  aristol,  care  being  taken  only  to  dust  the  surface,  as  an  excess 
of  powder  would  become  impacted  and  interfere  with  drainage. 

The  general  health  must  not  be  neglected.  Absolute  rest  in  bed, 
with  free  diuresis  and  properly  conducted  diaphoresis  are  of  the  first 
importance.  The  bowels  should  be  freely  opened,  and  the  diet  re- 
stricted to  milk  and  broth.  Indeed,  one  or  two  days  of  absolute  fast- 
ing, and  enforced  rest  in  bed  will  frequently  accomplish  more  in 
prophylaxis  than  any  other  single  or  combined  therapeutic  measures. 


ETIOLOGY,  PATHOLOGY  AND  SYMPTOMATOLOGY  OF 
CHRONIC  SUPPURATIVE  OTITIS. 

BY  CHARLES  W.  RICHARDSON,  WASHINGTON,  D.  C. 

The  most  frequent  cause  for  the  existence  of  a  chronic  middle  ear 
•suppuration  is  the  transformation  of  an  acute  suppuration  mto  one  of 
chronicity,  however  this  chronicity  may  be  induced.  The  various 
ways  by  which  this  chronicity  may  be  induced  are  as  follows : 

1.  By  neglect  or  inappropriate  treatment  of  the  acute  stage.  This 
form  of  chronic  suppuration  usually  responds  readily  to  judiciously 
applied  local  treatment. 

2.  Through  the  existence  of  certain  types  of  constitutional  inva- 
sion that  exert  an  unfavorable  influence  on  local  lesions.  Such  con- 
stitutional conditions  are  scrofula,  tuberculosis,  syphilis,  anaemia  and 
marasmus. 

3.  Through  the  occurrence  of  acute  suppurative  otitis  during  the 
invasion  of  certain  of  the  acute  infectious  diseases,  as  scarlet  fever, 
measles,  diphtheria  and  typhoid  fever. 

4.  The  virulence  of  the  infection  and  the  character  of  the  bacilli 
present. 

.  5.     The  acute  invasion  of  the  attic  is  very  prone  to  terminate  in 
chronicity. 

6.  Through  local  changes  excited  at  the  time  of  the  invasion,  or 
those  taking  place  during  the  progress  of  the  case,  such  as  :  (a)  The 
development  of  granulation  tissue  about  the  membrane  or  walls  of 
tympanic  cavity;  (b)  Through  periostitis  or  caries  of  ossicles  or 
tympanic  wall;  and  (c)  Through  retention  and  inspissation  of  puru- 
lent discharge. 

7.  Through  local  changes  within  the  nasal  and  nasp-pharyngeal 
cavity. 

All  forms  of  chronic  suppurative  otitis  are  not  secondary  to  the 
acute  type,  as  we  have  a  class  which  is  essentially  chronic  from  the 
moment  of  its  invasion.  In  this  class  belong  those  chronic  suppura- 
tive otitides  due  to  tuberculosis,  anaemia  and  diabetes. 

The  pathological  changes  in  the  condition  under  consideration 
are  not  limited  to  the  confines  of  the  tympanic  cavity,  but  usually 
extend  from  the  tube  to  the  mastoid  cells,  and  from  the  labyrinth 
to  the  auditory  canal,  involving  to  a  greater  or  less  extent  the  be- 
tween  lying   structures.     The    epithelial    structures    are    markedly 
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altered.  There  is  frequently  epithelial  denudation  and  necrosis.  In 
those  areas  where  the  epithelium  is  denuded,  we  have  the  develop- 
ment of  an  active  papillary  granulation  tissue,  containing  cysts. 
The  mucous  membrane  is  generally  infiltrated,  and  consequently 
many  times  increased  over  its  normal  thickness.  The  infiltrate  is 
made  up  of  small  round  cells,  with  increase  in  the  number  and  size 
of  the  blood  vessels.  As  a  result  of  the  development  of  the  papillary 
granulation  tissue,  we  have  the  formation  of  distinct  buds,  which,  if 
further  projected,  form  polypi.  These  buds  are  seen  projecting  from 
the  ossicles,  tympanic  walls  and  the  periphery  of  the  perforations  in 
the  membrane.  In  uncomplicated  cases,  the  bone  is  not  usually 
affected.  Caries  and  necrosis  of  the  ossicles  is  the  most  common 
form  of  bone  lesion  in  the  disease  under  consideration.  On  account 
of  its  limited  nutritive  supply,  the  incus  is  the  ossicle  most  fre- 
quently affected.  The  invasion  of  the  incus  may  be  in  the  form  of 
caries  of  its  long  process  or  body,  or  that  of  necrosis  of  these  parts ; 
or  complete  necrosis  of  the  whole  bone.  The  malleus  is  almost  as 
frequently  involved,  which  may  be  in  the  form  of  caries  of  the  mal- 
leus head  or  the  tip  of  the  long  process  or  necrosis  of  one  or  both  of 
these  parts.  The  stapes  is  but  rarely  affected.  As  a  result  of 
caries  affecting  the  ossicles  at  their  articular  surfaces,  through  the 
disintegration  of  the  ligaments,  or  the  contraction  of  surrounding 
fibrous  bands,  we  occasionally  have  dislocation  of  the  ossicles,  most 
frequently  affecting  the  malleo-incudal  joint.  The  carious  process 
may  extend  to  the  walls  of  the  tympanic  cavity,  especially  affecting 
the  tegmen  tympani  and  the  outer  wall,  and  that  portion  of  the 
external  wall  which  is  formed  by  the  auditory  plate  of  the  temporal. 
The  inner  wall  is  only  rarely  affected,  such  invasion  usually  occur- 
ring in  tubercular  cases  and  in  those  -secondary  to  scarlet  fever  and 
diphtheria. 

The  membrane  always  presents  the  external  evidences  of  the 
changes  which  have  been  wrought  within  the  tympanic  cavity. 
There  is  almost  always  destruction  of  the  membrane,  to  a  greater 
or  less  extent.  The  remnant  of  the  membrane  varies  according  to 
the  degree  of  the  activity  of  the  process.  At  times,  the  membrane 
is  congested  and  infiltrated  both  in  the  cuticular  and  mucous  layers ; 
at  other  times,  it  is  opaque  from  degenerative  changes,  and  showing 
here  and  there  chalk  deposits.  Very  frequently  the  cuticular  layer 
extends  over  the  edges  of  the  perforation,  thus  rendering  the  per- 
foration permanent.  From  the  continued  irritation  of  the  purulent 
discharge  passing  through  the  auditory  canal,  we  have  a  resulting 
dermatitis  of  the  canal.  The  dermatitis  produced  in  the  canal  is 
occasionally  followed  by  an  atresia  of  the  auditory  canal. 
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The  mucous  membrane  of  the  Eustachian  tube  is  like  that  of  the 
tympanic  cavity  infiltrated.  There  is  an  increase  in  the  size  of  the 
acinus  glands.     The  epithelia  are  frequently  denuded. 

The  changes  in  the  mastoid  during  chronic  suppuration  are  the 
most  important  changes  which  take  place  in  this  serious  lesion. 
These  changes  are: 

1.  Congestion,  swelling  and  polypoid  degeneration  of  the  lining 
of  the  antrum  and  the  mastoid  cells. 

2.  Complete  obliteration  of  the  antrum  and  mastoid  cells  through 
granulation  like  development  of  the  lining  of  the  antrum  and  mas- 
toid cells. 

3.  Osteo-sclerosis  of  the  mastoid. 

4.  Accumulation  of  muco-purulent  and  purulent  secretion  in  an- 
trum and  mastoid  cells. 

5.  The  formation  of  cholesteatoma  in  mastoid. 

6.  Circumscribed  or  extensive  caries  or  necrosis  of  mastoid. 
Symptoms.     Frequently  the  most  pronounced  and  characteristic 

symptom  of  chronic  suppuration  of  the  middle  ear  is  the  presence 
of  a  discharge  from  the  ear.  The  amount  and  character  of  this 
discharge  varies  not  only  in  the  same  case  at  different  times,  but 
varies  greatly  in  different  cases.  The  amount  may  be  as  great  as  to 
show  an  almost  continuous  discharge  from  the  canal,  requiring 
frequent  cleansing  or  changes  of  cotton,  to  the  fraction  of  a  drop  dur- 
ing the  twenty-four  hours.  The  discharge  may  be  oifenbive  from 
want  of  cleanliness,  from  caries  or  necrosis,  or  from  cholesteatoma. 
iThe  discharge  may  be  red,  reddish  brown,  dirty  green,  or  black 
in  color,  according  as  it  is  mixed  with  blood,  cerumen,  epithe- 
lial debris  or  micro-organism.  The  discharge  may  be  thick, 
creamy,  mucoid,  or  watery  in  character.  The  discharge  may 
cease  entirely  for  intervals  and  then  recur.  Pain  is  an  infre- 
quent symptom  in  connection  with  this  form  of  middle  ear  affec- 
tion. Pain  may  be  occasioned  by  an  acute  exacerbation,,  by  granu- 
lations filling  in  the  perforation  thus  preventing  free  escape  of 
pus,  and  through  the  accumulation  of  purulent  discharge  in  the 
antrum  mastoideum.  Caries  and  necrosis  of  mastoid  and  osteo-sclero- 
sis are  accompanied  by  pain  over  mastoid  and  parietal  regions. 

A  frequently  recurring  head  symptom  is  the  feeling  of  pressure,  or 
actual  head-aching  often  a  S3'mptom  of  increased  labyrinth  pressure 
or  hypersemia  of  the  meninges.  Vertigo  is  occasionally  present. 
Vertigo,  with  unsteadiness  of  gait  and  vomiting,  is  usually  indica- 
tive of  caries  and  necrosis,  although  it  may  be  produced  through 
inter-labyrinth  pressure.     The  most  serious  case  of  vertigo,  vomit- 
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ing  and  total  inability  to  locomote  that  I  ever  saw  was  due  to  a 
small  growth  in  the  region  of  the  oval  window,  which  was  com- 
pletely relieved  by  its  removal.  Subjective  noises  are  occasion- 
ally present,  but  are  not  so  constant  as  in  the  adhesive  form  of 
catarrh  of  the  middle  ear.     They  are  seldom  continuous. 

Alteration  in  the  sense  of  taste  is  also  noted  as  a  result  of  changes 
in  the  chorda  tympani  nerve. 

The  amount  of  impairment  of  the  hearing  varies  greatly.  The 
degree  of  the  impairment  of  hearing  varies  also  in  the  individual  case 
at  different  times  and  under  varying  circumstances.  The  degree  of 
the  impairment  of  the  hearing  is  dependent  on  the  amount  of  pri- 
mary injury;  on  the  secondary  changes  which  result  through  the 
persistent  suppuration;  and  to  sclerotic  and  degenerative  changes. 
In  the  individual  case,  the  variation  in  the  hearing  is  dependent  upon 
the  weather,  the  amount  of  the  discharge,  the  patulous  condition  of 
the  Eustachian  tube,  the  more  or  less  activity  of  ihe  inflammation  in 
the  tympanic  cavity,  and  granulation  and  adhesive  changes  about  the 
ossicles  and  windows.  It  is  frequently  noted  that  individuals  hear 
fairly  well  as  long  as  there  is  a  moderate  discharge,  who  become 
quite  deaf  when  the  discharge  ceases. 

The  conditions  of  the  membrane  and  visible  portion  of  the  tym- 
panic cavity  vary  so  in  this  disease  that  it  is  almost  impossible  to 
give  a  typical  representation  of  this  lesion.  The  appearances  also 
vary  according  to  the  activity  or  non-activity  of  the  inflammation. 
The  position  of  the  perforation  is  most  frequently  the  anterior-infer- 
ior quadrant,  then  the  posterior  and  superior  quadrant,  while  fre- 
quently the  whole  membrane  is  destroyed.  The  rarer  form  of  per- 
foration is  that  through  Shrapnell's  membrane.  The  form  of  the 
perforation  also  varies  greatly.  It  may  be  circular,  oval,  kidney 
shaped  or  irregular  in  outline.  The  number  is  subject  to  only  slight 
variation.  One  perforation  is  almost  the  rule;  although  we  occa- 
sionally have  two  and  very  rarely  multiple  perforations.  The  size 
of  the  perforation  varies  from  that  of  a  pinhole  like  destruction  to 
the  loss  of  every  vestige  of  the  membrane. 

The  appearance  of  the  remaining  membrane  varies  greatly  during 
the  active  stage.  It  may  have  a  dull  white  appearance,  due  to 
thickening  of  the  epithelial  layer,  or  chalk  deposits.  The  color  of 
the  membrane  may  show  also  a  yellowish-red  to  one  of  intense  con- 
gestion. The  border  of  the  perforation  is  usually  more  highly  col- 
ored than  the  remainder  of  the  membrane.  The  tympanic  cavity 
shown  through  the  perforation  gives  evidence  of  varying  degrees  of 
congestion  and  infiltration  of  the  mucous  lining.     The  periphery  of 
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the  perforation  in  the  membrane  may  be  free  or  it  may  be  adherent 
at  one  or  more  points  throughout  its  circumference  to  the  inner  tym- 
panic wall ;  also  fibrous  bands  may  be  formed  between  the  membrane 
at  the  edge  of  the  perforation  and  the  tympanic  wall.  The  long 
process  of  the  malleus  often  becomes  adherent  to  the  promontorium. 
As  result  of  great  activity  in  the  mucosa  and  the  formation  of  vil- 
lous prolongation  from  the  same,  as  well  as  from  the  result  of  caries, 
we  occasionally  have  the  development  of  granulation  or  polypi  on 
the  tympanic  wall;  from  carious  ossicles  we  have  the  same  result. 
These  growths,  when  small,  manifest  themselves  as  slight  elevations 
from  the  mucosa,  giving  off  a  distinct  light  reflex ;  when  large,  they 
project  from  the  atrium,  or  attic,  into  the  auditory  canal,  and  can  be 
readily  recognized  as  distinct  blood-red  tumors  which  bleed  readily 
when  touched.  The  auditory  canal  may  not  only  be  the  seat  of  a  der- 
matitis for  the  irritation  of  the  discharge,  but  there  may  also  develop 
from  its  wall  granulation  masses.  Atresia  of  the  auditory  canal  is 
also  an  infrequent  condition.  In  making  a  diagnosis  of  chronic  sup- 
purative otitis,  it  is  essential  that  the  auditory  canal  and  the  tympanic 
cavity  should  be  freed  from  all  presence  of  purulent  discharge.  The 
cleansing  can  be  made  either  through  the  use  of  the  cotton-holder  or 
by  the  use  of  mild  irrigation.  Where  the  discharge  is  so  limited  in 
quantity  as  simply  to  form  a  hard  blackish  crust  around  the  perfora- 
tion and  the  circumference  of  the  auditory  canal,  due  care  should  be 
exercised  in  the  removal  of  the  crust,  as  the  granulating  tissue  on 
which  they  rest  may  bleed,  and  thus  prevent  a  thorough  inspec- 
tion of  the  seat  of  the  disease.  The  circumference  of  the  perfora- 
tion, the  condition  of  Schrapnell's  membrane,  the  presence  of  all  or 
absence  of  any  of  the  ossicles  and  the  condition  of  the  changes  within 
the  tympanic  cavity  should  be  noted  at  this  inspection.  The  region 
should  then  be  carefully  gone  over  with  a  probe  for  the  purpose  of 
detecting  caries  or  necrosis. 


THE  TREATMENT  OF  THE  COMPLICATIONS  OF 
OTITIS  MEDIA  SUPPURATIVA.* 

BY  JAMES   F.  McKERNON,  M.D.,  NEW   YORK. 

In  dealing  with  the  treatment  of  the  various  compHcations  of  this 
disease,  I  shall  endeavor  to  take  up  those  pathological  conditions 
which  usually  are  found  first  affected  and  shall  speak  of  them  in  the 
order  in  which  they  have  been  encountered  clinically,  following  a 
suppuration  of  the  middle  ear. 

In  discussing  the  technique  of  treatment,  I  shall  omit  all  the 
usual  antiseptic  details,  beyond  mentioning  now,  that  in  aural  sur- 
gery as  in  all  forms  of  general  surgery,  the  success  of  the  opera- 
tion and  the  future  outcome  of  the  case — depends  entirely  upon  our 
complete  and  absolute  asepsis,  both  at  the  time  of  operation  and 
during  the  treatment  following  it. 

One  of  the  first  and  most  frequent  complications  following  this 
disease,  is  a  destruction,  partial  or  complete,  of  the  membrana 
tympani;  and  our  first  endeavor  is  to  remove  whatever  cause,  if 
there  be  any  existing,  which  has  produced  this  condition.  For  this 
reason  a  careful  examination  of  the  nose  and  naso-pharynx  should 
be  made;  and,  should  any  obstructions  exist  in  one  or  both  locali- 
ties, they  should  be  removed,  as  in  children  a  very  common  cause 
of  middle  ear  suppuration  and  the  sequelae  following,  is  the  pres- 
ence of  adenoid  tissue  in  the  pharyngeal  vault. 

For  the  lesions  found  in  the  drum  membrane,  the  first  cardinal 
principle  is  to  maintain  cleanliness  of  the  structure  to  be  healed, 
and  then  apply  an  astringent  solution  to  the  indolent  edges  of  the 
perforation.  The  solution  from  which  the  best  results  are  ob- 
tained is  one  of  silver  nitrate,  ranging  in  strength  from  a  very  weak 
solution  to  one  of  saturation.  A  drying  powder  is  then  insufflated 
over  the  surface;  the  ones  giving  the  best  results  are  zeroform, 
boric  acid,  aristol,  or  acetanalid.  Several  such  applications  are 
necessary  to  close  in  the  solution  of  continuity  existing;  and  when 
healing  has  taken  place,  the  impaired  function  of  audition  in  adults 
or  those  nearing  that  age,  is  rapidly  improved  by  catheter  inflation 
and  vaporization  of  the  Eustachian  tube  and  middle  ear,  while  in 
young  children  the  Politzer  bag  is  found  useful.     In  a  small  number 


♦  Read   at  the  Ninth  Annual  Meeting  of  the  American  Laryngological,  Rhinological  and  Oto- 
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of  the  cases  seen,  the  opening  in  the  drum  membrane  remains 
despite  treatment,  and  here  a  speedy  closure  is  many  times  brought 
about  by  fitting  a  thin  piece  of  sterile  paper,  previously  dipped  in 
vaseline,  over  the  opening,  and  gumming  it  securely  to  the  drum 
surface,  thus  making  the  ear  chamber  a  closed  cavity  from  without. 
One  or  two  of  these  is  usually  found  sufficient  to  promote  healing. 
Flexible  collodion  applied  over  the  perforation  will  accomplish  the 
same  purpose. 

In  a  very  small  percentage  of  these  cases,  the  opening  will  never 
close,  but  will  remain  dry  except  during  an  acute  naso-pharyngeal 
attack. 

The  condition  most  commonly  found  next  is  the  presence  of  granu- 
lation tissue,  or  a  polypoid  mass  protruding  through  the  opening  in 
the  drum  membrane,  and  having  its  origin  from  the  upper  and  inner 
wall  of  the  tympanum.  These  masses  are  easily  removed  with  a 
sharp  curette,  first  cocainizing  their  base,  and  applying  a  solution  of 
adrenalin  to  prevent  hemorrhage.  After  the  removal  of  the  mass, 
the  base  left  is  cauterized,  and  the  external  auditory  canal  packed 
with  a  wick  of  gauze  for  twenty-four  hours — at  the  end  of  which 
time  it  is  removed,  and  the  parts  wiped  dry  and  powdered,  to  hasten 
the  formation  of  the  cicatrix. 

Thickened  and  oedematous  mucous  membrane  is  often  found,  and 
this  can  be  reduced  and  rendered  healthy  by  irrigations  of  a  warm 
saline  solution,  or  the  application  of  an  astringent  to  the  swollen 
membrane. 

Necrosis  of  one  or  more  of  the  ossicles  is  a  very  frequent  com- 
plication; and  when  this  occurs  they  should  be  removed  through 
the  external  auditory  canal — provided  there  is  not  and  never  has 
been  any  infection  of  the  mastoid.  If,  however,  the  mastoid  is 
diseased  at  the  same  time,  then  the  radical  Schwartze-Stacke  opera- 
tion should  be  done,  and  the  diseased  bones  should  be  removed 
through  the  posterior  wound.  It  is  rarely  ever  found  necessary  to 
remove  the  stapes ;  and  care  should  be  taken  not  to  disturb  its  posi- 
tion relative  to  the  oval  window. 

In  many  cases  where  the  ossicles  are  removed,  the  audition  can 
be  improved  if  we  divide  the  adhesive  bands  around  the  stapedial 
foot  plate.  This  procedure  can  easily  be  carried  out  after  the 
malleus  and  incus  have  been  removed.  The  incus  is  the  ossicle 
usually  the  first  to  be  attacked  by  the  necrotic  process,  on  account 
of  its  limited  blood  supply;  and  many  times  an  ossiculectomy  is 
done,  and  the  incus  is  found  wanting,  having  been  completely  de- 
stroyed by  the  suppurative  process. 
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Again,  many  times  from  our  examination  before  operation  we  are 
confident  the  ossicular  chain  is  extensively  diseased,  and  yet  when  the 
malleus  and  incus  are  removed,  they  are  found  practically  normal, 
the  disease  having  been  confined  to  the  adjacent  tympanic  walls,  and 
the  diagnosis  by  exclusion,  prior  to  operation,  is  practically  impos- 
sible. After  removal  of  the  ossicles,  the  tympanic  walls  and*  vault 
are  gone  over  carefully  with  the  curette,  and  all  granulation  tissue 
and  softened  bone  removed.  Extreme  care  should  be  observed  to 
thoroughly  remove  all  diseased  tissue  in  and  around  the  tympanic 
opening  of  the  Eustachian  tube,  for  if  we  leave  any  vestige  of  dis- 
ease at  this  point,  it  not  only  retards  healing  but  will  prevent  the 
formation  of  a  firm  cicatricial  scar  at  this  point — a  condition  most 
essential  for  a  perfect  result. 

After  the  tympanic  cavity  has  been  cleared  of  all  diseased  tissue, 
and  wiped  as  dry  as  possible,  it  is  packed  with  a  wick  of  iodoform 
gauze,  introduced  through  the  canal.  This  should  be  removed  in 
twenty-four  hours,  and  the  parts  manipulated  as  little  as  possible 
thereafter;  for  the  less  the  manipulation,  the  more  quickly  do  we 
obtain  healing. 

When  there  is  a  perforation  of  the  tegmen  tympani,  and  this  be 
discovered  during  an  ossiculectomy,  we  should  at  once  proceed  to 
do  the  posterior  operation,  and  throw  the  mastoid  cavity  (or  a  por- 
tion of  it),  the  middle  ear  and  external  auditory  canal  all  into  one; 
as  otherwise  it  would  be  impossible  to  remove  all  of  the  dead  bone 
through  the  opening  of  the  external  auditory  canal. 

If  this  were  not  done,  the  manipulations  at  the  tegmen  might 
cause  an  irritation,  and  very  disastrous  results  might  follow  to  the 
patient  by  an  infection  spreading  to  the  dura  or  brain. 

Diffuse  circumscribed  external  otitis  or  furuncle  of  the  external 
auditory  canal  is  frequently  seen  during  a  purulent  discharge  from 
the  middle  ear.  Abortive  measures,  such  as  dry  external  heat,  and 
the  application  of  soothing  ointments  can  be  used,  but  a  free  in- 
cision followed  by  curetting  and  drainage,  if  deep,  will  relieve  the 
condition  more  guickly  than  palliative  means.  After  opening, 
warm  irrigations  are  comfortable,  and  serve  to  keep  the  canal  free 
of  discharge.  Quite  frequently,  subsequent  incisions  are  necessary, 
as  this  condition  is  prone  to  occur  in  groups  rather  than  singly. 

Mastoiditis : — This  may  be  encountered  either  acute  or  chronic. 
If  acute,  and  seen  during  its  incipiency,  all  rational  measures  should 
be  used  to  prevent  its  further  progress.  At  the  outset,  a  careful 
examination  of  the  middle  ear  should  be  made;  and,  if  the  drum 
membrane  is  found  bulging,  or  a  rupture  has  taken  place  and  the 
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cavity  of  the  middle  ear  is  being  insufficiently  drained, — a  free 
incision  should  be  made  in  the  drum  membrane  so  as  to  promote 
drainage.  The  patient  should  be  placed  in  bed,  and  absolute  rest 
enjoined. 

The  bowels  should  be  moved  freely,  and  a  fluid  diet  prescribed. 
If  tenderness  is  at  all  marked  over  the  mastoid  antrum  or  tip,  a 
Leiter  coil  or  an  aural  ice  bag  should  be  applied  for  twenty-four 
hours.  The  external  auditory  canal  should  be  irrigated  with  a 
warm  solution  of  bichloride  of  mercury,  of  a  strength  of  from  1  in 
4,000  to  1  in  8,000  every  three  hours.  If,  at  the  end  of  twenty- 
four  hours,  the  mastoid  tenderness  has  not  diminished,  then  fur- 
ther abortive  measures  are,  as  a  rule,  useless.  If,  however,  thef 
tenderness  has  perceptibly  lessened,  we  can  continue  the  use  of  the 
cold  for  twelve  hours  longer  with  beneficial  results ;  and  a  fair  pro- 
portion of  the  cases  so  treated  will  go  on  to  resolution,  with  no 
further  evidence  of  mastoid  symptoms. 

Dry  heat  applied  over  the  mastoid  has  also  in  many  cases  brought 
about  resolution. 

A  word  of  warning  may  not  come  amiss  here  in  reference  to  the 
application  of  cold  or  heat,  and  that  is — neither  should  be  applied 
if  the  case  be  one  of  several  days'  duration;  nor  if  there  be  any 
oedema  over  the  antrum  or  above  it,  or  a  prolapse  of  the  posterior 
superior  canal  wall — for  if  these  conditions  exist,  the  mastoid  cavity 
is  probably  already  infected,  and  the  use  of  any  abortive  measures 
only  tends  to  mask  a  further  development  of  the  process. 

Another  point  of  value,  and  one  to  which,  I  believe,  we  should 
pay  the  strictest  attention,  is  the  bacteriological  examination  of  the 
discharge  coming  from  the  middle  ear;  for,  given  a  case  with  only 
a  slight  amount  of  tenderness  over  the  mastoid  when  first  seen — 
if  the  microscope  shows  that  the  preponderance  of  infection  be  that 
of  the  streptococcus,  then,  I  believe  that  no  matter  what  abortive 
measures  are  used  in  the  attempt  to  stop  the  process,  the  majority 
of  cases  will  go  on  to  operation.  Such  an  examination  will  certainly 
aid  us  as  to  future  prognosis. 

I  shall  not  give  in  detail  here  every  step  of  the  mastoid  operation, 
but  will  speak  of  some  of  the  most  important  points  in  its  perform- 
ance. 

A  thorough  exposure  of  the  process  is  always  necessary,  and  the 
tip  should  be  freed  from  its  muscular  attachment.  The  antrum 
should  be  entered  first — a  free  communication  established  between 
it  and  the  middle  ear  cavity  by  way  of  the  aditus-ad-antrum.  All 
diseased  tissue  found  should  be  removed,  and  the  tip  should  never 
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be  left  untouched.  Careful  search  should  be  made  for  infected 
medullary  spaces  or  cells,  and  this  is  especially  true  of  the  cellular 
structure  of  which  the  root  of  the  zygoma  is  formed.  Should 
softened  bone  be  found  around  the  sigmoid  sinus,  it  must  be  re- 
moved, as  well  as  any  portion  of  the  inner  table  which  may  be  found 
diseased. 

A  suggestion  as  to  the  too  forcible  use  of  the  curette  in  the  bend 
of  the  aditus  leading  to  the  tympanum  may  be  of  value ;  for  in  this 
situation,  if  a  sharp  curette  be  used  energetically  along  the  floor, 
and  there  be  much  -softened  bone  encountered,  we  are  liable  to 
injure  the  facial  nerve  by  the  removal  of  a  portion  of  the  superior 
wall  of  the  canal  through  which  it  passes. 

Care  should  be  taken  not  to  leave  the  posterior  canal  wall  too 
prominent,  for  if  there  be  a  deep  cavity  behind  it,  the  auricle,  in 
healing,  is  liable  to  be  displaced  and  thrown  forward  into  a  more 
prominent  position  than  it  formerly  occupied,  causing  an  unsightly 
deformity.  This  can  be  easily  avoided  by  removing  a  small  portion 
of  the  superior  border  of  the  canal  wall  with  the  forceps  or  curette. 

If  the  diseased  bone  extend  posteriorly  farther  back  than  the  flap 
can  be  retracted,  then  a  transverse  incision  through  the  posterior 
flap  should  be  made,  so  as  to  facilitate  a  further  exposure  for  re- 
moval. If  this  be  done,  care  should  be  taken  not  to  injure  the  mas- 
toid emissary  vein  which  is  in  this  region,  as  it  will  delay  the  opera- 
tion several  minutes,  owing  to  troublesome  hemorrhage  at  its  bony 
entrance.  In  cleansing  the  operative  field  before  dressing,"  a  warm 
saline  solution  followed  by  alcohol,  is  all  that  is  necessary.  A  strip 
of  gauze  should  be  carried  through  the  aditus  to  the  entrance  of 
the  tympanum,  and  the  cavity  firmly  packed  with  gauze ;  should  any 
areas  of  dura  have  been  exposed  during  the  operation,  they  should 
be  packed  off  from  the  general  cavity  by  separate  pieces  of  gauze  in 
order  to  preserve  them  more  safely  from  the  possibility  of  infection. 
Two  or  three  silk  or  silkworm  gut  sutures  are  used  in  sewing  the 
superior  angle  of  the  wound.  Should  the  transverse  incision  spoken 
of  above  have  been  made  in  the  posterior  flap,  then  these  edges 
should  be  brought  together  also. 

A  dressing  which  gives  the  utmost  comfort  to  the  patient,  so  far 
as  its  first  removal  is  concerned,  is  to  use  a  sterile  piece  of  rubber 
tissue,  buttonhole  it  in  several  places,  and  approximate  it  closely  to 
the  bone  cavity,  then  applying  the  gauze  dressings  directly  over  this 
tissue.  If  this  be  done,  the  removal  of  the  primary  dressing  will  be 
a  painless  procedure  for  the  patient,  as  compared  to  a  removal  when 
the  gauze  lies  in  contact  with  the  bony  cavity. 
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The  first  dressing  in  the  average  case,  provided  no  compHcations 
arise,  need  not  bis  disturbed  before  five  or  six  days. 

Subperiosteal  Abscess. — This  occurs  very  frequently  in  neg- 
lected cases  in  children,  and  occasionally  in  adults;  and,  when 
encountered,  should  always  be  evacuated  under  anaesthesia;  but  we 
should  not  stop  with  the  simple  evacuation  of  the  external  abscess, 
but  proceed  further  and  open  the  mastoid  process,  and  remove  the 
disease  already  existing  there,  as  the  abscess  in  the  vast  majority 
of  cases  is  secondary  to  a  primary  mastoiditis.  In  the  few  cases 
in  which  it  is  not — and  they  are  in  children — the  pus  burrows  up 
from  the  middle  ear,  and  finds  its  way  beneath  the  periosteum.  But 
even  if  such  a  condition  exists,  it  is  always  safer  for  the  future  of 
our  patient  to  explore  the  mastoid,  and  thus  prevent  the  j^ossibility 
of  any  subsequent  trouble  arising. 

In  a  personal  experience  of  forty-one  cases  of  subperiosteal  ab- 
scess operated  upon  in  children,  ranging  from  five  weeks  to  eight 
years  of  age,  pus  was  found  in  the  mastoid  process  forty  times.  In 
the  one  case  (six  years  of  age)  where  it  was  absent,  there  was  a 
large  amount  of  granulation  tissue  and  softened  bone  found,  so 
that  I  believe  it  very  unwise  to  merely  open  the  subperiosteal 
accumulation  and  trust  that  nature  will  do  the  rest. 

Adenitis. — This  occurs  very  frequently  along  the  course  of  the 
lymphatics  behind  and  below  the  ear  and  down  the  neck  along  the 
course  of  the  internal  jugular  vein,  following  a  suppuration  of  the 
middle  ear.  The  inflammation  can  often  be  relieved  by  hot  appli- 
cations or  the  use  of  ointments;  a  very  serviceable  one  is  the  Ung. 
Hyd.  Ammon.  If  they  persist,  causing  a  temperature,  and  showing 
evidence  of  breaking  down,  they  should  be  removed  under  anaes- 
thesia at  once.  In  a  Betzold  perforation,  a  number  of  diseased 
glands  is  usually  encountered,  and  they  should  be  removed,  as 
should  also  any  found  in  the  neck  when  resecting  the  jugulai"  vein. 

Pachymeningitis. — Sometimes  called  extradural,  epidural  and 
perisinus  abscess.  This  is  the  most  common  of  all  the  intracranial 
affections  arising  from  chronic  middle  ear  suppuration,  and  is  usu- 
ally an  accompaniment  of,  or  complicating,  mastoiditis  or  sinus 
thrombosis  or  brain  abscess.  In  the  experience  of  the  writer,  it  has 
been  found  more  frequently  as  a  complication  of  mastoiditis.  When 
it  is  encountered,  all  softened  bone  should  be  removed  and  the  pus 
evacuated.  Many  times  we  find  only  a  few  drops  of  pus,  but  plenty 
of  broken  down  granulation  tissue  covering  the  dura.  The  pus  and 
granulations  should  be  removed,  leaving  a  healthy  dural  surface 
beneath.     When  we  find  the  exposed  dura  covered  by  a  firm  layer 
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of  healthy  looking  granulations,  it  is  best  to  leave  these  unmolested, 
as  this  is  nature's  barrier  thrown  out  to  protect  the  structures 
beneath.  As  a  rule,  the  disease  is  limited  by  adhesions  easily  demon- 
strated by  the  forceps  or  probe,  and  they  should  not  be  disturbed, 
as  very  rarely  do  we  find  softened  bone  beyond  the  line  of  adhe- 
sions. 

When  a  perisinus  abscess  is  found,  the  utmost  care  should  be  exer- 
cised in  working  around  it,  so  as  not  to  injure  the  sinus  wall  or 
make  an  accidental  opening  causing  hemorrhage.  Should  such  an 
accident  occur,  the  bleeding  is  easily  controlled  by  pressing  iodoform 
gauze  over  the  point  of  injury,  and  the  work  of  removing  the 
remaining  diseased  tissue  is  resumed.  The  operative  field  is  flushed 
with  a  hot  saline  solution,  followed  by  flushing  with  absolute  alcohol ; 
the  latter  is  a  good  hsemostat  as  well  as  one  of  the  best  disinfectants 
we  have. 

In  dressing  an  epidural  abscess,  separate  pieces  of  gauze  should 
be  placed  over  the  exposed  dura  so  as  to  wall  off  this  area  from  any 
discharge  which  might  come  in  contact  with  it  from  the  surround- 
ing cavity.  As  a  rule,  the  dressings  are  removed  and  the  field  of 
operation  inspected  on  the  third  or  fourth  day. 

Sinus  Thrombosis  is  met  with  as  the  next  most  frequent  compli- 
cation; and  the  lateral  or  sigmoid  sinus  is  the  one  most  frequently 
involved,  and  this  involvement  is  usually  accompanied  by  a  pachy- 
meningitis over  or  around  the  sinus,  and  is  generally  referred  to  as 
a  perisinus  abscess. 

In  dealing  with  this  complication,  the  treatment  of  the  sinus  will 
be  spoken  of  first — and  secondly,  that  of  the  vein  when  involved. 

In  treating  this  disease,  as  in  many  other  surgical  cases,  each 
individual  case  is  a  law  unto  itself.  The  first  step  is  a  complete  and 
thorough  exposure  of  the  sinus,  followed  by  a  flushing  of  the  opera- 
tive field  with  alcohol  to  insure  sterilization  before  opening  the  ves- 
sel. The  part  usually  opened  first  is  that  lying  above  the  bend  or 
knee.  Where  formerly  an  aspirating  needle  was  used  to  explore  the 
sinus,  we  now  incise  the  anterior  wall  with  a  scalpel.  The  reason 
for  abandoning  the  use  of  the  aspirating  needle  as  a  diagnostic  aid 
in  these  cases  is  because  many  times  a  thrombosed  sinus  might  con- 
tain a  small  clot,  while  the  remainder  of  the  vessel  would  be  filled 
with  fluid  blood;  and  unless  the  point  of  the  needle  engaged  the 
clot,  fluid  blood  would  be  drawn  into  the  syringe,  thus  giving  a 
wrong  impression  of  the  condition  existing  within — or  a  small  par- 
ietal clot  might  be  present,  and  the  needle  would  pierce  this  clot, 
and  then  go  on  into  the  lumen  of  the  vessel,  and  draw  blood  into 
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the  barrel  of  the  syringe — whereas,  if  we  use  a  scalpel  to  open  the 
sinus,  and  a  rather  free  incision  is  made,  and  the  clot  be  a  small  one, 
it  is  washed  out  through  the  opening  by  the  blood  pressure  from 
within.  If  a  clot  be  present,  then  the  dura  covering  the  sinus  should 
be  more  freely  incised,  and  the  clot,  if  large,  removed  with  the 
curette,  together  with  any  pus  and  disintegrated  material  that  may 
be  found. 

When  the  thrombus  is  removed  and  the  blood  flow  established 
from  the  proximal  end,  hemorrhage  should  be  allowed  to  continue 
for  a  few  seconds,  so  as  to  remove  any  small  clot  or  septic  material 
that  may  be  present  farther  back  in  the  vessel.  This  hemorrhage  is 
then  easily  controlled  by  packing  a  small  piece  of  folded  gauze  di- 
rectly against  the  opening  in  the  vessel.  The  lower  portion  of  the 
sinus  is  proceeded  with  in  the  same  manner;  and,  after  the  removal 
of  the  clot  and  whatever  pus  and  broken  down  material  may  be 
present,  an  attempt  should  be  made  to  restore  the  circulation  at  the 
bulb.  In  about  half  the  number  of  uncomplicated  cases  coming 
under  our  observation,  this  can  be  done  quite  easily;  but  in  others, 
it  becomes  impossible  without  dangerous  manipulation — ^by  this  I 
mean  if  very  much  time  or  effort  be  consumed  by  our  attempt  to 
restore  the  return  circulation  at  the  bulb,  we  run  the  chance  of  dis- 
lodging some  foci  of  septic  material  from  within  the  bulb;  and 
having  it  thrown  at  once  into  the  general  circulation,  thus  increasing 
our  systemic  poisoning. 

In  those  cases  where  the  sinus  does  not  contain  pus,  and  the  other 
symptoms  have  not  pointed  to  a  jugular  involvement,  it  is  better  to 
cease  our  manipulations  even  though  a  return  current  of  blood  be 
not  established.  Cleanse  the  operative  field  and  pack  the  sinus  firmly 
at  the  bulb  with  gauze,  rather  than  proceed  any  farther,  as  experi- 
ence has  taught  us  that  a  large  number  of  these  cases  recover  with- 
out resort  to  further  surgical  procedure.  In  all  of  the  cases  en- 
countered, whether  of  the  septic  or  non-septic  variety,  we  should 
thoroughly  expose  the  lower  end  of  the  sinus  at  the  bulb,  as  here 
quite  frequently  lies  the  trouble,  and  not  above;  owing  to  its  close 
proximity  to  the  floor  of  the  tympanic  cavity;  and  this  is  especially 
true  where  w^e  have  a  large  jugular  bulb  to  deal  with.  Care  should 
be  taken  that  no  sloughing  edges  of  dura  be  left,  as  they  will  only 
retard  the  healing  process. 

Thrombus  of  the  Internal  Jugular  Vein. — If  we  find  upon  opening 
the  sinus  a  disintegrated  clot,  or  pus,  or  both  present,  we  should 
without  further  delay  expose,  ligate  at  the  clavicle,  resect  and  re- 
move the  internal  jugular  vein  of  that  side  to  its  commencement  at 
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the  bulb,  provided  always  at  this  time,  the  patient's  physical  condi- 
tion will  permit  it.  This  prevents  the  possibility  of  any  further 
infection  being  thrown  into  the  general  circulation  through  the 
medium  of  this  vessel.  To  be  sure,  a  still  further  infection  can 
take  place  even  after  the  vein  has  been  resected,  through  the  medium 
of  the  anterior  and  posterior  condyloid  veins,  or  the  occipital  sinus. 
If  the  facial,  maxillary,  thyroids,  or  any  other  veins,  be  involved, 
they  should  be  ligated  beyond  their  point  of  infection,  and  removed 
also.  Enlarged  glands  likewise,  if  found  in  the  course  of  dissec- 
tion, should  be  removed  so  as  not  to  leave  any  field  for  subsequent 
infection.  Care  should  be  taken  to  -separate  the  pneumogastric  nerve 
from  the  vein  at  the  lower  point  of  ligation,  as  here  the  nerve  and 
vein  lie  very  close  to  each  other,  and  are  often  matted  firmly  to- 
gether, and  are  difficult  to  separate  owing  to  the  inflammatory 
exudate  present  in  the  severer  grade  of  cases  met  with. 

The  wound  in  the  neck  should  be  flushed  with  a  hot  saline  solu- 
tion, and  closed  by  a  continuous  silk  suture  to  within  a  short  dis- 
tance of  the  bulb.  A  small  piece  of  rubber  tissue  should  be  inserted 
in  the  lower  angle  of  the  incision  for  the  first  forty-eight  hours  to 
promote  drainage.  In  our  septic  cases,  when,  after  operation  the 
patient  does  not  progress  as  favorably  as  we  think  he  should,  the 
temperature  remaining  high,  and  there  being  only  a  partial  subsi- 
dence of  the  general  symptoms,  and  when  we  are  doubtful  whether 
any  further  operative  procedure  is  demanded,  it  is  wise  to  wait  for 
a  time  before  any  other  radical  measures  are  taken;  for  we  must 
remember  the  fact  that  we  are  dealing  with  a  septic  case  which 
took  several  days  to  develop,  with  a  gradual  absorption  into  the  sys- 
tem of  a  virulent  poison. 

In  the  experience  of  the  writer  it  would  be  strange  did  not  the 
case  show,  following  operation,  some  evidence  of  this  infection,  so 
it  is  well  to  bear  in  mind  in  these  cases  that  it  takes  time  to  eliminate 
the  poisonous  element  absorbed,  even  though  the  source  from  which 
the  infection  emanated  has  been  eradicated. 

Should  it  be  necessary  to  use  stimulation  during  or  following  our 
operation,  and  the  patient  does  not  respond  to  the  usual  hypodermic 
stimulants  in  use,  very  beneficial  results  are  derived  from  a  direct 
transfusion  of  a  normal  salt  solution  into  one  of  the  veins. 

If  a  thrombus  of  either  the  superior  or  inferior  petrosal  sinus  take 
place,  they  should  be  exposed,  the  dura  covering  them  incised,  and 
the  clot  removed  in  the  manner  spoken  of  when  dealing  with  the 
sigmoid  sinus.  The  inferior  petrosal  is  quite  frequently  thrombosed 
in  connection  with  thrombosis  of  the  bulbous  portion  of  the  sigmoid. 
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When  this  occurs,  the  clot  is  undoubtedly  one  of  extension  from  the' 
sigmoid  sinus,  and  is  very  frequently  removed  while  curetting  the 
lower  end  of  the  sinus. 

A  thrombus  of  the  cavernous  sinus  is  almost  always  fatal  although 
Dr.  E.  W.  Day  (Trans,  of  the  Am.  L.  R.  &  O.  Society,  1902)  reports 
recovery  from  this  disease  in  a  case  under  observation  in  1901. 

Brain  Abscess. — About  37  per  cent  of  all  cases  of  brain  abscess  are 
otitic  in  origin.  The  most  common  site  for  a  subdural  accumulation  of 
pus  is  in  the  inferior  and  posterior  portion  of  the  tempro-sphenoidal 
lobe.  While  the  treatment  of  this  condition  is  the  same,  the  mode 
of  entrance  into  the  skull  differs,  as  many  of  the  abscesses  are  dis- 
covered secondary  to  the  opening  of  the  mastoid ;  and  in  these  cases 
the  roof  of  the  mastoid  antrum,  and  the  floor  of  the  middle  fossa  are 
removed,  exposing  the  dura  through  which  entrance  is  made  to  the 
brain.  A  sufficient  exposure  of  the  dura  is  always  essential,  and  all 
bleeding  points  should  be  stopped,  and  the  dura  sterilized  prior  to 
opening. 

When  there  is  an  accumulation  of  pus  just  beneath  the  dura,  or  a 
short  distance  from  it,  the  dura  will  be  found  somewhat  darker  in 
color,  and  at  times  slightly  bulging. 

The  dura  is  incised  with  a  scalpel  sufficiently  for  exploration  pur- 
poses, and  care  should  be  taken  in  making  this  opening  not  to  cut 
any  large  dural  vessels,  as  the  hemorrhage  is  troublesome,  and  will 
prove  a  source  of  delay  in  operating.  After  opening  the  dura,  a  silk 
suture  is  passed  through  both  flaps  and  is  a  distinct  aid  in  retracting 
them,  and  injures  the  tissues  less  than  when  retractors  are  used. 

There  are  several  methods  of  exploring  the  brain,  and  all  have 
their  advocates.  An  aspirating  needle  of  large  size  can  be  used,  or 
the  index  finger,  or  a  scalpel  can  be  thrust  into  the  brain  substance, 
or  especially  devised  forceps  have  been  used.  My  own  experience 
has  led  me  to  rely  upon  the  scalpel  and  finger.  When  pus  is  found 
a  sufficiently  large  opening  is  made  to  admit  of  its  removal.  The 
cavity  can  be  cleansed  by  one  of  two  methods;  either  very  gentle 
irrigation  with  a  warm  saline  solution,  or  a  gentle  mopping  of  the 
cavity  with  gauze.  The  less  manipulation  we  do,  and  the  more 
rapidly  our  work  is  finished  after  the  brain  has  been  opened,  just  so 
much  the  better  are  the  chances  of  our  patient  for  recovery. 

Where  a  limiting  mefnbrane  is  present,  the  encephaloscope,  de- 
vised by  Whiting,  is  of  advantage  in  exploring  the  cavity.  Drain- 
age can  be  accomplished  either  by  tubes  or  gauze  wicks — ^the  use  of 
the  latter  has  been  more  successful  in  my  hands.  The  method  of 
using  them  is  to  fold  a  piece  of  sterilized  gauze  into  a  wick  about  a 
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third  of  an  inch  in  thickness,  moisten  with  a  saHne  solution,  and 
roll  in  a  powder  composed  of  equal  parts  of  iod(|form  and  boric  acid, 
after  the  manner  advised  by  Macewen.  The  end  of  this  wick  is 
then  placed  in  the  bottom  pf  the  abscess  cavity,  and  the  brain  tissue 
allowed  to  collapse  around  it.  Sufficient  soft  gauze  dressings 
are  placed  around  the  exterior  so  that  any  material  reaching  them 
through  the  gauze  wick  will  be  absorbed.  Such  a  dressing  is  left  in 
place  from  one  to  four  days,  depending  entirely  upon  the  size  and 
condition  of  the  cavity,  and  how  the  case  does.  At  the  second  dress- 
ing, the  cavity  will  be  found  very  much  contracted,  and  is  cleansed 
in  the  same  manner  as  before,  and  a  much  smaller  drain  or  wick  is 
introduced  than  at  first,  as  our  object  is  to  help  the  cavity  contract 
and  grow  small  as  rapidly  as  possible.  Should  any  pocketing  take 
place,  its  free  drainage  is  called  for  at  once. 

When  it  is  deemed  advisable  to  explore  the  tempero-sphenoidal  re- 
gion first,  an  exposure  of  the  bone  is  made  1)4  inches  behind  and 
1%  inches  above  the  centre  of  the  bony  meatus.  This  can  be  accom- 
plished in  one  of  two  ways — first,  if  we  wish  to  explore  only  the 
tempro-sphenoidal  region,  a  curved  incision  beginning  at  the  root 
of  the  zygoma  and  extending  backward  for  about  two  inches,  will 
explote  the  above  area;  or,  if  our  explorations  are  to  be  extensive 
and  embrace  other  regions  where  pus  is  likely  to  be  found,  it  is  best 
to  make  an  incision  that  will  explore  all  the  cranial  cavities  on  that 
side,  and  this  is  done  by  displacing  a  semi-circular  flap  beginning 
over  the  zygoma  just  above  the  auricular  attachment,  and  extending 
backward  to  the  occipital  protuberance.  The  periosteum  is  undis- 
turbed except  at  the  point  we  wish  to  enter  the  skull. 

All  bleeding  points  are  stopped  and  the  skull  entered  rapidly  by 
means  of  the  trephine  or  chisel,  and  sufficient  space  should  be  made 
to  allow  a  thorough  exploration,  as  the  removal  of  a  small  button  of 
bone  is  not  sufficient. 

When  no  definite  localized  symptoms  are  present,  a  favorable  site 
for  entering  the  skull  is  one  inch  above  the  centre  of  the  bony 
meatus.  This  will  enable  one  to  explore  the  dura  lying  directly  over 
the  tegmen,  as  here  its  close  proximity  to  the  roof  of  the  tympanum 
very  frequently  exposes  to  our  view  an  epidural  or  subdural  col- 
lection of  pus ;  and  many  times  we  are  enabled  to  discover  a  fistulous 
tract  leading  directly  from  the  roof  of  the  tympanum  to  a  collection 
of  pus  in  this  region. 

The  utmost  care  should  be  exercised  in  searching  for  multiple 
abscess  cavities,  as  they  occur  frequently,  and  are  many  times  over- 
looked and  found  only  at  subsequent  operations  or  upon  autopsy. 
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Other  regions  of  the  tempero-spbenoidal  or  frontal  lobe  can  be  ex- 
plored in  the  manner  already  described.  The  one  principal  point  to 
bear  in  mind  in  opening  into  these  various  regions  is  that  we  should 
enter  the  skull  at  a  point  corresponding  as  nearly  as  possible  to  the 
floor  of  the  lobe  we  are  about  to  explore,  in  order  that  we  may  secure 
free  drainage.  Then,  too,  care  should  be  taken  not  to  injure  un- 
necessarily the  dura,  as  we  need  to  retain  all  of  this  in  as  good  a 
condition  as  possible  so  as  to  prevent  a  hernia  cerebri  forming,  and 
to  promote  rapid  healing. 

In  opening  a  cerebellar  abscess  the  site  of  the  opening  depends  on 
whether  the  mastoid  has  been  previously  operated  upon,  and  the 
sinus  exposed,  or  whether  sufficient  evidence  be  present  to  warrant 
our  going  directly  into  the  cerebellum.  If  a  mastoid  operation  has 
previously  been  done  with  or  without  exposure  of  the  sinus,  then  the 
cerebellum  is  usually  entered  by  removing  sufficient  bone  directly 
behind  and  below  the  sinus.  This  removal  is  accomplished  with  the 
Rongeur  forceps,  and  can  be  effected  rapidly. 

The  cerebellar  lobe  is  entered  in  the  same  manner  as  that  already 
described  in  opening  an  abscess  of  the  other  cranial  regions,  and  care 
should  be  taken  to  remove  the  bone  sufficiently  low  to  promote  free 
drainage  of  the  cavity. 

Should  we  deem  it  advisable  to  explore  the  cerebellum  primarily, 
the  point  of  election  for  entrance  would  be  in  an  average  adult  case 
1^  inches  behind  the  centre  of  the  bony  meatus,  and  about  one- 
third  of  an  inch  below  this  horizontal  plane.  An  opening  here 
would  insure  drainage  at  the  lowest  point  of  the  cerebellum.  The 
exposure  and  opening  of  the  dura  would  be  carried  out  in  the  same 
manner  as  that  already  described  in  exploring  other  regions  of  the 
cranium. 

Meningitis. — When  this  is  present  as  a  complication,  of  aural  sup- 
puration, and  we  are  unable  to  find  a  localized  area  of  infection,  as  in 
a  pachymeningitis  or  general  infection  to  which  we  may  attribute  the 
cause,  then  little  or  nothing  is  to  be  gained  by  surgical  procedure. 
In  such  a  condition,  an  ice  cap  placed  over  the  head  is  of  some  advan- 
tage in  allaying  the  pain,  and  renders  the  patient  more  comfortable. 
Large  doses  of  the  iodide  of  potassium  are  used  internally ;  this  drug 
is  of  especial  value  owing  to  the*  fact  that  there  is  always  the  possi- 
bility of  a  specific  lesion,  either  hereditary  or  acquired.  A  meningeal 
complication  is  almost  always  a  fatal  one,  although  ^Nlacuen  (Pyo- 
genic Diseases  of  Brain  and  Spinal  Cord)  has  reported  several 
cases  as  cured,  following  an  early  operation. 
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Lep  to -Meningitis  is  almost  invariably  fatal,  although  it  would 
seem  rational,  when  this  condition  is  recognized  early,  to  operate  by 
exploring  the  infected  area,  cleanse  with  a  warm  saline  or  other 
solution,  and  freely  drain  the  affected  region.  But  even  where  this 
has  been  done,  recovery  has  seldom  followed. 

Metastatic  Abscesses. — When  present  in  different  parts  of  the 
body,  should  be  evacuated,  curetted,  cleansed,  drained  and  packed, 
and  treated  according  to  general  surgical  principles.  When  a 
metastasis  of  the  intestines  takes  place,  large  doses  of  the  bichloride 
of  mercury  should  be  given  internally,  and  frequent  flushing  of  the 
colon  with  a  hot  saline  or  warm  boric  acid  solution  should  be  given. 
I  have  seen  three  such  metastases  of  the  intestinal  tract  which  owed 
their  origin  to  one  or  more  of  the  complications  of  aural  suppura- 
tion, brought  to  a  favorable  issue  under  this  method  of  medication. 

Pyaemia  is  also  largely  treated  in  the  same  manner  by  evacuating 
any  pus  collections  that  may  be  present,  and  by  the  most  rigid  sup- 
porting treatment  of  the  general  condition.  Injections  of  the  anti- 
streptococcus  serum  are  also  of  value  in  the  treatment  of  this  condi- 
tion, and  some  very  favorable  results  are  ascribed  to  its  use. 

Facial  Paralysis  following  a  middle  ear  suppuration,  is  by  no 
means  uncommon.  It  is  occasionally  met  with  as  the  result  of  an 
attic  suppuration,  and  here  the  indication  Would  be  to  relieve  pres- 
sure as  speedily  as  possible,  by  making  a  free  incision  in  the  drum 
membrane,  carrying  it  well  upward  so  as  to  relieve  the  pressure  in 
the  vault.  This  should  be  followed  by  warm  irrigations  so  as  to 
diminish  as  rapidly  as  possible  the  existing  swelling,  and  remove  the 
inflammatory  deposit.  Absolute  rest  should  be  enjoined,  free  pur- 
gation established,  and  a  fluid  diet  ordered.  Should  there  be  much 
pain  accompanying  this  condition,  dry  heat,  applied  externally,  will 
add  greatly  to  the  comfort  of  the  patient.  When  such  a  condition 
does  arise,  it  is  probably  caused  by  an  inflammation  of  the  chorda- 
tympani  branch  of  the  facial  with  an  extension  backward  of  the  in- 
flammatory process  to  the  main  trunk  of  the  nerve.  Should  resolution 
be  slow  in  taking  place  the  interrupted  galvanic  current  will  hasten 
the  restoration  of  nerve  function.  Paralysis  of  this  nerve  may  also 
take  place,  caused  by  a  suppuration  of  the  structure  within  or  adja- 
cent to  the  middle  ear.  In  this  condition  the  removal  of  any  diseased 
bone,  granulation  tissue  or  other  inflammatory  product,  such  as  a 
cholesteatomatous  mass  that  has  produced  pressure,  will  enable  the 
nerve  to  again  perform  its  function,  and  if  the  resumption  of  func- 
tion be  delayed  after  pressure  has  been  removed,  the  use  of  the  cur- 
rent as  already  spoken  of,  will  in  nearly  all  cases  bring  about  speedy 
relief. 
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When  paralysis  occurs  several  days  after  an  operation  for  the  re- 
moval of  dead  bone,  as  in  the  so-called  Stacke  or  radical  operation, 
and  there  is  no  solution  of  continuity  over  or  around  the  facial 
canal,  the  cause  of  such  paralysis  can,  I  believe,  be  explained  in  one 
of  two  ways : — either  concussion  over  the  canal  at  the  time  of  opera- 
tion, and  later,  an  inflammation  arising  in  the  nerve  trunk — the 
result  of  this  concussion — ,  or  it  is  due  to  the  destruction  of  the 
facial  branch  of  the  chorda-tympani  in  the  tympanic  cavity;  and 
from  the  point  of  severance  of  this  branch  an  inflammation,  the 
result  of  this  trauma,  may  travel  backward  through  the  bony  open- 
ing, and  in  this  way  cause  a  temporary  swelling  and  infiltration  of 
the  sheath,  exerting  pressure  on  the  main  trunk  of  the  nerve,  thus 
temporarily  suspending  its  function. 

All  of  these  types  of  paralysis  will  get  well  without  any  treatment 
whatever,  but  the  restoration  of  function  can  be  hastened  by  bringing 
to  its  aid  the  use  of  the  electric  current. 

When  a  facial  paralysis  takes  place  immediately  following  an 
operation  on  the  mastoid  or  middle  ear,  it  is  a  fair  presumption  that 
the  nerve  has  either  been  slightly  injured,  or  partially  or  completely 
severed.  Here  the  treatment  would  be,  if  injured,  the  same  as  if 
due  to  the  causes  before  enumerated;  but  the  re-establishment  of 
function  would  not  be  nearly  so  rapid,  and  would  entail  constant 
treatment  over  a  period  of  several  weeks  or  months.  If  the  nerve 
has  been  severed,  and  we  are  fortunate  enough  to  find  the  divided 
ends,  an  attempt  can  be  made  to  splice  them  together,  and,  if  success- 
ful, the  nerve  may  be  stimulated  later  in  the  manner  already  spoken 
of.  If  the  nerve  be  cut  low  down  in  the  soft  tissue,  it  can  be  sutured 
to  the  spinal  accessory ;  this  has  been  done  a  few  times,  but  the  result 
is  not  entirely  satisfactory. 

In  all  cases  of  paresis  of  this  nerve  following  operation,  we  should 
use  all  means  at  our  command  to  try  and  re-establish  partial  if  not 
complete  function;  and,  I  believe,  the  best  means  to  enable  us  to 
accomplish  this  is  by  the  use  of  the  interrupted  galvanic  current, 
together  with  systematic  massage  of  the  affected  muscles,  and  appro- 
priate tonic  treatment. 

Labyrinth. — Its  invasion  as  a  complication  of  this  disease  is  not 
uncommon,  and  when  it  exists  the  treatment  should  be  both  surgical 
and  medical.  The  surgical  part  of  the  treatment  consists  in  the 
relief  of  all  pressure  around  the  stapes,  oval  and  round  windows,  as 
bands,  adhesions  or  cholesteatomatous  deposits.  When  adhesjons 
or  bands  are  present,  they  should  be  divided,  and,  if  possible,  re- 
moved until  all  pressure  in  this  region  has  been  relieved. 
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The  medical  treatment  consists  in  placing  the  patient  in  bed  if  pos- 
sible, and  administering  pilocarpine  muriate  hypodermically  in  full 
doses,  for  a  period  of  at  least  six  weeks,  two  months  or  longer.  If 
it  be  impracticable  to  place  the  patient  in  bed,  then  the  drug  can  be 
given  internally  in  an  aqueous  solution  two  or  three  times  a  day, 
and  the  patient  still  be  allowed  to  go  about  and  perform  his  duties. 
If  given  by  the  mouth,  it  is  well  to  start  with  four  to  six  drops  of  a 
two  per  cent  solution,  and  increase  the  dosage  as  we  find  our  patient 
can  tolerate  the  drug.  The  cases  in  which  it  is  given,  should  be  cau- 
tioned against  taking  cold  during  the  sweating  stage.  Strychnine  in 
full  doses  is  also  of  benefit,  and  can  be  advantageously  combined 
with  pilocarpine.  If  there  be  a  history  of  acquired  or  hereditary 
syphilis,  or  this  condition  be  suspected,  iodides  should  be  given  to  the 
physiological  limit. 

For  the  temporary  relief  of  the  distressing  subjective  sounds  ac- 
companying this  condition,  potassium  bromide  can  be  given  in  full 
doses ;  likewise  large  doses  of  hydrobromic  acid  will  often  diminish 
these  sounds. 

All  drugs  or  stimulants  that  cause  even  a  temporary  congestion  of 
the  labyrinth  should  be  prohibited,  and  the  general  health  maintained 
as  near  the  normal  standard  as  possible. 

The  upper  respiratory  tract  should  receive  attention,  if  needed, 
•so  as  to  avoid  any  sudden  variations  in  the  circulation  which  might 
affect  the  labyrinth.  Should  both  sides  be  involved  in  the  same 
patient,  then  but  little  benefit  is  derived,  no  matter  what  measures 
are  instituted  for  relief,  whether  surgical  or  medical.  Vibratory 
treatment  for  this  condition  by  means  of  forks,  tubes,  and  variously 
devised  instruments,  has  been  advocated  and  used,  and  some  report 
favorably  upon  their  results.  Personally  I  have  had  little  if  any 
success  in  using  them. 

There  is  one  form  of  vertigo  associated  with  this  disease  that 
yields  readily  to  mechanical  treatment.  I  refer  to  the  vertigo  caused 
by  a  partial  occlusion  of  the  Eustachian  tube  in  residual  cases.  Here 
inflation  and  vaporization  improve  the  cases  rapidly,  and  after  one 
or  two  treatments,  the  patient  may  go  for  several  months  without 
another  attack. 

Cholesteatoma. — These  masses  are  of  frequent  occurrence  follow- 
ing middle  ear  suppuration,  and  their  treatment  consists  in  their 
complete  removal. 

If  the  mass  be  small  in  amount,  it  can  sometimes  be  entirely  re- 
moved from  the  tympanum  through  the  external  auditory  canal;  but 
a  safer  and  much  more  complete  method  of  removal  is  to  perform  a 
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typical  Stacke  operation,  as  here  we  have  the  whole  tympanic  cavity 
exposed,  and  can  remove  every  vestige  of  this  deposit,  and,  at  the 
same  time,  see  what  we  are  doing. 

After  the  middle  ear  chamber  has  been  freed  from  all  disease, 
skin  grafts  can  be  applied  through  the  external  auditory  canal  to  the 
bony  cavity  within ;  and  when  so  applied,  they  hasten  the  healing 
process,  and  cut  short  the  period  of  convalescence. 

Septic  Synovitis. — When  present,  should  be  treated  from  a  general 
surgical  standpoint. 

Septic  Pneumonia  or  Pleurisy  should  receive  the  appropriate  treat- 
ment usually  followed  out  in  such  cases. 

Ulceration  of  the  Carotid  Artery  has  been  caused  as  a  direct  result 
of  a  chronic  purulent  ear  discharge.  Should  such  a  condition  occur, 
the  treatment  would  be,  of  course,  ligation. 

To  the  general  practitioner  of  the  future  will  belong  the  credit  of 
a  decrease  in  the  number  of  cases  of  chronic  purulent  ear  disease 
and  their  sequelae ;  for,  if  recognized  and  treated  early,  an  acute  otitis 
need  never  reach  the  chronic  stage.  When,  however,  this  stage  of 
middle  ear  disease  is  encountered,  no  time  should  be  lost  in  rectifying 
the  pathological  conditions  found,  so  that  the  patient  may  retain  his 
audition,  and  also  to  prevent  the  possibility  of  any  of  the  complica- 
tions, enumerated  in  this  paper,  taking  place. 

62  West 'Fifty-Second  Street. 
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I  have  already  written  so  fully  upon  this  subject,  at  a  previous 
meeting  of  this  Society,  and  it  is  with  some  hesitation  that  I  present 
the  following  paper  to  you.  I  beg  to  say  that  I  do  so  only  at  the 
urgent  request  both  of  our  honorable  President  and  of  our  distin- 
guished Secretary. 

As  I  do  not  wish  to  take  up  more  than  a  few  moments  in  present- 
ing the  paper,  I  will  proceed  immediately  to  the  consideration  of  the 
subject  with  which  we  have  to  deal. 

The  patient,  if  possible,  should  be  placed  in  the  hospital  or  under 
the  immediate  supervision  of  the  surgeon,  at  least  twelve  hours 
before  the  operation.  The  hair  should  be  shaved  over  an  area  of 
three  inches  from  the  centre  of  the  meatus,  in  every  direction.  This 
point  is  of  great  importance.  Female  patients  frequently  object  to 
this  thorough  shaving  of  the  hair,  especially  of  that  portion  of  the 
head  lying  just  above  and  in  front  of  the  line  of  superior  auricular 
attachment.  It  is  of  the  utmost  importance  that  the  shaving  be  thor- 
ough and  complete,  if  a  good  result  is  to  be  obtamed.  I  have  found 
not  only  that  female  patients  object  to  this  preparation,  but  males 
also,  who  wear  a  beard. 

Too  much  stress  cannot  be  laid  upon  a  thorough  preparation  of  the 
field  of  operation.  The  hair  and  beard  constitute,  probably,  the 
most  fruitful  source  of  infection  of  the  superficial  wound  in  these 
cases.  It  is,  therefore,  necessary  that  the  area  immediately  sur- 
rounding the  field  of  operation  should  be  thoroughly  denuded  of 
hair.  After  thorough  shaving,  the  ear  is  irrigated  with  an  aqueous 
solution  of  bichloride  of  mercury,  of  a  strength  of  1-5,000,  and  the 
external  auditory  canal  is  packed  as  far  as  the  fundus,  with  a  strip 
of  iodoform  gauze.  The  entire  shaved  area  and  the  auricle  are  then 
carefully  scrubbed  with  tincture  of  green  soap  and  sterile  water; 
they  are  then  rinsed  with  sterile  saline  solution,  to  remove  all  the 
soap,  then  with  an  aqueous  solution  of  bichloride  of  mercury,  of  a 
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Strength  of  1-1,000,  and  last  of  all  are  thoroughly  wiped  off  with 
equal  parts  of  alcohol  and  ether.  A  sterile  dressing  is  then  applied, 
so  as  to  cover  the  entire  field  of  operation,  including  the  auricle. 
This  dressing  is  left  in  place  until  patient  is  under  the  anaesthetic, 
and  the  operator  is  ready  to  make  the  primary  incision. 

At  the  time  of  operation,  the  operative  field  is  surrounded  either 
with  dry  sterile  towels  or  with  sterile  towels  wrung  out  in  an  aqueous 
solution  of  bichloride  of  mercury,  of  a  strength  of  1-1,000.  All  in- 
struments are  previously  thoroughly  sterilized  by  boiling.  The  hands 
of  the  operator  and  of  his  assistants  are  thoroughly  sterilized,  and  it 
is  my  practice  to  not  only  myself  w^ear  sterilized  gloves,  either  of 
cotton  or  of  rubber,  but  to  insist  upon  my  assistants  doing  the  same. 

The  initial  incision  begins  over  the  tip  of  the  njastoid  process  at  a 
point  a  quarter  of  an  inch  behind  the  insertion  of  the  lobule.  The 
incision  runs  upward  and  backward  in  a  curved  line,  so  that  at  a  point 
opposite  the  centre  of  the  meatus  it  lies,  at  least  three-quarters  of  an 
inch  behind  the  line  of  auricle  attachment.  It  is  then  carried  up- 
ward at  this  distance  behind  the  line  of  auricular  attachment,  and  to 
a  point  just  above  the  apex  of  the  auricle.  From  this  point  it  is  car- 
ried downward  and  forward  over  the  top  of  the  ear  to  a  point  one- 
half  to  three-quarters  of  an  inch  in  front  of  the  anterior  termination 
of  the  helix.  It  is  important  to  make  the  incision  as  nearly  as  pos- 
sible along  these  lines.  If  the  incision  is  carried  too  close  to  the 
auricle,  the  external  surface  of  the  mastoid  will  be  insufficiently  ex- 
posed and  in  order  to  remove  all  carious  bone,  it  may  be  necessary  to 
strongly  retract  the  posterior  flap,  or  in  other  words,  to  undermine 
this.  While  it  is  sometimes  necessary  to  do  this,  in  spite  of  the 
cutaneous  incision  already  described,  it  is  always  undesirable,  and 
may  be  avoided  in  most  instances,  if  the  incision  is  made  as  far  be- 
hind the  ear  as  I  have  directed.  It  is  also  of  great  importance,  in 
completing  the  upper  portion  of  the  incision,  to  make  it  in  a  horizon- 
tal direction  or  in  a  direction  forward  and  slightly  downward  over 
the  top  of  the  ear.  If  this  is  not  done,  it  will  be  found  almost  im- 
possible to  thoroughly  expose  the  upper  wall  of  the  bony  canal,  and 
to  remove  the  external  wall  of  the  tympanic  vault.  All  surgeons 
who  have  performed  this  operation,  know  it  is  just  here  that  the 
operation  frequently  fails.  It  is,  therefore,  necessary  to  extend  the 
incision  well  forward  in  a  horizontal  direction  in  order  to  make  a 
complete  exposure  of  the  upper  wall  of  the  bony  external  auditory 
canal,  and  to  enable  the  operator  to  thoroughly  remove  the  outer 
wall  of  the  tympanic  vault.  After  the  incision  has  been  made  in  the 
manner  described,  all  bleeding  points  are  grasped  with  clamps,  and 
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the  anterior  flap  pushed  forward  by  means  of  the  periosteal  elevator, 
exposing  the  posterior,  superior  and  inferior  margins  of  the  bony 
meatus.  With  a  narrow,  blunt  dissector  the  fibrocartilaginous 
meatus  is  carefully  dissected  out  of  the  bony  tube  which  it  lines.  In 
most  cases,  if  care  is  used,  the  fibrous  meatus  may  be  preserved  intact 
for  a  length  of  one-third  to  three-eights  of  an  inch  beyond  the  mar- 
gin of  the  bony  meatus.  The  anterior  flap  being  held  in  position 
by  means  of  a  retractor,  the  surgeon  next  proceeds  to  enter  the  mas- 
toid antrum  in  the  region  of  election,  that  is,  in  the  suprameatal  tri- 
angle. In  the  majority  of  cases  which  present  for  the  radical  opera- 
tion, the  mastoid  will  be  found  sclerosed,  and  the  antrum  will  never 
be  entered  until  an  opening  has  been  made  in  the  bone,  at  least  half 
an  inch  in  ,  depth,  and  frequently  more.  Where  the  antrum  lies 
deeply — and  it  does  in  the  large  majority  of  these  cases — the  opera- 
tor will  do  well  to  enlarge  the  funnel-shaped  opening  by  which  he  is 
to  enter  the  antrum,  by  removing  the  cortex  from  below,  and  even 
invading  the  posterior  margin  of  the  bony  canal.  As  the  funnel- 
shaped  opening  in  the  bone  is  deepened,  the  operator  may  remove 
the  cortex  as  far  down  as  the  level  of  the  floor  of  the  meatus  and 
may  work  cautiously  backward  for  a  distance  of  a  fourth  of  an  inch 
behind  the  posterior  margin  of  the  bony  meatus.  It  is  unwise  to 
broaden  the  funnel  above.  Sufficient  space  can  always  be  gained  by 
working  close  to  the  posterior  wall  of  the  canal  and  removing  the 
bone  below.  In  this  way,  the  operator  works  on  until  the  probe 
enters  the  antrum  and  passes  through  this  cell  and  through  the 
^ditus  into  the  tympanic  vault.  Exploration  with  the  probe  will 
then  enable  the  operator  to  judge  as  to  the  size  of  the  antrum  in  each 
individual  case,  and  its  extent  either  backward,  upward  or  down- 
ward. It  is  tlien  wise  to  enlarge  the  opening  in  the  antrum  by  a 
few  strokes  of  the  gouge,  so  that  its  inner  wall  can  be  easily  seen. 
The  operator  should  then  turn  his  attention  to  the  fibrous  meatus 
which  we  will  remember,  has  been  carefully  dissected  up  from  the 
bony  canal.  The  fibrous  meatus  should  be  divided  posteriorly,  as 
close  to  the  tympanic  ring  as  possible.  This  division  may  be  effected 
either  by  a  sharp  scalpel,  cutting  from  behind  into  the  lumen  of  the 
meatus,  or  accomplished  by  angular  knives  devised  for  the  purpose, 
which  are  introduced  into  the  meatus  through  the  posterior  opening, 
the  posterior  wall  of  the  canal  being  invariably  opened  at  its  deeper 
portion  during  the  process  of  dissecting  it  up  from  the  bony  canal, 
and  the  soft  parts  divided  by  an  incision  at  right  angles  to  the  lumen 
of  the  meatus.  In  this  way,  the  auricle  and  fibrous  canal  constitute 
a  funnel-shaped  flap  which,  by  forcible  traction  may  be  completely 
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pulled  out  of  the  bony  meatus.  The  retractor  holding  the  anterior 
flap  forward,  should  next  be  removed,  and  a  strip  of  iodoform  gauze 
should  be  threaded  through  the  external  auditory  meatus  and  brought 
out  through  the  opening  in  the  posterior  wall  of  the  canal.  The  two 
ends  of  this  gauze  strip  are  then  tied  together,  and  this  fillet  is  used 
as  a  retractor  to  pull  the  auricle  forward  and  to  pull  the  fibrous 
meatus  out  of  the  bony  tube  which  it  lines.  The  operator  next  pro- 
ceeds to  break  down  the  partition  between  the  mastoid  antrum' 
and  the  external  auditory  meatus.  This  is  best  done  by  removing 
the  posterior  wall  of  the  canal  by  chiseling  upward  toward  the  mas- 
toid antrum.  Above,  the  posterior  wall  of  the  canal  is  cut  through 
by  carrying  the  gouge  or  chisel  directly  inward  on  a  plane  slightly 
above  the  superior  wall  of  the  bony  canal.  As  the  wound  is  deep- 
ened above  along  the  plane  of  the  upper  meatal  wall,  that  portion  of 
the  external  wall  of  the  attic,  formed  by  the  junction  of  the  posterior 
and  superior  walls  of  the  meatus,  will  come  into  view.  ,  This  bony 
segment  should  next  be  removed  by  the  gouge,  the  instrument  being 
directed  upward  and  inward,  so  as  to  remove  this  portion  of  the 
outer  wall  of  the  tympanic  vault.  In  this  way,  the  adifus  ad  antrum 
is  exposed  and  forming  its  floor  will  be  seen  the  prominence  of 
the  horizontal  semi-circular  canal  and  closely  amalgamated  with 
this,  the  aqueductus  Fallopii,  lodging  the  facial  nerve.  The  posi- 
tion of  this  bony  ridge  varies  considerably  in  different  subjects, 
sometimes  lying  rather  high  up  and  sometimes  much  lower  down, 
and  the  operator  should  always  proceed  carefully  in  the  removal  of 
the  posterior  wall  of  the  meatus,  until  the  adittis  has  been  entered, 
and  these  important  landmarks  seen.  As  soon  as  the  prominence  of 
the  horizontal  semi-circular  canal  comes  into  view,  the  operator  may 
proceed  rapidly  with  the  gouge,  to  throw  the  mastoid  antrum,  the 
external  auditory  canal  and  the  middle  ear  into  one  large  cavity, 
always  remembering  never  to  encroach  upon  the  hard  bony  ridge 
which  protects  the  horizontal  semi-circular  canal  and  the  facial  nerve. 
The  remainder  of  the  external  wall  of  the  tymoanic  vault  should 
then  be  removed,  that  is,  the  entire  inner  extremity  of  the  upper  wall 
of  the  bony  canal  should  be  chiseled  away,  leaving  only  the  thin 
internal  table  forming  the  tympanic  roof  and  separating  the  middle 
ear  from  the  middle  cranial  fossa.  After  the  tvmpanic  cavity,  an^ 
trum  and  external  canal  have  thus  been  merged  into  one  cavity,  the 
remnants  of  the  two  larger  ossicula  can  be  easily  seen  and  extracted. 
If  the  field  of  operation  is  carefully  dried  by  means  of  gauze  strips 
pressed  firmly  into  the  depth  of  the  wound,  allowed  to  remain  there 
a  few  moments  and  then  removed,  the  operator  can  make  out  the 
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head  of  the  stapes,  if  this  has  not  already  been  destroyed  by  caries, 
and  can  also  see  the  nitch  of  the  round  window.  In  order  to  see  the 
nitch  of  the  round  window  and  the  region  of  the  oval  window  per- 
fectly, it  is  necessary  to  remove  a  thin  scale  of  bone  from  the  poster- 
ior wall  of  the  canal,  lying  just  below  the  prominence  of  the  Fallo- 
pian aqueduct.  Too  much  care  cannot  be  exercised  in  performing 
this  step  of  the  operation,  and  yet  it  must  be  done  in  order  to  obliter- 
ate perfectly  what  might  be  called  the  posterior  tympanic  space  or 
that  portion  of  the  cavity  lying  posteriorly  to  the  posterior  margin 
of  the  tympanic  ring ;  in  other  words,  the  posterior  meatal  wall  must 
be  cut  down  until  it  is  continuous  with  the  posterior  wall  of  the 
tympanic  cavity,  the  tympanic  ring  being  entirely  removed  at  this 
point.  After  this  is  done,  the  nitch  of  the  round  window  can  be 
easily  seen,  as  well  as  the  head  of  the  stapes,  if  the  ossicle  is 
in  position,  and  if  not,  the  foot-plate  can  be  seen  lying  in  the  nitch 
of  the  oval  window. 

It  is  necessary,  in  these  cases,  to  remove  all  diseased  bone.  It  is 
not  necessary,  however,  to  completely  obliterate  the  entire  pneu- 
matic structure  of  the  mastoid,  provided  all  of  these  pneumatic 
spaces  have  not  been  invaded  by  the  destructive  process.  In  most 
cases,  subjected  to  this  operation,  the  mastoid  will  be  found  either 
sclerosed  or  diploic.  We  are  occasionally  required  to  perform  radi- 
cal operations  upon  patients  in  whom  the  pneumatic  structure  of  the 
mastoid  is  preserved.  It  is  sometimes  a  rather  nice  question  for  the 
operator  to  decide,  as  to  whether  or  not  all  of  the  pneumatic  cells  are 
to  be  obliterated.  In  my  own  experience,  it  has  been  easy  to  decide, 
however,  when  firm  and  healthy  bone  is- encountered.  In  cases  of 
chronic  suppuration,  operated  upon  simply  for  the  relief  of  the 
chronic  trouble,  and  in  which  no  acute  symptoms  are  present,  the 
surgeon  should  not  obliterate  the  pneumatic  structure  of  the  mastoid 
much  beyond  the  limits  of  the  diseased  tissue,  as  by  so  doing  an  un- 
necessarily large  cavity  is  formed.  After  the  exposure  of  cells  by  the 
removal  of  the  cortical  layer  of  the  mastoid  process — if  these  are 
found  to  be  healthy,  it  Is  not  necessary,  in  order  to  secure  a  favorable 
result,  to  entirely  obliterate  these  healthy  spaces.  After  all  diseased 
bone  has  been  removed,  these  spaces  may  be  treated  as  if  they  did  not 
exist,  and  the  soft  parts  may  be  sutured  over  them,  closing  the 
wound,  exactly  the  same  as  they  would  be  sutured  over  diploic  bone 
tissue,  or  even  over  undisturbed  mastoid  cortex.  After  the  bony 
cavity  has  been  thoroughly  curetted,  and  the  operator  has  assured 
himself  that  no  diseased  bone  remains,  either  in  the  middle  ear  or  in 
the  mastoid  cells  which  have  been  broken  down,  attention  should  be 
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turned  to  the  Eustachian  tube.  A  small  curette  should  be  passed 
into  the  tympanic  orifice  of  the  tube,  and  any  softened  bone  removed 
from  this  region.  Remembering  the  relation  of  the  internal  carotid 
artery  to  the  Eustachian  tube,  the  curette  must  be  used  in  this 
region  with  the  utmost  gentleness.  The  mucous  membrane  lining 
the  tympanic  orifice  of  the  tube  -should,  however,  in  every  instance, 
be  entirely  scraped  away  from  the  bone.  After  the  entire  bone 
cavity  has  been  curetted  in  this  manner,  it  is  well  to  smooth  off  the 
walls  of  the  cavity,  either  by  means  of  the  curette  or,  better  still,  by 
the  burr,  actuated  either  by  the  electric  or  hand-motor,  or  by  means 
of  a  large  burr  or  osteotribe,  which  is  easily  manipulated  with  the 
hand.  Such  an  instrument  is  not  at  all  essential  to  the  thorough  per- 
formance of  the  operation,  but  it  certainly  does  enable  the  surgeon 
to  smooth  off  the  bony  walls  of  the  cavity  with  great  rapidity,  and 
perhaps,  somewhat  more  perfectly  than  can  be  done  with  either  the 
gouge  or  the  sharp  spoon.  The  osteotribe  has  another  advantage, 
in  that  as  it  removes  but  a  thin  layer  of  bone,  and  removes  this  in  so 
finely  a  divided  form,  that  it  does  tend  to  check  somewhat  any  ooz- 
ing from  the  walls  of  the  bony  cavity.  The  entire  cavity  is  now 
firmly  packed  with  sterile  gauze. 

After  the  cavity  has  been  smoothed  in  any  of  the  ways  above  de- 
scribed, it  should  be  firmly  packed  with  a  strip  of  sterile  gauze.  The 
next  step  is  the  formation  of  cutaneous  flaps  from  the  fibrous  meatus 
and  the  concha  in  order  to  line  this  bony  cavity  as  completely  as 
possible  with  epidermis.  Several  methods  are  in  vogue  for  the  for- 
mation of  these  flaps.  The  simplest  method  is  to  split  the  posterior 
wall  of  the  fibrocartilaginous  meatus  by  a  horizontal  incision  from  a 
point  where  it  is  divided  close  to  the  drum  membrane,  outward  along 
the  posterior  wall  of  the  canal  to  the  concha.  In  this  way,  two 
triangular  flaps  are  formed,  one  of  which  can  be  sutured  to  the 
periosteum  above  and  behind  the  bony  opening  and  the  other  to  the 
periosteum  below  and  behind  the  bony  opening.  In  this  way,  the 
deep  portion  of  the  fibrous  meatus  is  spread  apart,  as  it  were,  and  by 
means  of  the  sutures  passed  in  the  manner  described,  is  held  more  or 
less  closely  in  contact  with  the  upper  and  lower  wall  of  the  bony 
cavity.  The  sutures  used  should  be  of  strong  catgut,  and  should  be 
passed  through  the  entire  thickness  of  the  meatus,  at  a  considerable 
distance  from  the  cut  margin,  and  should  also  pass  through  the 
periosteum  at  a  considerable  distance  from  its  cut  margin,  so  that 
when  traction  is  employed  upon  these  sutures,  quite  a  little  force 
may  be  used  without  the  danger  of  their  pulling  out. 
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Another  and  better  method  of  forming  the  flaps  is  by  continuing 
the  horizontal  incision  along  the  posterior  median  wall  of  the  canal 
out  to  about  the  middle  of  the  concha.  From  the  conchal  extremity 
of  the  horizontal  incision,  one  vertical  incision  is  made  upward  and 
another  downward.  In  this  way,  two  quadrilateral  flaps  are  formed ; 
the  one  composed  of  the  upper  and  posterior  wall  of  the  fibrous 
meatus  and  the  corresponding  portion  of  the  concha,  the  other  of 
the  inferior  and  posterior  wall  of  the  meatus,  and  the  corresponding 
portion  of  the  concha.  The  conchal  cartilage  included  in  each  of 
these  flaps  is  then  dissected  out,  and  each  of  these  flaps  folded  back 
upon  itself,  that  is,  the  lower  flap  downward,  and  the  upper  flap 
upward,  and  these  flaps  are  stitched  in  position,  raw  surface  to  raw 
surface,  by  means  of  fine  catgut  sutures.  It  is  sometimes  wise,  in 
addition  to  these  stitches,  to  introduce  the  deep  retention  sutures,  of 
strong  catgut,  before  mentioned;  that  is,  sutures  passing  from  the 
upper  posterior  angle  of  the  cut  meatus  to  the  periosteum  above  and 
behind  the  opening  and  from  the  posterior  and  inferior  margin  of 
the  cut  meatus  to  the  periosteum  below  and  behind  the  bony  opening. 
These  retention  sutures  are,  however,  in  many  cases,  unnecessary. 

Still  another  method  of  forming  these  flaps — and  the  method  which 
I  prefer  in  the  very  large  majority  of  cases — is  to  incise  the  fibro- 
cartilaginous meatus  in  the  direction  of  its  long  axis,  along  the  line 
of  the  postero-inferior  aspect.  This  incision  is  carried  well  out  into 
the  concha.  From  the  point  where  it  enters  the  concha,  the  incision 
is  then  curved  upward,  parallel  to  the  antihelix  and  a  short  distance 
in  front  of  this,  to  a  point  just  below  the  anterior  crus  of  the  anti- 
helix.  In  this  way,  a  large  flap  is  formed,  consisting  of  the  poster- 
ior and  upper  wall  of  the  fibrous  meatus,  and  a  tongue^shaped  chon- 
chal  flap.  The  conchal  integument  is  then  raised  and  dissected  up 
from  the  cartilage  of  the  flap.  The  cartilage  is  grasped  with  for- 
ceps, dissected  up  from  its  posterior  attachments,  and  excised.  The 
meatal  flap  is  then  turned  backward  upon  itself  and  stitched  in  posi- 
tion by  fine  interrupted  catgut  sutures.  The  tongue-shaped  conchal 
flap — which  after  the  removal  of  the  cartilage,  consists  simply  of  in- 
tegument— is  now  turned  backward  and  upward  through  the  large 
meatal  opening  which  is  formed  by  the  cutting  of  this  flap  and  is 
stitched  in  position  to  the  raw  surface  posteriorly,  by  means  of  fine 
catgut  sutures.  In  this  manner,  a  large  flap  composed  of  integu- 
ment and  of  the  upper  and  posterior  wall  of  the  fibrous  meatus,  is 
formed  which,  upon  replacing  the  auricle,  so  that  the  margins  of  the 
original  posterior  incision  approximate,  will  be  found  to  line  the 
outer  part  of  the  upper  wall  of  the  cavity  which  has  been  formed  in 
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the  bone.  So  much  for.  the  formation  of  flaps.  The  particular 
method  to  be  followed,  must  vary  in  each  individual  case.  I  have 
said  nothing  of  the  Koerner  method  of  perfoming  the  operation,  be- 
cause I  have  had  but  little  experience  in  this  line,  and  the  methods 
already  given,  have  been  followed  by  excellent  results  in  my  hands. 

In  almost  every  case,  it  is  possible  to  hasten  the  process  of  repair 
by  lining  the  bony  cavity  completely  by  means  of  Tiersch  skin  grafts. 
i.hese  I  have  taken  from  the  internal  aspect  of  the  thigh,  usually 
choosing  the  left  thigh,  as  it  is  more  convenient  for  the  surgeon  to 
cut  grafts  from  the  left  thigh  of  the  patient  than  from  the  right.  At 
the  time  the  patient  is  prepared  for  the  operation,  the  anterior  and 
internal  surface  of  the  left  thigh  is  scrubbed,  first  with  soap  and 
water,  shaved,  again  scrubbed  with  a  1-1,000  bichloride  solution,  and 
last  of  all  washed  off  with  equal  parts  of  alcohol  and  ether.  An 
antiseptic  dressing  is  then  carefully  applied  to  the  entire  shaved  area 
and  confined  in  position  first  by  means  of  adhesive  straps,  a  layer  of 
cotton  and  a  firm  bandage  being  subsequently  applied  over  the  entire 
area. 

After  the  flaps  have  been  formed  in  the  manner  above  described, 
the  surgeon  next  proceeds  to  cut  grafts  by  the  Tiersch  method, 
from  this  sterile  area  upon  the  thigh.  These  grafts  should  be  of 
large  size,  and  are  best  cut  with  a  large  heavy  razor.  The  one  I 
use  has  a  blade,  at  least  eight  inches  long  and  one  and  a  half  inches 
wide.  This  instrument  is  sufficiently  heavy  to  keep  the  skin  flat  in 
front  of  it,  provided  the  skin  is  first  drawn  tense  above  by  the  hands 
of  an  assistant,  while  the  surgeon  places  his  left  hand  upon  the  lower 
portion  of-the  thigh  and  stretches  the  skin  by  pulling  forcibly  down- 
ward. When  I  say  that  a  large  graft  should  be  cut,  I  mean  a  graft, 
at  least,  an  inch  and  a  half  wide  by  two  or  two  and  a  half  inches 
long.  A  little  experience  will  enable  the  surgeon  to  cut  the  grafts 
of  this  size  with  extreme  rapidity,  and  to  cut  them  very  thin.  It  is 
well  to  have  the  grafts  as  thin  as  possible,  as  a  thin  graft  is  much 
easier  manipulated  than  a  thick  one.  After  the  graft  has  been  cut, 
it  is  removed  from  the  razor  to  a  large  spatula  by  means  of  a  sharp 
needle.  A  few  drops  of  normal  saline  solution  should  be  dropped 
upon  the  graft,  and  the  spatula  should  also  be  moistened  with  saline 
solution  before  attempting  to  slip  the  graft  from  the  blade  on  to  the 
spatula.  It  is  usually  my  practice  to  cut  two  or  three  grafts,  some 
perhaps  a  little  smaller  than  the  dimensions  given,  so  that  if  the  sur- 
geon fails  to  place  the  first  one  in  position  successfully,  a  second  one 
will  be  ready  at  hand.  The  grafts  being  placed  upon  the  spatulse, 
the  surgeon  then  has  the  auricle  drawn  forward  by  means  of  an 
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assistant  who  places  a  sponge  along  the  cut  margin  of  the  anterior 
flap  so  as  to  prevent  any  oozing  into  the  bony  cavity  while  the  graft 
is  being  introduced.  The  posterior  margin  of  the  incision  may  also 
be  protected  in  a  similar  manner,  although  this  is  much  less  apt  to 
bleed.  In  cases  where  persistent  oozing  takes  place  from  the  mar- 
gins of  the  incision,  this  may  frequently  be  controlled  by  applications 
of  a  very  hot  saline  solution,  sponges  being  wrung  out  in  this  solu- 
tion and  applied  to  the  raw  surfaces.  The  margins  of  the  incision 
being  protected  in  the  manner  already  described,  the  packing  is  next 
carefully  withdrawn  from  the  bony  cavity.  The  spatula,  carrying  the 
large  graft,  is  then  taken  in  the  left  hand  and  carried  completely 
across  the  bony  cavity  so  that  the  free  margin  of  the  spatula  rests 
close  to  the  anterior  wall  of  the  meatus.  By  means  of  the  sharp 
needle  the  edge  of  the  graft  is  pushed  off  from  the  spatula  and  held 
against  the  anterior  wall  of  the  meatus.  The  spatula  is  then  grad- 
ually drawn  backward,  and  as  the  anterior  end  of  the  graft  is  firmly 
fixed,  the  graft  slides  off  from  the  spatula  and  falls  into  the  bony 
cavity.  This  manipulation  must  be  performed  somewhat  rapidly,  in 
order  that  the  graft  may  sink  deeply  into  the  bony  cavity  as  it  leaves 
the  spatula ;  otherwise,  the  deeper  portions  of  the  bony  wound  will 
fill  with  blood.  If  the  manipulation  is  conducted  quickly,  the  graft 
simply  sinks  into  the  middle  ear,  and  can  be  applied  closely  to  the 
internal  wall  of  the  tympanum,  to  the  tympanic  roof,  can  be  made 
to  cover  the  prominence  of  the  aqueductus  Fallopii,  and  of  the  hori- 
zontal semi-circular  canal,  and  to  also  partiallv  line  the  mastoid 
antrum.  As  soon  as  the  graft  has  fallen  into  position,  it  is  held  in 
place  by  small  pledgets  of  cotton  which  are  impregnated  with  aristol. 
The  first  pledget  introduced  should  be  carried  forward,  downward 
and  inward,  so  as  to  force  a  portion  of  the  graft  well  into  the  mouth  of 
the  Eustachian  tube.  Another  pledget  should  be  quickly  placed  on  top 
of  this  and  the  deeper  portion  of  the  cavity  plugged  as  rapidly  as 
possible,  so  as  to  hold  the  graft  in  position.  During  the  process  of 
packing  the  graft  in  position,  it  almost  always  happens  that  the  edges 
of  this  thin  layer  of  integument  will  roll  more  or  less.  After  the 
deeper  pledgets  have  been  introduced,  the  graft  may  be  spread  out 
more  perfectly  by  means  of  the  long  sharp  needle,  so  as  to  line  the 
more  superficial  parts  of  the  cavity.  The  entire  space  occupied  by 
the  graft  should  be  completely  filled  with  these  little  pledgets,  in 
order  to  press  the  graft  firmly  against  the  bony  walls  in  every  direc- 
tion. It  sometimes  happens  that  in  packing  the  graft  into  position, 
it  may  so  fold  upon  itself  as  to  make  it  impossible  to  spread  it  out 
completely  over  the  walls  of  the  cavity.     When  this  takes  place,  a 
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second  graft  should  be  applied  to  complete  the  lining  of  the  cavity. 
Experience  has  taught  me  that  it  makes  no  great  difference  if  two 
grafts  overlap,  or  if  the  second  graft  partially  overlaps  the  cotton 
packing.  So  long  as  the  graft  is  brought  into  contact  with  the  walls 
of  the  bony  cavity,  the  overlapping  part,  or  the  part  not  applied  to 
the  bony  walls,  sloughs,  while  the  remainder  of  the  graft  becomes 
attached.  It  will  be  seen  therefore,  that  the  entire  bony  cavity  may 
be  lined  throughout  its  entire  extent,  in  this  manner.  After  the 
surface  has  been  grafted  as  thoroughly  as  possible,  a  strip  of  sterile 
gauze  is  placed  on  top  of  the  cotton  pledgets,  used  to  hold  the  grafts 
in  position,  and  its  end  brought  out  through  the  enlarged  meatus. 
The  posterior  incision  is  then  completely  closed  by  interrupted  sutures 
of  silkworm  gut  and  of  silk.  I  usually  introduce  about  four  or  five 
sutures  of  silkworm  gut  and  then  fine  silk  sutures  between  these,  so 
as  to  obtain  perfect  apposition. 

After  the  posterior  wound  has  been  sutured,  it  is  sometimes  wise 
to  apply  a  graft  through  the  meatus  to  cover  the  cut  conchal  margin. 
I  have  done  this  in  a  number  of  cases,  and  have  in  this  way,  avoided 
the  development  of  granulations  along  the  edge  of  the  conchal 
incision. 

The  first  dressing  is  changed  on  the  eighth  day,  unless  there  is 
some  odor  from  the  wound,  or  the  patient  complains  of  severe  pain ; 
also  if  there  is  any  leakage  through  the  dressing  or  any  marked 
elevation  of  body  temperature.  At  the  first  dressing,  the  entire 
cutaneous  wound  will  usually  be  found  to  be  united  throughout.  In 
only  a  very  small  proportion  of  the  cases  that  I  have  operated  upon, 
have  I  failed  to  obtain  primary  union  throughout  the  entire  extent 
of  the  incision.  In  a  few  cases,  where  there  was  an  acute  inflamma- 
tion present  at  the  time  of  the  radical  operation,  I  have  had  extensive 
breaking  down  of  the  posterior  wound.  This  has  seldom  given  rise 
to  any  trouble,  however,  and  in  only  three  instances,  has  a  permanent 
fistula  remained.  At  this  first  dressing  the  strip  of  gauze  is  removed 
from  the  canal,  and  usually  one  or  two  of  the  cotton  pledgets.  Quite 
frequently,  there  is  a  very  foul  odor  upon  the  removal  of  the  first 
dressing,  caused  by  the  sloughing  of  the  unattached  portions  of  the 
grafts.  This  should  not  disturb  the  operator,  as  it  does  not,  in  the 
slightest  degree,  indicate  that  the  operation  has  not  been  perfectly 
successful,  and  that  the  grafts  have  not  adhered,  to  a  great  extent, 
at  least.  Where  the  odor  is  foul,  it  is  well  to  remove  as  many 
pledgets  as  possible  at  the  time  of  the  first  dressing.  Whether  or 
not  these  are  removed,  the  canal  is  lightly  dusted  with  aristol,  a  loose 
gauze  packing  introduced   into  the  meatus  and  a  light  antiseptic 
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dressing  applied  over  the  ear  and  over  the  posterior  wound.  This 
dressing  is  then  changed  every  second  day,  and  at  each  subsequent 
dressing  a  few  of  the  cotton  pledgets  are  removed  until  all  have  been 
taken  out,  and  the  entire  cavity  remains  free  to  view. 

Out  of  28  cases,  in  which  the  radical  operation  has  been  performed, 
and  in  which  the  skin-grafting  method  has  been  employed,  in  sixteen 
cases  the  grafts  were  applied  at  the  time  of  the  first  operation,  and 
in  twelve  cases,  owing  either  to  hemorrhage  at  the  time  of  operation, 
or  to  the  extensive  involvement  of  the  osseous  structures,  primary 
grafting  was  impossible;  in  these  twelve,  secondary  grafting  was 
done.  Out  of  these  28  cases,  26  have  been  cured,  and  two,  both  of 
them  cases  of  primary  grafting,  are  still  under  treatment. 


CORRESPONDENCE. 

June  11th,  1903.    ■ 

Editor  The  Laryngoscope: 

Dear  Sir :— I  have  read  Dr.  E.  L.  Shurly's  "Remarks  on  the 
Etiology  of  Hypertrophic  Rhinitis,"  in  the  May  number  of  The 
Laryngoscope  twice,,  because  of  a  fear  that  I  may  have  overlooked 
what  I  consider  a  most  important  omission. 

It  seems  incredible  that  an  article  of  this  nature  should  omit  to 
enumerate  dust  inhalation  as  the  most  important  causative  factor 
(excepting  the  exanthematous  diseases)  in  hypertrophies  of  the 
nasal  mucous  membrane  and  lymphoid  ring.  Dust  is  the  universal 
carrier  of  pus  germs  and  pus  germs  are  the  cause  of  hypertrophies  in 
the  respiratory  tract.  Respectfully, 

E.'j.  KuH. 


London,  March  20th,  1903. 

Editor  The  Laryngoscope: — Seeing  to-day  the  article  by  Dr. 
Chambers  on  removal  of  the  epiglottis  in  the  February  number  of 
The  Laryngoscope,  it  has  occurred  to  me  that  the  enclosed  cutting 
from  the  British  Medical  Journal'^  may  be  of  interest.     I  am, 

Yours  truly, 
E.  Furniss  Potter. 

*  Sec  next  page. 
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REMOVAL  OF  EPIGLOTTIS  AS  A  PALLIATIVE  MEASURE, 

IN  A  CASE  OF  INOPERABLE  MALIGNANT 

DISEASE  OF  LARYNX. 

A  case  of  extensive  malignant  disease  of  the  larynx  recently  came 
under  my  notice  in  which  the  chief  trouble  complained  of  was  the 
distressing  dysphagia  due  to  considerable  involvement  of  the  epi- 
glottis ;  and  it  occurred  to  me  that  removal  of  the  organ  might  be  a 
useful  palliative  measure  by  relieving  the  distress  and  difficulty  of 
swallowing,  and  so  enable  the  patient  to  take  ordinary  food  with 
comfort.  This  idea  was  suggested  to  my  mind  by  Lake's*  success- 
ful experiences  of  epiglottis  removal  in  relieving  similar  symptoms 
in  cases  of  laryngeal  phthisis.  The  case  was  one  of  rapid  growth  in 
a  man,  aged  48.  On  repeated  questioning  I  could  not  elicit  a  history 
of  more  than  four  months'  duration  from  the  onset  of  symptom-s  of 
trouble  in  the  throat.  The  growth  was  extensive,  involving  the  epi- 
glottis, left  side  of  the  larynx,  and  the  tissues  external  to  it,  there 
being  practically  a  continuous  infiltration  between  the  thyroid  car- 
tilage and  a  large  hard  gland  at  the  posterior  border  of  the  sterno- 
mastoid.  Respiration  was  not  interfered  with.  The  difficulty  and 
pain  on  attempts  at  swallowing  solids  were  such  that  the  patient  re- 
frained from  taking  solid  food  altogether,  and  for  two  months  pre- 
vious to  my  seeing  him  had  had  nothing  but  liquid  diet.  He  stated 
that  he  had  lost  weight  to  the  extent  of  3  st.  An  ordinary  oesopha- 
geal bougie  passed  easily.  On  May  13th,  having  painted  the  parts 
with  cocaine  solution,  I  removed  the  greater  part  of  the  epiglottis 
with  a  galvano-cautery  snare ;  a  portion,  about  one-fifth  of  the  whole, 
was  left,  owing  to  inability  to  include  the  whole  structure  in  the 
loop.  This  I  contemplated  removing  at  a  second  sitting,  but,  find- 
ing that  relief  was  afforded  to  such  an  extent  as  to  enable  the  patient 
to  swallow  solid  food  with  comfort,  I  abstained  from  further  inter- 
ference. The  operation  of  alternately  tightening  and  heating  the 
wire  was  almost  painless,  though  the  patient  suffered  some  pain, 
owing  to  the  barrel  holding  the  wire,  not  being  insulated,  becoming 
heated,  and  slightly  burning  the  base  of  the  tongue.  There  was  no 
haemorrhage.  The  patient  complained  of  his  throat  feeling  sore  for 
a  day  or  two,  but  on  May  18th  was  able  to  eat  an  ordinary  meal 
(roast  beef  and  vegetables,  etc.)  without  difficulty. 

In  my  opinion,  the  procedure  was  fully  justified  by  the  relief  ob- 
tained, and  I  consider  it  a  measure  worthy  of  being  resorted  to  in 
other  similar  cases. 

E.  FuRNiss  Potter,  M.D.,  M.R.C.P. 

London,  W.  Physician,  London  Throat  HospitaL 

*  British  Medical  Journal,  September  28,  1901,  p.  880. 
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(Formerly  the  Western  Ophthalmological  and  Oto-Laryngological  Association.) 

Eighth  Annual  Session.,  Indianapolis,  Ind.,  April  p,  lo,  ii,  ipo^. 
Dr.  W.  L.  Ballenger  (Chicago),  President. 

Dr.  D.  T.  Vail  (Cincinnati),  Secretary. 
Middle  Ear  Affections  in  Tuberculosis. — By  Robert  Levy,  M.D., 
Denver,  Colo. 
This  paper  was  published  in   The   Laryngoscope,   May,    ipos, 
pO'ge  357- 

DISCUSSION. 

Dr.  J.  A.  Stucky  (Lexington,  Ky.). — I  am  very  glad  to  have 
heard  the  paper  and  to  learn  that  there  is  very  little  difference  be- 
tween the  tubercular  otitis  media  and  the  ordinary  suppurative 
trouble  we  meet  with.  I  have  had  eleven  cases  wherein  I  suspected 
the  discharge  was  kept  up  by  the  tubercle  bacilli ;  I  had  bacteriologists 
make  examinations  but  found  none  present,  however.  Recently  I 
had  a  mastoid  trouble  as  a  result  of  otitis  media.  I  operated  the 
third  time.  Nine  examinations  had  been  made  of  the  pus  but  we 
found  no  bacilli  until  a  week  ago,  and  at  the  last  operation  we  found 
tubercular  disease  of  the  bone.  I  agree,  from  my  own  experience, 
that  very  seldom  do  we  find  fully  developed  tuberculosis  of  the 
middle  ear.  I  wish  to  ask  about  the  use  of  the  douche;  I  regard 
the  post-nasal  douche  as  dangerous  in  the  hands  of  the  patient,  and 
I  question  the  wisdom  of  allowing  the  average  patient  the  privilege 
of  using  it.  I  doubt  if  any  patient  can  do  this  effectually,  and  I 
wish  to  ask  Dr.  Levy  what  method  he  refers  to  when  he  says  "use 
the  douche  frequently.'*  He  also  advises  the  use  of  any  of  the 
solutions  that  will  destroy  the  bacilli,  and  I  would  like  to  know 
what  solution  he  would  suggest  that  would  destroy  the  bacilli  and 
have  anything  left. 

Dr.  John  J.  Kyle  (Indianapolis). — I  agree  with  what  has  been 
said  in  regard  to  the  great  difficulty  in  finding  the  tubercle  bacilli  in 
the  middle  ear.  With  our  somewhat  limited  clinical  material,  I 
know  it  is  with  us  very  difficult.  Children  suffer  more  frequently 
with  secondary  tuberculosis  of  the  ear,  rather  than  with  primary. 
The  great  danger  is  in  mixed  infection.     We  find  persons  suffering 
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with  miliary  tuberculosis  of  the  lungs  predisposed  to  a  tuberculosis 
of  the  middle  ear.  There  is,  at  least,  a  tendency  to  a  catarrhal  con- 
dition of  the  ear.  This  is  followed  by  an  active,  acute  puru- 
lent condition  and  a  rupture  of  the  drum  which  may  be  continued 
from  year  to  year.  You  will  find  it  difficult  to  demonstrate  the 
tubercle  bacilli  in  the  middle  ear.  It  is  hard  to  isolate,  though  we 
look  for  it  with  great  care.  I  do  not  believe  it  is  always  necessary 
to  isolate  the  tubercle  bacilli  in  order  to  make  a  diagnosis  of  tuber- 
culosis. We  can  easily  understand  why  the  tubercle  bacilli  can  get 
into  the  ear  from  the  nose  and  throat.  It  is  often  found  in  persons 
of  normal  health,  in  the  nose  and  throat,  especially  in  those  who  are 
associated  with  tuberculous  patients.  These  may  migrate  into  the 
middle  ear.  If  we  had  primary  tuberculosis  of  the  ear,  we  would 
have  secondary  tuberculosis  in  the  lungs,  because  there  is  direct 
drainage  through  the  Eustachian  tube  into  the  lungs.  I  believe 
that  primary  tuberculosis  of  the  ear  is  a  very  rare  disease  indeed. 

Dr.  E.  L.  Shurly  (Detroit  Mich.). — I  cannot  add  anything  to 
what  has  been  said.  The  reader  of  the  paper  has  stated  the  facts 
in  a  very  concise  and  intelligent  manner.  It  is  wholesome  for  some 
of  the  older  members  of  the  profession  to  listen  to  these  facts,  for  a 
few  years  ago  it  was  a  crime  for  any  man  to  consider  that  the 
tubercle  bacilli  were  not  alone  responsible  for  all  so-called  tubercu- 
lous affections.  The  statements  made  by  the  author  are,  in  my 
belief,  true — as  true  as  anything  can  be  that  comes  within  human 
observation.  I  am  especially  impressed  on  account  of  some  obser- 
vations which  I  made  on  animals  a  few  years  ago.  We  had  some 
monkeys  treated  by  spraying  into  the  nose  solutions  of  sputum  from 
advanced  cases  of  tuberculosis.  As  long  as  this  was  kept  up  every 
day  we  could  obtain  and  isolate  tubercle  bacilli.  When  the  treat- 
ment was  stopped  for  two  weeks  or  so  and  the  monkey  isolated,  the 
discharge  from  the  nose  would  soon  show  no  tubercle  bacilli.  Al- 
though we  w^ould  put  him  among  tuberculous  monkeys  again,  we 
had  to  inject  him  again  before  we  could  find  the  bacilli.  These 
monkeys  were  killed  and  an  examination  made  of  all  the  parts  of 
the  nose,  but  no  tuberculous  process  could  be  found  in  the  bony 
tissues  or  in  the  glands  of  the  membranes.  We  examined  the  cheek 
pouches,  the  organs  which  correspond  to  our  tonsils,  and  which  are 
a  most  favorable  place  for  culture  media,  and  yet  found  no  tubercu- 
lous process.  The  presence  of  the  tubercle  bacilli  is  probably  largely 
a  secondary  event.  The  majority  of  these  diseases  are  really  of  a 
mixed  character. 
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Dr.  Edwin  Pynchon  (Chicago). — In  Dr.  Levy's  paper  he  spoke 
of  douches,  and  I  understood  he  meant  post-nasal  douches,  while 
Dr.  Stucky  evidently  had  reference  to  douches  for  the  external 
auditory  canal.  I  want  to  say  one  word  regarding  the  benefit  of 
douches :  I  have  frequently  used  them  in  the  external  auditory 
canal  in  the  treatment  of  inflammatory  conditions,  and  only  with  the 
best  results.  I  do  not  understand  that  Dr.  Stucky  wishes  to  de- 
nounce douches,  but  only  the  method  of  using  them. 

Dr.  Jos.  Beck  (Chicago). — I  wish  to  make  a  few  remarks  in  re- 
gard to  some  bacteriological  experiments  I  have  been  making  in  the 
past  year  in  the  use  of  formalin  in  the  ear,  which  I  intend  to*  bring 
out  in  my  paper  to-morrow.  In  answer  to  Dr.  Stucky's  question 
to-day.  Heated  formalin  in  various  strengths  was  allowed  to  come 
in  contact  with  culture  media  of  tubercle-inoculated  tubes,  for  var- 
ious lengths  of  time,  and  cultures  made  from  the  same  gave  positive 
proof  that  the  formalin  from  10  to  15  per  cent,  heated,  acted  as  a 
strong  tubercle  germicide.  Forty  per  cent  solution  of  heated  forma- 
lin was  allowed  to  pass  into  a  middle  ear  infected  with  tuberculosis, 
and  cultures  made  from  the  pus  were  inocuous.  However,  the  ear 
became  greatly  irritated. 

Dr.  John  A.  L.  Bradfield  (La  Crosse,  Wis.). — I  feel  that  what 
was  said  in  regard  to  douches  was  due  to  the  gentlemen  not  under- 
standing each  other.  It  is  one  thing  for  the  patient  to  use  the 
douche,  and  another  thing  altogether  for  the  physician  to  do  so. 

Dr.  Stucky.^ — The  point  I  wish  to  make  is  that  while  I  am  not 
opposed  to  the  post-nasal  douche  in  the  hands  of  the  physician,  I  am 
opposed  to  it  in  the  hands  of  the  patient,  and  I  think  we  all  have 
seen  serious  effects  from  its  use,  the  solution  being  forced  into  the 
middle  ear  and  there  doing  great  damage.  As  to  the  use  of  the 
external  auditory  douche,  I  am  not  afraid  of  that,  but  I  have  never 
got  a  solution  far  enough  into  the  middle  ear  to  destroy  the  bacilli. 

Dr.  Levy  (closing  discussion). — I  recognize  the  fact  that  some  of 
my  statements  are  at  variance  with  our  former  teachings  and  with 
some  of  the  good  authorities  of  to-day,  but  I  have  placed  on  record 
the  result  of  my  own  personal  clinical  experience,  and  I  am  ready 
to  be  convinced.  The  difficulties  in  the  way  of  finding  tubercle 
bacilli  in  the  secretions  of  the  middle  ear  are  many.  They  fre- 
quently are  there  but  are  not  obtained  in  the  cultures  we  make.  At 
other  times  the  bacilli  are  there  simply  transiently,  and  during  their 
sojourn  in  the  ear,  coming  in  contact  with  other  micro-organisms, 
their  appearance  is  so  changed  that  they  are  not  recognized.  In  the 
report  by  Wingrave  in  the  Journal  of  Laryngology,  Rhinology  and 
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Otology  for  March,  he  has  shown  that  we  have  uncertain  methods 
in  examining  these  baciUi,  and  that  there  are  so  many  different 
forms  of  tubercle  bacilH  that  there  is  good  reason  to  believe  that 
oftentimes  they  are  not  detected. 

The  douche  I  referred  to  is  the  nasal  douche.  I  understand  from 
this  an  application  of  the  douche  from  the  anterior  nares.  If  I  had 
meant  post-nasal  douche,  I  would  have  so  stated  it.  I  believe  this 
is  the  most  dangerous  manner  in  which  to  use  the  douche,  unless 
very  careful  instructions  are  given. 

As  to  syringing  the  ear,  I  spoke  of  a  through  and  through 
method.  Where  the  perforation  is  small  it  can  hardly  be  done,  but 
in  this  form  of  otitis,  where  we  are  dealing  with  a  large  perforation, 
the  membrane  being  sometimes  destroyed,  I  used  the  expression, 
"liirough  and  through"  intentionally. 

As  to  the  use  of  formalin  and  other  destroying  agents,  I  presume 
the  statement  should  be  modified  somewhat.  I  know  that  experi- 
ments are  being  constantly  made  in  this  line,  and  -so  far  as  I  am 
aware  at  present  the  two  agents  which  have  the  greatest  power  of 
destroying  tubercle  bacilli  are  carbolic  acid  and  solutions  of  forma- 
lin. I  am  using  these  because  they  are  tubercle  destroying  agents, 
but  I  did  not  say  they  are  very  destructive  in  the  strength  in  which  I 
use  them.  I  dare  not,  of  course,  use  the  40  per  cent  solution  of 
formalin. 

A  Discussion  on  the  Differential  Diagnosis  and  the  Treatment 
of  Osteo=Sclerosis  of  the  Mastoid  Process. — By  O.  J.  6'tein, 
M.D.,  Chicago. 

DISCUSSION. 

De.  Jos.  Beck  (Chicago). — This  subject  of  Dr.  Stein's  has  inter- 
ested me  very  much,  because  I  have  followed  it  since  he  has  pre- 
sented it  at  the  Chicago  Medical  Society,  where  it  created  such  an 
unfavorable  impression.  I  am  going  to  operate  on  a  case  of  that 
kind,  and  I  would  ask  your  indulgence  in  giving  a  brief  history  of 
the  case.  Bishop  operated  this  case  for  mastoid  disease  on  the  same 
principle  that  Stein  has  mentioned.  Three  years  ago  he  opened  the 
mastoid  in  a  woman  45  years  of  age ;  slight  suppuration  at  one  time 
in  both  ears.  The  suppuration  ceased,  but  the  pain  did  not,  either 
on  the  side  he  operated  or  the  other.  The  pain  has  been  excruciat- 
ing but  it  is  not  continuous.  It  lasts  sometimes  as  long  as  a  month. 
Strong  narcotics  have  to  be  employed,  and  the  patient  is  a  physical 
wreck  as  a  consequence.  I  believe  that  not  imtil  these  mastoid 
cases  are  operated  on  and  bone  examined  microscopically  can  we 
speak  confidently  of  osteo-sclerosis,  but  it  will  be  interesting  to  me 
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to  watch  this  case  and  see  if  the  pain  will  stop  after  the  operation. 
I  will  hope  to  be  able  to  present  something  in  addition  to  this  from 
the  pathological  side. 

Dr.  Barnhill. — I  have  seen  several  cases  of  osteo-sclerosis  of 
the  mastoid  process,  and  have  operated  on  a  few  with  good  results.  I 
should  hesitate  to  operate,  however,  on  cases  with  no  other  symptoms 
than  pain  over  the  mastoid,  and  an  old  scar  in  the  membrani  tympani. 
My  cases  have  all  had  chronic  discharge  from  the  ear,  and  I  have 
looked  upon  the  length  of  time  the  ear  has  discharged  as  being  of 
great  diagnostic  importance  as  to  the  amount  of  ebumation  in  the 
process.  I  recently  saw  a  case  in  which  I  believe  a  mistaken  diag- 
nosis had  been  made,  and  a  part  of  the  mastoid  process  chiseled 
away  in  the  belief  that  there  was  sclerosis.  In  this  case  the  mem- 
brani tympani  was  perfectly  normal,  and  so  was  the  hearing.  There 
was  chondritis  of  the  external  auditory  meatus,  and  infiltration  of 
the  cervical  glands ;  also  numerous  decayed  teeth  and  pyorrhoea 
alveolaris,  which  oral  conditions  had  much  to  do  with  the  pain  of 
which  the  patient  complained.  I  should  like  particularly  to  have 
Dr.  Stein  state  whether  or  not  in  his  opinion  osteo-sclerosis  takes 
place  to  any  considerable  extent  long  after  the  suppurative  process 
which  caused  it  has  ceased  to  be  active,  and  after  the  perforated 
membrani  tympani  has  healed. 

Dr.  W.  L.  Dayton  (Lincoln,  Neb.). — If  I  understood  Dr.  Stein 
correctly,  he  mentioned  that  in  operating  it  was  not  always  neces- 
sary to  open  up  the  antrum.  In  some  of  these  sclerosed  mastoids, 
we  find  that  the  antrum  is  but  a  small  excavation,  but  the  necessity 
of  opening  up  to  the  antrum  where  pain  was  a  symptom  was  illus- 
trated in  a  case  operated  by  Dr.  Davie  of  the  Illinois  Eye  and  Ear 
Infirmary  about  a  year  ago.  As  I  remember  the  history,  there  was 
absolutely  a  normal  drum  head.  He  opened  the  antrum  and  found 
it  full  of  a  purulent  secretion,  or  rather,  a  muco-catarrhal  secretion. 
Another  case  was  that  of  a  young  man  who  had  been  stealing  a  ride 
on  a  freight  train  and  was  thrown  from  the  train  by  a  brakeman  ten 
years  ago,  striking  his  head  in  the  fall.  Since  that  time  he  had  had 
a  chronic  purulent  otitis  media.  He  came  to  me  in  almost  a  state 
of  collapse.  There  were  at  that  time  no  symptoms — such  as  slow 
pulse,  high  temperature — of  abscess  of  the  brain,  but  from  the  men- 
tal state  I  feared  it.  I  determined  to  operate  on  the  mastoid  and 
then  trephine  over  the  temporal  lobe.  I  opened  up  the  sinus,  in 
which  I  found  granular  tissue  and  removed  it  from  the  dura;  I 
then  opened  nearly  over  the  tip  of  the  mastoid  to  the  mastoid 
squamous   suture   and   found  only   a   slight   depression   where  the 
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antrum  should  be.  The  anestehtist  positively  refused  to  give  the 
chloroform  further  (we  had  made  a  mistake  in  giving  chloroform) 
and  I  was  obliged  to  stop  the  operation  and  put  the  patient  to  bed, 
thinking  that  the  next  morning  I  would  open  the  skull.  But  "the 
next  morning  he  was  too  far  gone  and  he  died  that  afternoon.  At 
the  post  mortem  it  was  shown  that  he  had  an  abscess  in  the  temporal 
lobe,  and  no  cells  in  the  mastoid  process  larger  than  pin  heads. 

Dr.  W.  R.  Murray  (Minneapolis,  Minn.). — This  paper  has  been 
very  interesting  to  me.  My  experience  with  these  cases  has  been 
limited,  but  six  or  seven  years  ago,  at  the  Eye  and  Ear  Infirmary  in 
Chicago,  a  case  was  kept  under  observation  for  a  considerable  time 
before  a  definite  diagnosis  was  made.  The  patient  was  a  woman, 
somewhat  neurotic ;  her  tympanum  was  normal.  She  complained  of 
a  constant  pain  over  the  mastoid,  neuralgic  in  character.  The  opera- 
tion was  finally  done  and  the  mastoid  was  found  to  be  sclerotic, 
of  intense  hardness  like  ivory.  The  case  was  lost  sight  of  after  the 
wound  had  healed,  but  up  to  that  time  there  had  been  no  recurrence 
of  the  mastoid  pain. 

Dr.  Stein  (closing  discussion). — I  wish  to  disabuse  your  minds 
of  the  idea  that  one  can  diagnose  this  condition  from  any  one  or 
from  any  few  symptoms  in  all  cases.  It  is  very  difficult  to  make  a 
positive  statement  as  to  the  condition  of  osteo-sclerosis ;  it  is  to  be 
made  by  exclusion.  There  is  nothing  tangible  in  literature  upon 
the  symptomatology  of  this  disease  that  I  can  find.  I  have  read 
some  excellent  articles  upon  the  subject,  but  nothing  from  which 
we  can  positively  diagnose  this  condition.  I  do  not  pretend  to 
present  an  array  of  symptoms  from  which  you  are  going  to  be  able 
to  diagnose  this  condition  with  a  certainty  at  all  times,  but  simply 
have  given  you  what  I  have  read  and  also  what  I  have  seen  and 
learned  from  cases  operated  upon  myself.  You  may  take  whatever 
of  worth  it  may  contain.  The  symptom  of  pain  is  the  main  thing 
and  the  one  for  which  the  patient  applies  for  aid.  It  is  usually  the 
only  symptom. 

Dr.  Barnhill  in  his  question  has  emphasized  the  very  point  I 
wished  to  make.  He  said  he  would  not  diagnose  such  a  condition 
from  a  simple  scar  of  the  drum  membrane  associated  with  the  pain. 
I  would  not  either.  But  in  this  uncomplicated  variety  you  may  find 
evidence  of  a  former  ear  trouble  in  the  scar  or  perforated  drum 
membrane.  This  brings  us  down  to  the  causation  of  the  disease; 
is  it  primary  or  secondary?  I  could  not  answer  the  question  now. 
Very  likely  it  is  a  secondary  process.  Some  claim  it  is  an  idiopathic  ^ 
disease.     That  is  not  the  question  I  am  bringing  up. 


II 
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In  regard  to  opening  the  antrum,  that  has  to  depend  upon  the 
case.  Probably  in  the  majority  of  cases  I  would  open  the  antrum, 
but  if  I  had  a  case  without  a  history  or  symptoms  of  mastoid  trouble 
excepting  this  pain,  I  rather  doubt  if  I  would  enter  the  antrum. 
In  one  case  I  remember  distinctly  of  going  as  far  as  I  dared  and 
finding  no  antrum.  There  was  no  sign  of  a  cell,  and  I  took  off  the 
whole  process.  I  do  not  know  if  I  have  made  myself  clear,  but  I 
hope  I  have. 

Remarks  on  the  Etiology  of  Hypertrophic  Rhinitis. — By  E.  L. 

Shurly,  M.D.,  Detroit,  Mich. 

This  paper  was  published  in  The  Laryngoscope,  May,  190^, 
pag^  337- 

DISCUSSION. 

Dr.  G.  V.  Woollen  (Indianapolis). — Dr.  Shurly  has  shown 
very  clearly  that  he  has  been  with  his  subject  a  good  while,  and  that 
he  has  delved  in  to  the  primary  conditions,  as  we  are  not  apt  to  do 
in  our  earlier  experiences.  The  doctor  has  been  at  this  long  enough 
to  know  that  it  is  not  to  be  explained  in  a  word.  The  philosophy 
underlying  his  remarks  is  profound  and  instructive  because  he  goes 
back  to  pre-natal  conditions.  Some  of  you  will  remember  that  I 
read  a  paper  before  the  American  Laryngologic  Society  at  Chicago 
on  ''Taking  Cold."  This  subject  is  so  nearly  related  to  taking  cold, 
or  to  the  conditions  we  indicate  by  the  phrase  "taking  cold"  that  it 
makes  them  one  and  the  same,  because  you  cannot  have  the  hyper- 
trophic condition  without  having  the  so-called  cold  or  catarrhal 
condition.  When  you  deal  with  this  condition  as  Woakes  does  in 
his  work  on  nasal  catarrh,  you  go  into  the  subject  with  which  the 
doctor  deals.  He  abuses  alcohol  greatly  because  he  can  see  the  ill 
effects  of  it  which  he  confines  to  the  Caucasian  race.  I  have  been 
racking  my  brain  in  reference  to  my  own  experience  with  the  other 
races  to  discover  whether  or  not  he  is  justified  in  what  he  says,  and 
I  believe  he  is  more  than  half  way  right.  Our  Ethiopian  friends  do 
not  trouble  us  much  in  this  way.  I  had  not  thought  of  the  facial 
contour  and  brain  as  he  suggests.  When  we  come  to  the  later 
manifestations,  such  as  those  we  find  in  children,  we  are  on  familiar 
ground  and  have  a  better  chance  to  study.  Since  my  earliest  teach- 
ings, I  have  insisted  that  this  was  a  disease  of  childhood.  I  believe 
that  none  of  you  have  met  with  a  case  of  hypertrophic  disease  of 
the  nose  but  that  had  developed  during  child  life.  I  believe  it  to  be, 
as  I  stated  before,  pre-eminently  a  disease  of  childhood.  The  first 
evidence  will  be  on  the  anterior  tip  of  the  turbinal  and  a  little  red 
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spot  will  show  its  location.  I  have  been  accustomed  to  teach  that 
this  disease  has  an  early  inception  (without  going  back  to  the  pre- 
natal condition  as  the  doctor  has  to-day) — that  it  begins  first  because 
of  the  physiological  and  second  because  of  the  anatomical  con- 
struction of  the  nose.  I  have  used  as  my  first  illustration  to  my 
students,  the  gills  of  the  fish.  As  in  these  we  have  a  physiological 
hypersesthesia  as  compared  with  other  parts  of  the  body,  and  we 
have  also  a  physiological  hypergemia  of  the  nose  as  compared  with 
other  portions  of  the  body.  We  must  have  these  in  order  that  the 
nose  may  perform  the  functions  for  which  it  was  designed.  Again, 
the  nose  is  pre-eminently  the  seat  of  traumatism.  In  our  childhood, 
our  first  efforts  to  roll  over  land  us  on  our  noses,  and  see  the  effect 
of  these  early  traumatisms  in  the  deflected  septum,  etc.  As  to  our 
rooms,  I  have  long  felt  that  more  harm  was  done  by  the  overheating 
of  rooms  than  by  the  underheating  of  them.  We  do  not  "take 
cold"  as  much  as  we  ''take  heat,"  and  then  there  is  the  dust 
In  places  where  this  prevails  intra-nasal  hyperthophy  is  rife,  and  it  is 
probably  as  frequent  in  Indiana  as  anywhere.  The  vicissitudes  of 
the  temperature,  etc.,  are  also  important  factors. 

I  enjoyed  the  doctor's  remarks  immensely  and  it  is  one  of  the 
greatest  subjects  that  could  possibly  be  brought  before  the  Acamedy. 

Dr.  H.  Stowe  Garlick  (Cincinnati,  Ohio). — I  was  struck  with 
the  idea — new  to  me — that  as  a  process  of  evolution  we  should  have 
this  hypertrophic  rhinitis.  One  of  the  points  not  clear,  I  think,  is 
that  it  is  not  a  disease  of  childhood  except  as  a  result  of  certain 
outside  causes  which  the  doctor  mentioned,  and  if  that  is  so,  how 
can  he  attribute  the  process  to  evolution  ?  In  the  comparison  of  the 
Caucasian  race  to  the  Malays,  for  instance ;  the  latter  people  are  not 
exposed,  as  the  civilized  are,  to  the  extreme  changes  of  temperature, 
the  massing  together  in  colonies,  and  the  dietetic  influences  to  which 
we  are  all  subjected,  and  it  seems  to  me  that  before  we  can  accept 
this  theory  it  will  require  more  careful  investigation.  The  pre-natal 
influences  of  heredity  can  play  their  part  in  the  facial  resemblance  of 
the  child  to  its  parent.  The  shape  of  the  bones  constructing  the  air 
passages,  especially  the  nasal,  will  in  after,  life  have  the  tendency 
to  produce  hypertrophic  rhinitis. 

Dr.  L.  C.  Cline  (Indianapolis). — I  am  glad  to  hear  Dr.  Shurly, 
because  I  believe  him  a  past  master  in  the  work,  and  what  he  says 
is  always  listened  to  with  great  interest  because  we  know  he  is 
always  telling  what  he  believes. 

Dr.  Shurly  has  certainly  given  us  an  unique  paper,  one  that  con- 
tains much  original  thought  and  I  am  sure  we  all  profit  by  having 
heard  it,  coming  from  one  who  is  so  rich  in  experience. 
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Dr.  Hal  Foster  (Kansas  City,  Mo.). — I  have  been  very  much 
pleased  with  Dr.  Shurly's  report  and  feel  well  repaid  for  coming 
here  just  by  hearing  his  paper.  I  agree  with  him  in  his  remarks 
about  children.  I  thing  the  specific  exanthematous  diseases  leave  a 
great  many  troubles  along  this  line.  Influenza  is  a  prominent  cause 
of  this  trouble,  in  fact,  a  very  common  cause.  Where  the  winds 
and  dust  blow  through  western  Missouri  and  eastern  Kansas  we 
have  the  atmospheric  conditions  favorable  for  hypertrophic  rhinitis. 
I  have  noticed  that  where  those  of  the  colored  race  are  subjected  to 
the  same  conditions  they  have  this  trouble  just  as  often  as  the  whites. 
I  think  most  of  the  men  working  in  our  line,  where  colored  people 
live  in  large  numbers,  will  bear  me  out.  As  regards  troubles  of  the 
throat  and  nose  they  seem  to  be  just  as  susceptible  as  other  races 
under  the  same  hygienic  influences. 

Dr.  Albert  E.  Bulson,  Jr.  (Fort  Wayne,  Ind.). — I  have  been 
very  much  interested  in  this  paper  for  the  reason,  as  already  stated 
by  a  previous  speaker,  that  Dr.  Shurly  is  a  master  in  this  line  and 
always  presents  something  worth  considering.  In  my  judgment 
hypertrophic  rhinitis  is  largely  a  result  of  civilization,  or,  in  other 
words,  the  condition  under  which  we  live.  It  has  been  my  experi- 
ence that  the  cause  in  a  large  majority  of  cases  coming  to  me  for 
attention  could  be  traced  to  the  vitiating  influences  to  which  the 
patient  is  subjected.  One  of  the  frequent  causes  of  the  disease  is 
over-heated  houses.  Our  American  homes  are  over-heated  and  ill 
ventilated  to  a  greater  extent  than  those  of  any  other  nationality. 
No  one  can  live  in  a  temperature  of  80  degrees,  as  usually  found  in 
our  American  homes,  and  not  suffer  to  a  more  or  less  extent  from 
catarrhal  inflammation  of  the  upper  respiratory  tract.  Not  only  does 
the  increased  temperature  have  a  baneful  effect  upon  the  mucous 
membrane,  but  it  reduces  the  resisting  power  to  cold,  and  the  indi- 
vidual is  thus  more  subject  to  acute  inflammation  as  a  result  of  ex- 
posure. Local  conditions  are  frequently'  a  caustive  factor  in  the 
production  of  the  disease,  and  here  in  Indiana  we  find  natural  gas, 
so  much  used  as  a  fuel,  an  irritant  which  aggravates,  if  not  causes, 
the  disease.  Diet  also  has  much  to  do  in  aggravating  the  condition, 
those  who  partake  of  alcoholic  beverages  and  rich  foods  being  more 
susceptible  to  the  disease  than  others  who  live  plainly.  In  my 
experience  individuals  who  live  practically  an  outdoor  life,  and  who 
belong  to  the  poorer  classes,  are  less  subject  to  the  disease  than  those 
who  live  under  better  conditions  with  warm  houses  and  have  a  better 
quality  of  food.  While  inherited  tendencies  may  frequently  have 
some  bearing  upon  the  causation  of  the  disease,  yet  I  am  inclined  to 
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think  that  the  disease  is  more  frequently  acquired  as  a  result  of  the 
conditions  under  which  we  live. 

Dr.  Wm.  L.  Ballenger  (Chicago). — I  wish  to  ask  Dr.  Shurly  to 
bring  out  a  few  points :  I  noticed  that  in  his  classification  of  the 
etiologic  factors,  he  did  not  mention  the  mechanical,  that  is,  anterior 
nasal  obstruction.  This  leads  to  the  condition  known  as  hyper- 
trophy. That  is  a  factor  that  is  surely  recognized.  I  also  wish  the 
doctor  would  state  what  is  meant  by  "fake  foods." 

Dr.  Shurly  (closing). — I  see  that  I  made  a  great  mistake  in 
shortening  the  paper  too  much ;  for  I  have  not  made  it  clear  to  you 
that  I  meant  to  have  a  division  between  predisposing  and  existing 
causes.  I  did  not  mean  to  say  that  this  race  factor  was  the  only 
cause  of  hypertrophic  rhinitis,  but  merely  predisposes  to  this  condi- 
tion. I  agree  with  the  former  speaker  that  there  are  very  few  cases 
of  actual  rhinitis  and  few  of  inflammatory  hypertrophic  rhinitis. 
It  is  a  term  used  for  many  years  for  hypertrophy  of  the  mucous 
membrane  or  bone.  It  is  a  histological  process  and  produced  by  an 
irritation,  either  external  or  internal,  and  a  continuous  histologic 
process  which  takes  place.  We  suffer  chiefly  because  we  have  de- 
formed nasal  passages  as  compared  with  other  races  and  animals. 
While  the  Caucasian  child  has  a  better  chance  for  a  useful  life,  on 
account  of  a  better  cerebrum,  he  has  a  less  immunity  on  account  of 
the  inferior  quality  of  his  special  senses.  He  has  not  the  same 
quality  of  the  sense  of  smell  or  hearing  that  the  Malay  or  Indian  has. 
The  Negroes  we  come  in  contact  with  here,  having  been  for  a  long 
time  under  the  same  environment,  are  not  really  typical ;  for  it  you 
will  look  at  them  you  w^ill  see  that  there  is  a  great  difference  in  the 
anatomical  formation  of  their  upper  respiratory  passages  also.  The 
Negroes  in  Detroit,  coming  to  our  clinics,  are  very  poor  and  have 
not  the  same  capabilities  or  opportunities  as  the  w^hite  man,  yet  I 
have  seen  few  cases  of  hypertrophy  in  them,  as  compared  with  the 
whites.  However,  they  have  comparatively  plenty  of  space  and  a 
better  chance  for  the  development  of  the  mucous  membranes  in  their 
nasal  passages,  and  for  breathing. 

It  is  measles,  diphtheria  and  such  diseases  which  our  children 
acquire,  and  which  our  aboriginal  ancestors  did  not  have,  that  cause 
much  of  the  chronic  conditions.  We  are  increasing  in  these  causal 
factors,  and  while  we  are  superior  to  them  from  a  mental  standpoint, 
yet  physiologically  speaking,  we  are  inferior  to  them.  We  have 
nothing  like  the  power  in  our  special  senses  that  they  had.  The 
theory  suggested  is  that  simply  on  account  of  this  change  from  the 
original  type,  we  have  certainly  had  impres-sed  upon  us  through  an 
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evolutionary  process,  and  combined  with  the  exciting  causes  that 
beset  us,  more  liabiHty  to  hypertrophic  rhinitis.  We  find  that  the 
man  who  lives  out  of  doors  all  the  time  scarcely  ever  has  hypertro- 
phic rhinitis.  I  did  not  mention  the  stoppage  of  the  anterior  nares 
because  I  did  not  want  to  take  up  the  pathology  of  hypertrophic 
rhinitis. 

The  Principles  of  Rhinologic  Practice. — ByEDw.  Pynchon,  M.D., 
Chicago. 

This  paper  imll  he  published  in  the  August  issue  of  The  Laryn- 
goscope. 

discussion. 

Dr.  Baknhill  (Indianapolis,  Ind.). — Most  of  the  principles  laid 
down  by  the  doctor  I  would  be  quite  willing  to  accept.  I  rise  to 
ask  a  question  as  to  what  method  Dr.  Pynchon  has  used  in  deter- 
mining the  distance  of  the  middle  turbinate  from  the  septum.  I  do 
not  believe  that  I  have  personally  seen  a  case  in  which  I  could  de- 
termine this  accurately  in  the  living  subject,  and  it  has  seemed  to  me 
that  there  must  at  times  be  a  normal  condition  in  which  the  septum 
lies  in  slight  contact  with  the  middle  turbinate.  In  the  New  York 
Laryngologic  section  of  the  Academy  of  Medicine,  I  remember  there 
was  once  a  discussion  as  to  this,  and  at  that  time  some  of  the  best 
men  of  this  society  believed  that  there  might  often  be  slight  normal 
contact  between  these  two  parts. 

Dr.  Pynchon  (closing  discussion). — In  reply  to  Dr.  Barnhill,  I 
would  say  that  of  course  it  is  very  difficult  to  decide  accurately  about 
this  matter  of  the  middle  turbinal,  but  I  have  frequently  noticed  in 
patients  who  come  to  me  that  there  is  a  lack  of  proper  space,  and 
when  I  have  secured  this  by  surgical  means  so  I  can  pass  a  small 
cotton  pledget  through  with  ease  from  front  to  rear,  it  allays  the 
symptoms  complained  of  to  a  marked  degree. 

While  I  have  talked  about  the  perfect  set  of  teeth  and  the  emme- 
tropic eye,  I  suppose  they  are  not  often  found.  It  is  the  same  with 
the  nose.  I  cannot  call  to  mind  that  I  ever  ran  across  a  pair  of  per- 
fect nostrils,  but  I  have  occasionally  found  one  perfect  nostril  wherein 
I  could  tell  by  sight  or  by  the  use  of  the  cotton  applicator  that  there 
was  no  contact  at  any  place.  In  hay  fever  there  is  a  great  weakness 
for  this  middle  turbinal  being  too  close  to  the  septum. 

(To  be  continued  in  July  issue.  J 
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Eighty-First  Ordinary  Meeting,  April  ^rd,  ipoj. 
J.  DuNDAS  Grant,  M.D.,  F.R.C.S.,  Vice-Presidfent,  in  the  Chair. 

The  Morbid  Growths  Committee  reported  on  specimens  examined, 
as  follows : 

Mr.  Lake's  specimen  (No.  1)  of  new  growth  from  interior  tur- 
binal  (vide  Troceedings,'  January,  1903,  p.  52)  was  considered  to 
be  "a  large  round-celled  sarcoma  with  a  tendency  to  an  alveolar  ar- 
rangement." No.  2,  of  growth  involving  inferior  turbinal  and  sep- 
tum (vide  'Proceedings,'  January,  1903,  p.  52),  "sarcoma  with 
IMyxomatous  degeneration  on  the  surface." 

Mr.  Hunter  Tod's  specimen  (vide  'Proceedings,'  February,  1903, 
p.  72)  of  bleeding  polypus  of  the  septum  was  considered  to  be  an 
angioma. 

Dr.  Lambert  Lack's  case  (vide  'Proceedings,'  March,  1903,  p. 
93),  section  removed  from  epiglottis,  "no  evidence  of  tubercle  was 
found  in  the  specimen,  the  structure  of  which  corresponds  with  what 
is  known  as  lymphadenoma." 

The  following  cases  and  specimens  were  shown : 

Case  of  Laryngeal  Disease. 

Shown  by  Dr.  Kelson.  The  patient,  a  man  aet.  55,  a  messenger 
by  occupation,  had  suffered  from  loss  of  voice  of  six  week's  duration. 
There  was  no  history  of  syphilis,  no  w^asting,  nor  could  tubercle 
bacilli  be  found  in  his  sputa,  which  were  scanty  but  yellow.  Exam- 
ination showed  much  swelling  of  the  epiglottis,  arytseno-epiglottic 
folds,  arytsenoids,  and  the  right  ventricular  band;  the  vocal  cords 
were  difficult  to  see,  but  appeared  to  be  slightly  swollen.  The  cer- 
vical glands  were  not  enlarged,  and  the  lungs  appeared  to  be  normal. 
The  man  had  been  attending  hospital  for  two  weeks,  during  which 
time  his  voice  had  certainly  improved.  Opinions  were  asked  for  as 
to  diagnosis. 

Sir  Felix  Semox  said  this  was  another  very  obscure  case,  and  he 
spoke  with  great  hesitation,  but  the  most  likely  explanation  seemed  to 
be  a  very  acute  tubercular  infiltration.  The  disease  was  so  universal 
in  its  attack  upon  the  parts  which  he  was  able  to  see,  viz.,  epiglottis, 
right  epiglottidean  fold,  arytsenoid  cartilages,  but  not  the  interior  of 
the  larynx,  that  one  might  practically,  for  diagnostic  purposes,  in- 
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elude  anything  of  a  similar  character.     It  was  too  dense  to  be  an 
ordinary  oedema  of  any  kind. 

Dr.  Lack  was'  under  the  impression  that  one  could  actually  see 
minute  opaque  caseating  tubercles  under  the  mucous  membrane  of 
the  anterior  surface  of  the  epiglottis. 

Case  of  Swelling  of  Right  Side  of  Larynx  (for  Diagnosis). 

Shown  by  Dr.  H.  J.  Davis.  The  patient,  a  man  aet.  29,  first  came 
to  the  Middlesex  Hospital  fourteen  days  ago.  Six  years  ago  the 
voice  had  become  husky,  and  hoarseness  had  persisted  ever  since. 
He  had  no  other  symptoms. 

The  larynx  was  partially  occluded  by  a  red,  tense,  unilateral  globu- 
lar swelling.     The  left  cord  only  was  visible,  and  appeared  normal. 

The  swelling  was  firm  to  the  probe,  though  softer  in  parts.  It  was 
unreduced  by  the  application  of  a  20  per  cent,  solution  of  cocaine, 
and  when  incised  with  a  rectangular  palate  needle  hemorrhage  was 
profuse.  The  swelling  diminished  somewhat  in  size,  but  now,  after 
ten  days,  it  was  as  large  as  ever.  The  points  of  puncture  were  repre- 
sented by  the  two  yellow  lines  seen  on  the  upper  surface  of  the  swell- 
ing.    They  had  healed  rapidly. 

There  was  no  external  thickening  of  the  larynx  and  no  specific 
history. 

At  the  apex  of  the  right  upper  lobe  posteriorly  there  were  in- 
definite signs  of  early  consolidation  of  the  lung,  and,  in  consequence 
of  this,  the  exhibitor  was  inclined  to  look  upon  the  case  as  tubercular, 
though  he  did  not  think  that  the  appearance  of  the  larynx  warranted 
such  a  conclusion. 

The  patient  was  a  little  pale,  but  his  appetite  was  good ;  he  had  no 
cough  or  expectoration,  and  seemed  quite  unaware  of  his  laryngeal 
occlusion. 

Mr  Paget  desired  to  have  the  opinion  of  members,  first  as  to 
diagnosis,  and  secondly,  in  the  event  of  the  disease  being  considered 
to  be  malignant  (sarcomatous),  as  to  whether  thyrotomy  should  be 
performed  at  once. 

The  patient  was  spraying  the  larynx  with  20  per  cent,  lactic  acid, 
was  taking  cod-liver  oil,  a  teaspoonful  night  and  morning,  and  ten 
grains  of  potassium  iodide  three  times  a  day. 

Mr.  Butlin  came  to  the  conclusion  that  Dr.  Davis  was  probably 
right  in  thinking  this  tuberculous.  The  swelling  was  very  red  on 
the  surface,  and  had  not  the  appearance  of  a  new  growth,  even  malig- 
nant, in  that  situation.  He  noticed  several  tiny  yellow  spots.  If  it 
were  tuberculous  he  confessed  he  had  never  seen  any  case  of  laryn- 
geal tuberculosis  quite  like  it.     As  to  removing  it,  he  thought  if  it 
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caused  trouble  it  ought  to  be  exposed  by  a  thyrotomy,  and  then  one 
could  ascertain  its  extent  and  nature,  and  be  guided  by  this  in  the 
question  of  removal. 

Sir  Felix  Semon  would  not  venture  to  give  any  definite  opinion 
as  to  the  nature  of  this  tumefaction.  It  might  be  anything.  Sar- 
coma was  not  impossible ;  tuberculosis  extremely  unlikely.  It  might 
be  a  case  of  chronic  perichondritis,  or  a  case  of  exochondroma. 
Therapeutically  he  agreed  with  Mr.  Butlin,  that  the  proper  thing 
would  be,  if  it  caused  serious  inconvenience,  to  do  an  exploratory 
thyrotomy,  and  be  guided  in  one's  further  proceedings  by  what  was 
found  at  this  preliminary  operation. 

Mr.  E.  B.  Waggett  had  seen  a  case  rather  similar  to  this  at  a 
meeting  of  the  Society  which  proved  to  be  an  adenoma,  the  glandu- 
lar tissue  being  that  of  the  thyroid  gland.  The  peculiarly  rounded 
contour  on  the  inner  aspect  of  the  present  swelling  was  rather  unlike 
that  of  an  infiltration,  and  suggestive  of  a  tumor  or  of  a  cyst. 

Sir  Felix  Semox,  in  criticising  the  remarks  of  Mr.  Waggett,  said 
the  swelling  followed  too  much  the  original  outlines  of  the  parts  to 
be  a  thyroid  tumor.  He  believed  really  it  was  an  infiltration  of  the 
parts,  since  they  were  enormously  enlarged  and  still  showed  their 
original  outline. 

Dr.  Davis  -said  the  case  was  first  regarded  as  one  of  tuberculosis 
owing  to  slight  physical  signs  at  the  apex  of  the  right  upper  lobe 
posteriorly,  but  they  were  very  indefinite.  The  note  on  percussion 
was  slightly  impaired  and  expiration  prolonged.  Mr.  Gould  had 
removed  some  tuberculous  glands  from  the  neck  of  the  patient's 
-sister.  The  patient  was  in  excellent  health,  and  except  for  the 
hoarseness  he  did  not  know  there  was  anything  the  matter  with  his 
throat.  He  first  saw  him  a  fortnight  ago,  when  the  swelling  was  so 
tense  as  to  have  the  appearance  of  a  cyst.  He  felt  it  with  a  probe, 
and  tried  to  puncture  it  with  a  laryngeal  lancet,  but  the  lancet  would 
not  go  in.  With  some  little  difficulty  he  inserted  a  rectangular 
palate  needle,  and,  to  his  intense  surprise,  the  blood  spurted  out  as 
if  an  aneurysm  had  been  opened.  The  swelling  diminished,  and  the 
patient  said  he  could  breathe  better.  The  hemorrhage  soon  ceased. 
Later  he  came  back  as  bad  as  ever;  there  were  two  little  yellow 
spots  to  be  seen — the  seat  of  the  punctures. 

Mr.  Paget  was  inclined  to  think  it  a  sarcoma,  and  that  the  larynx 
should  be  opened  at  once. 

Dr.  Grant  thought  Dr.  Davis  would  now  feel  justified  in  the 
hesitation  he  felt  in  coming  to  a  conclusion  with  regard  to  the  diag- 
nosis. It  would  be  to  the  advantage  of  the  Society  if  he  would  bring 
the  man  before  them  again  at  a  later  date.  At  present  there  did  not 
seem  any  immediate  call  for  active  interference. 
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Case  of  Singer's  Nodule  (Left  Vocal  Cord), 

Shown  by  Dr.  Furniss  Potter.  Tfi^  patient,  a  healthy-looking- 
man  set.  41,  who  sang  in  a  village  choir  and  taught  in  a  Sunday 
school,  had  suffered  from  slight  huskiness  for  the  last  twelve  months, 
which  had  come  on  after  an  attack  of  influenza.  Impairment  of 
voice  was  the  only  symptom  complained  of.  On  examination  a  small 
nodule  was  seen  on  the  edge  of  the  left  cord  in  the  anterior  third. 
The  cord  in  the  immediate  neighborhood  of  the  excision  was  very 
slightly  reddened,  but  there  was  no  swelling  of  the  cord  itself. 

Case  of  Chronic  Empyema  of  Both  Frontal  Sinuses  and  Max- 
illary Antra;  Radical  Operations  to  Illustrate  the  Almost 
Complete  Obliteration  of  the  Maxillary  Sinuses  Following 
the  Radical  Operation. 

Shown  by  Dr.  Herbert  Tilley.  Miss  H — ,  set.  41,  had  suffered 
from  a  purulent  nasal  discharge  for  about  ten  years.  It  followed 
immediately  upon  an  attack  of  typhoid  fever.  During  the  past  five 
years  headache  has  often  been  sufficiently  severe  to  preclude  her 
from  following  her  duties  as  a  professional  nurse.  Inability  to  con- 
centrate her  mind  upon  her  work  has  also  been  a  more  or  less  con- 
stant symptom.  During  the  last-mentioned  period  polypi  have  on 
several  occasions  been  removed  from  her  nasal  cavities. 

When  first  seen  last  November  patient  would  allow  no  external 
operation  to  be  performed,  but  was  very  anxious  to  have  any  relief 
which  might  be  obtained  from  internal  treatment  of  the  nasal  cavi- 
ties, e.  g.,  curettage  of  ethmoidal  region,  removal  of  middle  turbinals, 
etc.  This  was  strongly  advised  against,  but  owing  to  the  constant 
and  urgent  requests  of  the  patient  it  was  eventually  undertaken. 
The  removal  by  curettage  of  the  anterior  group  of  ethmoidal  cells 
upon  the  right  side  was  immediately  followed  by  hemorrhage  into 
the  eye  socket,  causing  protrusion  of  the  eyeball.  This  followed 
the  most  careful  handling  of  the  parts,  which  were  in  a  very  ad- 
vanced state  of  degeneration.  During  the  following  five  days  it  was 
evident  that  suppuration  had  taken  place  within  the  orbit,  and  upon 
the  sixth  day  (under  *'gas"  anaesthesia)  two  drachms  of  pus  w^ere 
evacuated  by  an  external  incision  in  the  large  ''cleavage  line"  of  the 
lower  eyelid.  The  patient  rapidly  recovered,  and  eventually  desired 
to  have  the  external  operations  performed  as  she  had  originally  been 
advised. 

Both  frontal  sinuses  were  operated  upon  by  the  radical  method  (a 
modified  Kuhnt's  operation)  on  January  12th.     A  free  communica- 
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tion  was  made  with  the  nose  in  each  case,  but  it  was  allowed  to  close 
by  granulation  tissue  as  rapidly  as  possible,  so  that  in  the  course  of 
ten  days  or  so  the  sinus  cavities  were  shut  off  from  the  nose,  and 
granulated  up  without  further  trouble. 

January  28th. — The  radical  operation  was  performed  on  both 
maxillary  antra.  A  large  opening  was  made  in  the  canine  fossa, 
the  thickened,  degenerated  lining  membrane  scraped  away,  the  cavity 
disinfected  with  zinc  chloride  solution,  grs.  xl  ad  5J,  and  a  light  pack- 
ing of  cyanide  gauze  inserted  for  forty-eight  hours.  The  gauze  was 
removed  at  the  end  of  this  period  and  not  reinserted,  the  antral 
cavities  being  only  syringed  out  with  warm  boracic  lotion  twice 
daily,  carefully  dried,  and  then  left  alone.  No  opening  was  made 
into  the  nose. 

Examination  of  the  antra  now  will  show  that  they  are  practically 
filled  with  graunlation  tissue,  it  being  only  just  possible  to  pass  a 
probe  upwards  through  the  fistulous  track  through  the  original  open- 
ing in  the  canine  fossa. 

Dr.  Herbert  Tilley  maintained  that  in  these  cases,  where  the 
radical  operation  is  thoroughly  carried  out,  cure  is  brought  about  by 
the  growth  of  granulation  tissue  from  the  internal  walls  of  the 
cavities  uniting  with  the  large  mass  of  granulations  which  sprout 
into  the  cavity  from  the  soft  parts  of  the  cheek  in  the  situation  of 
the  canine  fossa.  Eventually  the  original  cavity  of  the  antrum  is  so 
reduced  in  size  as  to  form  merely  a  slight  extension  of  the  outer  wall 
of  the  nasal  cavity. 

Unfortunately  the  patient  exhibited  was  suffering  from  an  acute 
nasal  catarrh,  which  rather  detracted  from  the  healthy  appearance 
of  the  nasal  mucosa,  which  now,  under  ordinary  circumstances,  was 
absolutely  free  from  a  suspicion  of  pus.  Both  sphenoidal  sinuses 
can  be  seen  opened  in  the  upper  and  posterior  region  of  the  nasal 
cavities. 

Dr.  Hall  asked  what  was  the  effect  of  transillumination  in  these 
cases. 

Dr.  Fitzgerald  Powell  thought  Dr.  Tilley  was  to  be  congratu- 
lated on  the  thoroughness  of  this  operation  so  far  as  the  frontal  and 
sphenoidal  cavities  were  concerned.  As  regards  the  maxillary  sinus, 
he  did  not  quite  see  the  object  of  obliterating  this  cavity,  even  if  it 
was  possible — a  fact  which  he  very  much  doubted.  As  the  cavity 
was  deep  and  elongated,  extending  in  an  antero-posterior  direction, 
he  doubted  much  whether  even  if  a  large  portion  of  the  anterior  and 
lateral  wall  of  the  sinus  were  removed,  one  would  get  the  soft  tissues 
falling  in  sufficiently  to  unite  with  the  granulation  tissue  to  destroy 
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the  sinus  altogether.  On  the  other  hand,  he  did  not  see  the  necessity 
of  practicing  this  obHteration  method  and  destroying  the  antrum. 
There  were  much  less  formidable  and  simpler  operations,  such  as 
thorough  drainage  and  washing  of  the  cavity  through  a  large  opening 
at  its  most  dependent  part,  viz.,  through  a  tooth  socket.  He  believed 
that  in  99  out  of  100  cases  if  this  were  thoroughly  done,  and  a  large 
enough  opening  made  and  large  tubes  were  used,  a  perfect  cure 
could  be  obtained  without  destroying  the  cavity. 

Mr.  Waggett  would  not  enter  into  a  discussion  upon  the 
best  method  of  attacking  these  cases,  but  he  wished  to  state  that  the 
sinus  in  all  the  cases  operated  on  radically  did  not  become  filled  up. 
He  had  certainly  met  with  several  cases  where,  after  removal  of  the 
whole  outer  wall  of  the  inferior  meatus  of  the  nose,  a  very  large 
cavity  remained  after  complete  healing  had  taken  place.  His  own 
experience  led  him  to  think  that  obliteration  in  these  and  in  frontal 
sinus  cases  depended  on  the  amount  of  irritation  which  took  place 
after  operation ;  in  other  words,  on  the  length  of  time  during  which 
post-operative  packing  was  employed.  If  the  outer  wound  were 
immediately  sewn  up  and  a  large  opening  made  into  the  nose,  and 
no  packing  employed,  he  believed  that  the  antral  cavity  did  not  by 
any  means  become  obliterated,  but,  on  the  contrary,  was  very  little 
decreased  in  size  as  a  rule.  That  certainly  was  the  case  with  the 
frontal  sinus  where,  after  the  Ogston-Luc  operation  and  with  imme- 
diate closure  of  the  external  wound,  the  cavity  remained  absolutely 
or  very  nearly  the  size  that  it  was  before  operation  as  far  as  could 
be  tested  by  the  use  of  a  long  probe.  If,  however,  a  frontal  sinus 
were  left  open,  and  packing  in  diminishing  quantity  employed  for 
a  prolonged  period,  the  cavity  became  filled  up  with  a  tough  leathery 
growth  of  thickened  periostium. 

Dr.  Lack  agreed  with  Dr.  Powell  and  Mr.  Waggett  in  their  re- 
marks. It  was  absolutely  impossible  for  a  normal  antrum  to  fill  up 
with  granulation  tissue.  To  obliterate  the  antrum  would  require 
excision  of  the  upper  jaw.  If  the  inner  wall  of  the  antrum  between 
it  and  the  inferior  meatus  were  entirely  removed,  as  in  the  usual 
radical  operation,  these  cases  would  get  quite  well ;  there  was  there- 
fore no  need  to  obliterate  the  cavity. 

Dr.  Scanes  Spicer  agreed  with  Dr.  Powell,  Mr.  Waggett,  and 
Dr.  Lack.  He  failed  to  see  the  necessity  for  obliteration,  even  if 
possible.  The  radical  operation  with  which  the  names  of  Swindon 
and  himself  were  associated  was  so  very  successful  in  curing  these 
cases  that  he  could  not  see  why  one  should  wish  to  depart  from  a 
method  which  had  become  classic.     Luc's  modification  (i  e.,  sewing 
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Up  the  bucco-antral  wound  at  once)  was  preferable  to  leaving  it 
open,  as  saving  pain,  irritation,  and  reinfection.  In  the  present  case 
he  thought  it  was  too  soon  to  say  yet  that  the  cavity  was  obliterated, 
or  even  that  the  case  was  radically  cured. 

Dr.  Grant  said  that  he  was  sure  Dr.  Tilley  did  not  advocate  this 
method  of  treatment,  except  for  a  comparatively  small  number  of 
cases^  of  empyema  of  antrum  in  which  milder  measures  had  failed. 
With  regard  to  the  obliteration  of  the  antrum,  there  was  no  doubt  it 
was  a  more  radical  method ;  nor  did  he  see  w^hy  it  should  be  impos- 
sible, more  especially  if  a  very  forcible  invagination  of  the  nasal  wall 
of  the  antrum  was  carried  out  at  the  time  of  the  operation.  He 
thought  Siebenmann  had  described  how  it  should  be  done,  viz.,  by 
putting  a  finger  in  the  nostril  right  into  the  antrum,  and  forcing 
the  inner  wall  of  the  antrum  outwards,  thus  bringing  it  into  very 
close  contact  with  the  soft  tissues  which  grew  inwards  from  the  hole 
in  the  canine  fossa. 

Dr.  Tilley^  in  reply  to  Dr.  Hall,  said  that  the  result  of  trans- 
illumination after  operation  for  radical  cure  was  that  the  antrum 
was  always  dark.  Whilst  speaking  on  this  point,  he  thought  it  some- 
what curious  that  if  one  transilluminated  the  antrum  a  week  after 
the  radical  operation,  and  after  having  curetted  away  the  thickened 
mucous  membrane,  the  darkness  was  just  as  great  as  it  was  before 
any  operation  had  taken  place  at  all.  He  had  satisfied  himself  of 
this  fact  many  times,  and  he  thought  the  darkness  of  the  antrum  in 
an  empyematous  condition  was  due  to  the  chronic  inflammation  in 
the  bony  wall,  and  had  nothing  to  do  with  the  pus  and  mucous  mem- 
brane in  the  cavity. 

With  regard  to  Dr.  Powell's  question,  and  the  doubt  as  to  the 
possibility  of  obliteration,  he  did  not  wish  to  be  understood  as  saying 
that  directly  one  met  with  a  case  of  chronic  empyema  of  the  antrum 
one  advised  a  radical  operation,  for  this  was  the  last  thing  he  would 
think  of  advocating.  One  should  always  give  the  patient  a  descrip- 
tion of  the  two  courses  of  treatment  and  let  him  take  his  choice. 
Naturally,  to  start  with,  every  one  chose  the  milder  form  of  treat- 
ment. Then,  if  not  cured,  the  patient  began  to  get  tired  of  the  ever- 
lasting drainage  and  washing  out;  he  found  it  a  nuisance  and  a 
trouble,  and  wanted  to  know  if  something  else  could  not  be  done. 
Then,  he  thought,  one  had  a  right  to  advise  the  radical  operation,  and 
hold  out  a  very  good  prospect  of  complete  cure  by  it. 

With  regard  to  the  remarks  of  Mr.  Waggett  on  incomplete  ob- 
literation, and  of  Drs.  Lack  and  Scanes  Spicer,  he  had  evidently 
been  misunderstood.     He  did  not  say  the  whole  of  the  cavity  could 
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be  obliterated.  Having  removed  a  large  part  of  the  anterior  wall 
and  the  inner  wall  of  the  antrum  at  the  radical  operation,  one  found 
as  the  result  that  granulation  had  -sprung  up  over  the  remaining  por- 
tion of  the  antral  wall ;  the  epithelium  spread  in  from  the  nose,  and 
the  soft  parts  fell  in  through  the  anterior  opening.  All  these  formed 
a  certain  amount  of  tissue  in  the  original  cavity  of  the  antrum,  which 
attained  such  a  size  that  the  antrum  was  practically  obliterated.  On 
looking  into  the  nose  six  or  seven  weeks  later  and  attempting  to  pass 
a  probe,  one  found  it  impossible  to  insert  it  further  than  half  an 
inch,  therefore  the  cavity  must  be  diminished  to  a  very  great  extent, 
but  not  totally.  The  cases  which  were  cured  were  those  in  which  the 
greatest  diminution  of  the  size  of  the  original  cavity  took  place. 

As  regards  the  packing,  to  which  Mr.  Waggett  had  referred,  in 
this  case  he  took  out  the  packing  forty-eight  hours  after  operation, 
and  put  in  nothing  else  afterwards.  He  syringed  out  the  antrum 
morning  and  evening,  and  dried  it  afterwards  each  time.  The  ad- 
vantage of  a  large  opening  in  the  anterior  wall  was  that  one  could 
take  a  large  speculum  and  look  inside,  and  apply  a  suitable  antisep- 
tic if  one  saw  any  unhealthy  point. 

A   Case  of  Clonic  Spasm   of  the   Muscles  of  the   Palate  and 
Pharynx  Causing  Entotic  Tinnitus  in  a  Lady  aet.  30. 

Shown  by  Dr.  Pegler.  This  and  the  following  case  were  brought 
to  display  certain  features  in  contrast  to,  and  yet  others  in  uniformity 
with,  Mr.  F.  J.  Steward's  case  shown  at  the  last  meeting.  The  lat- 
ter case  called  forth  an  opinion  that  it  depended  upon  a  severe  or- 
ganic nervous  lesion,  probably  cerebellar,  whereas  the  present  ones 
were  almost  certainly  functional,  and  in  fact  fell  into  the  second  of 
the  two  classes  into  which  Dr.  Lack  had  arranged  the  cases  of  clonic 
palatal  spasm  described  up  to  the  time  of  his  paper  ('Laryngoscope,' 
vol.  iv.  No.  6). 

E.  H — ,  set.  30,  complained  of  a  clicking  sound  mainly  in  the  right 
ear,  but  occasionally  in  the  left,  rarely  in  both  simultaneously.  Dura- 
tion three  months.  The  clicking  was  audible  with  or  without  the  aid 
of  the  diagnostic  tube  in  the  right  ear,  and  was  associated  in  the 
patient's  mind  with  the  right  lateral  pharyngeal  band  (salpingo- 
pharyngeus).  On  examining  the  throat  it  was  observable  that  the 
sound  was  concurrent  with  clonic  spasm  of  the  posterior  pillars  of  the 
fauces.  The  rhythm  of  the  contractions  was  interrupted  at  intervals 
— the  rate  per  minute,  now  slower  than  formerly,  42.  The  move- 
ments in  the  throat  were  of  two  kinds ;  one,  a  high  vertical  upward 
contraction  of  the  velum  and  uvula,  presumably  due  to  spasms  of 
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the  levatores  palati ;  and  the  other  an  approximation  of  the  posterior 
pillars,  due  to  contraction  of  the  palato-pharyngei,  the  tubal  slip  of 
which  apparently  caused  the  sound  complained  of  by  suddenly 
separating  the  walls  of  the  Eustachian  tubes.  Distinct  movement  at 
the  mouth  of  the  tube  was  visible  through  the  nasal  meatus,  and  the 
two  kinds  of  movement  were  not  always  concurrent.  There  was  a 
simultaneous  adduction  of  the  arytaenoids  and  vocal  cords,  ceasing 
on  phonation.  No  distinct  causal  relationship  could  as  yet  be  affirm- 
ed, but  there  had  been  simple  erectile  tumefaction  of  both  inferior 
turbinals,  which  had  been  treated  by  the  galvano-cautery,  and  with 
much  general  benefit,  whilst  the  clicking  sounds  were  now  consider- 
ably diminished  in  rate  per  minute.  The  patient  had  evidence  of 
functional  nerve  deafness  and  other  interesting  auditory  symptoms, 
which  had  been  detailed  elsewhere.  She  was  slightly  neurotic,  but 
had  no  other  marked  hysterical  symptoms. 

Clonic  Spasm  of  the  Soft  Palate  Causing  Objective  Noises  in 
the  Pharynx  in  a  Woman  aet.  20, 

Shown  by  Dr.  Pegler.  As  a  matter  of  fact  this  patient  also  had 
entotic  tinnitus,  but  in  her  left  and  deafer  ear.  Duration  two 
months.  The  palatal  movements  were  simple  upward  jerkings  of 
the  uvula  as  in  the  last  case,  due  to  symmetrical  contraction  of  the 
levatores  palati,  but  they  had  latterly  increased  enormously  in  rapid- 
ity; the  first  notes  taken  stated  them  to  be  10  or  15  to  the  minute, 
but  they  had  since  risen  to  240  per  minute  with  scarcely  any  inter- 
mission. 

Again,  as  in  the  last  case,  the  adductors  of  the  vocal  cords  con- 
tracted simultaneously,  but  every  few  seconds  the  cords  remained 
widely  abducted  for  a  second  or  so.  The  clicking  was  very  loud 
when  the  mouth  was  open,  but  when  the  tsicky  character  of  the 
secretion  was  changed,  as  by  the  use  of  the  cocaine  spray,  the 
sound  ceased  entirely  for  a  time.  The  naso-pharynx  and  pharynx 
were  clogged  with  mucus  excreted  by  the  very  considerable  pad  of 
pharyngeal  tonsil,  which  might  here  be  held  to  be  the  local  exciting 
cause.  After  its  removal,  if  there  were  any  manifest  improvement, 
the  case  would  be  reported  upon  to  the  Society  again.  The  hysteri- 
cal symptoms  were  not  very  marked.  No  hemiansesthesia,  but  pain, 
"pins  and  needles,"  and  numbness  were  complained  of  on  left  side  of 
face  and  head.  Mother  stated  the  noises  were  not  heard  during 
sleep.  Palatal  anaesthesia  considerable,  and  when  held  forward 
firmly  by  the  palate  hook  the  laryngeal  movements  went  on  as  usual. 
Dr.  Pegler  advised  comparison  with  Sir  F.  Semon's  (viii,  49)  as 
well  as  with  Dr.  Lack's  (v,  38)  and  Dr.  Bond's  cases  (iii,  41),  as 
equally  interesting  studies  in  the  hysteriology  of  the  pharynx. 
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Case  of  Pharyngeal  and  Laryngeal  Lesions  in  a  Woman  aet.  28, 

Shown  by  Dr.  Donelan.  The  patient,  a  married  woman  with 
three  healthy  children,  had  a  severe  attack  of  diphtheria  seven  yejirs 
ago.  She  says  her  throat  was  severely  ulcerated  at  that  time,  but 
that  she  recovered  her  voice.  Her  youngest  child,  a  fine  boy,  was 
born  four  months  ago.  Dr.  Donelan  saw  her  only  once,  a  week 
ago,  when  he  found  the  uvula,  velum,  palate,  and  both  anterior 
pillars  eroded.  There  was  a  large  ulcer  on  the  epiglottis,  and  the 
laryngeal  mucous  membrane  was  much  swollen  and  ulcerated  in 
patches.  There  was  complete  aphonia  and  some  dyspnoea.  He  put 
her  on  mercury  and  iodide  with  a  view  to  clearing  up'  the  diagnosis. 

Dr.  Hall  asked  how  long  an  interval  intervened  between  the 
attack  of  diphtheria  and  the  appearance  of  the  lesions. 

Dr.  Donelan,  in  reply  to  Dr.  Hall,  said  the  patient  had  diphtheria 
seven  years  ago.  He  saw  her  for  the  first  time  a  week  ago,  and 
immediately  put  her  on  antisyphilitic  treatment.  She  was  voiceless 
when  first  seen,  but  was  already  greatly  improved. 

Dr.  Hall  approved  of  the  antisyphilitic  treatment  adopted.  The 
case  presented  the  characteristic  appearance  of  tertiary  ulceration  of 
the  pharynx  and  palate.  There  was  considerable  destruction  of 
tissue.  He  thought  a  continuation  of  the  antisyphilitic  treatment 
would  make  a  great  improvement  in  the  condition.  He  doubted 
whether  diphtheria  had  anything  to  do  with  the  present  affection, 
considering  that  it  was  seven  years  ago  since  she  had  diphtheria. 

Sir  Felix  Semon  wished  to  make  a  general  remark  with  refer- 
ence to  what  Dr.  Hall  had  said.  He  really  thought  that  they,  as 
throat  specialists,  ought  to  receive  with  the  greatest  scepticism  all 
histories  of  ulceration  and  cicatrization — to  howevef  trifling  extent — 
in  the  throat,  of  such  diseases  as  diphtheria  and  scarlet  fever.  He 
was  by  no  means  inclined  to  attack  the  possibility  of  sloughing  oc- 
curring in  exceptionally  bad  cases,  but  in  the  enormous  majority  of 
cases  syphilis  was  the  cause  of  the  throat  condition.  They  should 
be  extremely  careful  in  taking  for  granted,  on  the  strength  of  the 
patient's  statement,  a  history  of  such  diseases. 

Dr.  Donelan  said  the  history  of  diphtheria  was  given  by  the 
patient.  He  tried  to  get  her  husband  to  come  and  see  him,  but  he 
would  not.     At  first  sight  it  presented  the  appearance  of  lupus. 
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Case  of  a  Woman  aet.  37,  with  Ulceration  of  the  Soft  Palate 
Behind  the  Left  Tonsil. 

Shown  by  Mr.  Lawrence.  The  palate  was  acutely  inflamed  and 
very  painful  two  months  ago.  Iodide  of  potassium  was  given  in, 
first,  ten-grain,  then  fifteen-grain  doses,  three  times  a  day.  In  less 
than  a  fortnight  the  case  was  well.  The  condition  now  remaining 
was  one  of  extensive  loss  of  substance  between  tonsil  and  uvula, 
having  only  one  thick  strand  of  tissue  uniting  palate  and  pharynx. 
No  history  could  be  obtained  except  the  very  doubtful  one  of  ex- 
posure to  "bad  drains"  six  months  ago. 

Dr.  Donelan  thought  it  was  syphilitic. 

Mr.  Lawrence  said  that  although  the  ulcer  was  in  a  most  unusual 
position  he  had  little  doubt  that  it  was  specific.  The  aspect  of  the 
disease  in  its  acuter  stage  was  suggestive,  and  the  action  of  iodide  of 
potassium  in  so  quickly  relieving  the  symptoms  only  added  to  the 
probable  correctness  of  the  diagnosis.  Although  the  patient  could 
not  or  would  not  give  any  history,  he  had  been  informed  that  her 
respectability  was  not  above  suspicion — another  fact  to  be  considered 
in  making  the  diagnosis. 

Specimen    of    Section    of    Acute    Tuberculosis    of    Left   Tonsil 
from  a  Man  aet.  32. 

Shown  by  Mr.  Westmacott.  The  disease  commenced  in  August, 
1902.  There  was  no  family  history  or  evidence  of  tubercle  else- 
where. Ulceration  had  spread  to  the  soft  palate  since  removal. 
There  had  been  great  pain  in  the  tonsil  and  neck  on  the  left  side 
from  the  onset. 

Drs.  Wingrave  and  Lack  agreed  that  the  specimen  exhibited  did 
not  show  evidence  of  tuberculosis  in  any  form. 

Dr.  Westmacott,  in  reply,  said  the  only  point  of  clinical  import- 
ance was  the  absence  of  enlarged  glands  in  the  neck.  The  other 
tonsil  was  perfectly  healthy.  There  was  a  great  deal  of  pain,  and  a 
sort  of  excavation  on  the  front  of  the  left  tonsil.  He  did  not  take 
any  steps  to  try  and  find  bacilli  in  the  sputum  or  discharge,  as  he 
had  seen  the  patient  only  a  day  or  two  before  he  removed  the  tonsil. 
Since  this  operation  the  ulceration  had  spread  to  the  soft  palate,  but 
with  the  application  of  lactic  acid  and  formalin  this  had  ceased  and 
healed  in  about  three  weeks;  the  patient  was  now  perfectly  well. 
Before  he  saw  him  the  patient  had  been  treated  by  iodide  of  potas- 
sium and  mercury,  but  with  no  result. 

On  the  suggestion  of  Mr.  Atwood  Thorne  it  was  decided  that 
the  specimen  be  submitted  to  the  Morbid  Growths  Committee. 
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Microscopic  Section  of  Localized  Psorospermosis  of  the  Mucous 
Membrane  of  tlie  Septum  Nasi. 

Shown  by  Capt.  O'Kinealy.  The  patient,  a  married  male 
Mahomedan,  set.  22,  came  under  observation  at  the  Medical  Colleg 
Hospital,  Calcutta,  on  the  12th  of  May,  1894,  on  account  of  a  growth 
in  his  left  nostril.  He  was  a  native  of  Bihar,  and  had  been  working 
as  a  mason  for  the  past  two  and  a  half  years,  previous  to  which  he 
had  been  employed  in  a  hide  store  for  eighteen  months.  His  ap- 
pearance was  healthy,  and  his  past  history,  including  that  of  his 
family,  was  good. 

About  three  years  previously,  while  working  in  the  hide  store,  he 
first  noticed  the  growth,  which  bled  frequently,  the  hemorrhage  being 
worse  in  the  hot  than  in  the  cold  weather.  He  went  to  a  hospital, 
where  it  was  removed  with  forceps,  and  he  suffered  no  further  incon- 
venience for  six  months.  After  this,  however,  the  growth  began 
to  reappear,  so  he  had  recourse  to  a  native  barber,  who  removed  it  a 
second  time.  He  was  again  relieved  for  a  few  months,  but  the 
tumor  once  more  recurred,  accompanied  by  attacks  of  epistaxis,  and 
he  was  compelled  to  seek  further  relief.  He  was  not  aware  of  any 
of  those  employed  with  him  being  similarly  affected. 

On  examination  a  small  vascular  pedunculated  tumor,  about  the 
size  and  shape  of  a  large  pea,  was  seen  projecting  into  the  vestibule 
of  the  left  nasal  fossa.  It  was  a  freely  movable  painless  growth  with 
all  the  appearances  of  a  papilloma,  and  was  attached  by  a  short 
pedicle  to  the  mucous  membrane  at  the  anterior  and  upper  part  of 
the  cartilaginous  septum,  being  entirely  confined  to  that  region. 
The  remainder  of  the  upper  respiratory  tract  was  healthy,  and  no 
evidence  was  found  of  any  disease  elsewhere. 

The  growth  was  easily  and  apparently  completely  removed  by 
forceps  and  the  cold  snare,  though  it  was  composed  of  friable  tissue 
which  bled  rather  freely.  The  patient  remained  under  observation 
for  nearly  three  weeks  after  the  operation,  when  he  ceased  attending 
the  hospital,  and  all  trace  of  him  was  unfortunately  lost.  By  this 
time,  however,  there  were  definite  signs  of  recurrence,  and  on  the 
6th  of  June,  1894,  the  date  on  which  he  was  last  seen,  a  small  highly 
vascular  pimple  with  a  red  apex  was  seen  at  the  site  of  removal. 

The  tumor  was  examined  by  Major  J.  C.  Vaughan,  I.M.S.,  then 
officiating  Professor  of  Pathology  at  the  Medical  College,  to  whom 
the  exhibitor  was  much  indebted  for  permission  to  put  the  case  on 
record,  as  well  as  for  the  specimen  and  the  following  report : 
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Pathological  Report  by  Major  J.  C.  Vaughan,  I.M.S. 

"The  growth  was  removed  from  the  septum  narium  by  Captain 
O'Kinealy,  and  to  the  naked  eye  had  the  appearance  suggestive  of  a 
small  papillomatous  excrescence  on  the  mucous  membrane;  but  the 
tissue  was  friable,  and  there  was  rather  free  bleeding  in  removing 
it.  The  tissue  removed  was  a  piece  about  as  large  as  a  ''marrowfat" 
pea.  It  was  hardened  for  three  or  four  days  in  absolute  alcohol, 
and  then  embedded  in  paraffin  and  cut.  The  sections,  placed  first 
in  turpentine,  were  washed  afterwards,  first  in  xylol,  then  in  chloro- 
form, and  then  in  spirit.  They  were  then  transferred  to  water,  and 
stained  in  picrocarmine,  and  mounted  in  Farrant's  solution. 

"On  microscopical  examination  the  tissue  removed  seems  to  con- 
sist of  the  following  elements,  disposed  as  described  below : 

"The  free  surface  of  the  tissue  under  examination  is  somewhat 
irregular  in  its  outline,  and  presents  certain  crypt-like  involutions  of 
its  surface,  which  is  covered  with  a  layer  of  squamous  epithelium  of 
irregular  thickness  in  different  parts,  and  which  extends  down  into 
and  lines  the  free  surfaces  of  the  involutions  above  referred  to ;  and 
is  also  in  some  sections  seen  as  isolated  nodules  embedded  in  the 
general  tissue.  This  surface  epithelium  is  in  parts  clearly  degener- 
ated, the  cells  having  mostly  run  together  into  a  colloid-looking 
mass,  in  which  no  nuclei  can  be  stained.  In  other,  and  more  es- 
pecially in  the  deeper  layer,  the  cell  outlines  can  be  clearly  distin- 
guished, and  nuclei  stain  fairly  well. 

"The  mass  of  the  groundwork  of  what  is  above  referred  to  as  the 
'general  tissue'  appears  to  consist  of  a  coarse,  irregular  granulation 
tissue,  almost  entirely  of  the  nature  of  more  or  less  organized  granu- 
lation tissue,  and,  judging  from  its  anatomical  relationship  to  the 
epithelium,  is  apparently  the  submucous  or  subepithelial  tissue, 
which  has  been  the  seat  of  a  chronic  slow  inflammatory  process,  due 
probably  to  the  irritation  set  up  by  the  presence  of,  and  by  the  con- 
tinuous growth  of,  numerous  cyst-like  bodies  which  are  seen  scat- 
tered throughout  both  the  epithelial  and  subepithelial  tissue.  These 
cyst-like  bodies  form  at  once  the  most  remarkable  and,  indeed,  the 
central  feature  to  be  described,  and  they  occur  in  practically  all 
stages  of  their  development. 

"The  fully  developed  cyst,  examined  under  a  Reichert's  1-15  oil 
immersion  lens  with  a  Zeiss  No.  1  ocular,  shows  the  following 
structure : — It  is  seen  to  consist  of  a  symmetrically  rounded  cavity, 
bounded  by  a  clear  hyaline  wall  or  membrane,  and  filled  with  small 
cells  or  spore-like  bodies.  The  tissue  in  which  the  cyst  occurs  is 
condensed  around  the  wall  of  the  cyst.     Where  it  occurs  in  the 
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epithelial  parts  of  the  tissues,  the  more  or  less  polygonal  epithe- 
lium is  flattened  out  into  cells,  spindle-'shaped  on  section.  Where 
the  cyst  is  found  in  the  subepithelial  tissue,  the  fibres  and  cells  of 
this  tissue  form  a  dense  zone  immediately  applied  to  the  cyst  wall. 
In  these  dense  zones,  both  in  the  epithelial  and  subepithelial  areas, 
nuclei  are  not  readily  made  out.  In  the  epithelial  layer  the  cells  in 
this  zone  seem  undergoing  a  colloid-like  degeneration;  in  the  sub- 
epithelial area  they  seem  to  have  become  organized  into  a  firm 
fibrous  capsule,  which  varies  somewhat  in  thickness  in  different 
cases,  as  well  as  in  the  density  of  its  structure. 

"The  y aline  cyst  wall  is  of  pretty  equal  thickness  throughout  any 
given  cyst.  It  is  a  clear  membrane,  highly  refractile,  and  under 
oblique  illumination  shows  a  striation  of  its  substance,  the  striae 
running  nearly  parallel  to  each  other  and  being  concentrically  ar- 
ranged. There  is  no  trace  of  cell  structure  observed  in  the  mem- 
brane (or  wall),  and  it  does  not  appear  to  have  any  cell  lining, 
either  on  the  inside  or  on  the  outside,  and  both  along  its  outer  and 
inside  edges  it  shows  a  clear  single-contour  line.  In  almost  every 
case  it  resists  stain  with  either  carmine  or  picric  acid  or  fuchsin, 
and  is  apparently  quite  unaffected  by  acetic  or  osmic  acid  3^  per 
cent.,  or  by  Liq.  Potassse  up  to  a  strength  of  30  per  cent.,  even 
after  some  days  in  the  case  of  this  last.  The  average  observed 
thickness  of  the  cyst  wall  varies  from  .02  mm.  to  .01  mm.  Where 
fully  developed  cysts  in  section  are  seen  to  have  been  ruptured,  the 
cyst  wall  has  either  collapsed  or  is  spread  out  in  the  neighboring 
tissue  as  a  distinct  and  clearly  defined  band-like  structure,  and 
seems,  from  the  position  occupied  under  such  circumstances,  to  be 
possessed  of  some  degree  of  elasticity.  Cysts  measure  across  from 
.144  mm.  to  2.24  mm. 

''The  cyst  contents,  seen  in  the  case  of  cysts  which  have  been 
ruptured. — These  seem  to  be  more  or  less  symmetrically  rounded 
or  ovoid  bodies,  of  an  average  diameter  of  .005  mm.  Each  cell  or 
sporule  consists  of  a  granular  central  material  surrounded  by  a 
delicate  bounding  membrane,  which  under  appropriate  illumination 
gives  a  double  fine  contour  line.  These  bodies  are  likewise  re- 
fractile, their  membranes  darken  slightly  with  3^  per  cent,  osmic 
acid,  and  they  seem  to  clear  up  slightly  with  acetic  acid  and  with 
30  per  cent.  Liq.  Potassae.  The  bounding  membrane  seems  to  be 
distinctly  elastic,  and  where  these  bodies  are  observed  inside  an 
unrupted  cyst  they  seem  crowded  together,  and  apparently  faceted 
to  accommodate  each  other  where  they  come  in  contact  with  each 
other  or  with  the  cyst  wall.     Whether  there  is  any  intervening 
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substance  or  not  it  is  difficult  to  say ;  but  the  cells  in  any  case  tend 
to  stick  to  each  other  after  they  are  shed  from  their  cysts,  and  even 
to  preserve  their  faceted  appearance  where  they  remain  in  contact 
with  each  other.  As  seen  in  situ  in  the  cysts  they  stain  slightly 
purple  with  picro-carmine,  and  also  faintly  but  more  marked  with 
acid  fuchsin.  When  shed  from  a  cyst  they  infiltrate  the  tissue  into 
which  they  are  shed,  retaining  their  characters  as  above  detailed. 
This  infiltration  appears  to  be  purely  a  mechanical  one,  and  there  is 
no  evidence  of  the  sporules  undergoing,  in  the  tissues  into  which 
they  are  shed,  any  change  suggestive  of  multiplication,  or  of  devel- 
opment towards  the  form  of  the  complete  cyst  described  above." 

Remarks. — This  was,  the  exhibitor  considered,  a  case  of  true 
local  psorosp>ermosis,  and  he  had  been  unable  to  find  any  record  of 
the  disease  occurring  in  the  nasal  mucous  membrane,  though 
coccidia  had  of  course  been  found  in  man  in  other  situations.  The 
condition,  as  was  well  known,  existed  in  some  of  the  lower  animals, 
and  he  was  therefore  inclined  to  attribute  its  origin,  in  this  instance, 
to  direct  infection  from  the  raw  hides  among  which  the  patient  was 
working  at  the  time  he  first  noticed  the  growth. 

Captain  O'Kinealy,  I.M.S.,  in  reply  to  Mr.  Spencer,  said  he 
had  not  the  rest  of  the  material.  He  had  only  one  or  two  sections, 
which  were  stained  and  mounted  at  the  same  time.  He  was  in- 
debted to  Major  Evan  for  the  specimen.  He  at  first  thought  it  was 
an  ordinary  papilloma,  and  was  greatly  surprised  when  he  saw  the 
condition  they  had  seen  in  the  specimen.  He  had  reason  to  believe, 
though  he  did  not  think  they  had  been  published,  that  similar  cases 
had  been  met  with  in  Calcutta.  He  had  not  seen  them.  The  late 
Major  Evan,  Professor  of  Pathology,  who  died  from  plague,  had 
seen  some  of  these  cases,  and  they  would  have  been  published  but 
for  his  untimely  death.  So  far  as  he  knew,  this  was  the  only  case 
on  record  of  the  condition. 

On  the  suggestion  of  Mr.  Butlin  it  was  decided  that  the  speci- 
men be  submitted  to  the  Morbid  Growths  Committee,  and  a  draw- 
ing be  made  for  publication  in  the  'Proceedings.' 

Case   of   Ulcerating  Growth   of   Left   Tonsil,   Side  of  Tongue, 
and  Anterior  Faucial  Pillar  in  a  Man  aet.  52. 

Shown  by  Dr.  FitzGerald  Powell.  The  patient  came  under 
observation  on  the  9th  of  March,  1903. 

He  complained  of  pain  in  his  throat  when  swallowing,  and  of  a 
pain  extending  up  to  his  ears,  which  was  worse  at  night.  He 
could  not  open  his  mouth  or  protrude  his  tongue.     The  pain  in  the 
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ears  had  existed  for  twelve  months,  and  in  the  throat  for  three  or 
four  months.     He  had  been  losing  weight. 

On  examination  his  jaws  were  seen  to  be  partially  fixed,  and  he 
could  only  open  his  mouth  slightly.  The  tongue  could  not  be  pro- 
truded. The  left  tonsil  and  the  side  of  the  tongue  were  seen  to 
be  the  site  of  an  ulcerating  growth,  which  was  covered  with  a  grey- 
ish slough,  and  bled  readily.  This  extended  up  on  to  the  left 
anterior  pillar  of  the  fauces. 

No  specific  history  could  be  obtained,  and  there  was  no  enlarge- 
ment of  glands  in  the  neck. 

The  appearance  of  the  disease  was  strongly  suggestive  of  malig- 
nancy, but  bearing  in  mind  that  not  infrequently  disease  thought  to 
be  malignant  in  this  situatidn  cleared  up  under  iodide  of  potassium 
and  mercury,  it  was  decided  to  give  him'  twenty  grains,  with  a 
drachm  of  the  Liq.  Hydrarg.  Bichlor.,  three  times  daily. 

Under  this  treatment  he  had  improved  very  much;  the  ulceration 
was  less  extensive,  and  the  pain  was  less.  He  could  open  his 
mouth  wider  and  was  gaining  weight. 

The  ulceration  had  not,  however,  entirely  disappeared,  and  Dr. 
Powell  expressed  a  desire  for  the  opinions  of  members  as  to  the 
diagnosis  and  future  treatment. 

Mr.  W.  G.  Spencer  thought  it  was  malignant.  It  was  in  an 
awkward  situation  and  difficult  to  remove,  as  it  had  spread  back  to 
the  inner  side  of  the  ramus  of  the  jaw.  It  would  need  the  L-shaped 
incision  of  Langenbeck,  with  division  of  the  jaw,  to  remove  the 
growth.     He  was  doubtful  whether  it  should  be  removed. 

Large  Papilloma  of  the  Right  Ventricular  Band  in  a  Woman 
aet.  33,  Removed  by  Thyrotomy. 

Shown  by  Mr.  Waggett.  The  -subject,  drawings,  macro  and 
microscopical  specimens  were  shown. 

The  growth,  about  the  size  of  a  small  filbert,  was  attached  by 
a  long  base  to  the  edge  of  the  ventricular  band.  Although  a  sim- 
ple papilloma,  it  had  appeared  in  life  studded  with  points  of  snowy 
whiteness.  Intra-laryngeal  manipulations  under  cocaine  were  out 
of  the  question,  owing  to  the  nervous  character  of  the  patient,  and 
as  neither  the  nature  nor  the  extent  of  the  growth  was  certain, 
laryngofissure  was  performed. 

The  patient  left  the  hospital  on  the  eighth  day,  and  the  larynx 
was  now  (nine  months  after  operation)  normal  in  appearance  and 
in  function. 

Aphonia  had  existed  for  eighteen  months  before  the  operation. 
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Sir  Felix  Semon  said  that,  as  he  was  originally  responsible  for 
the  statement  as  to  "white  papilloma,"  he  particularly  wished  to  ob- 
serve the  second  characteristic  of  these  papillomata,  which  turned  out 
to  be  malignant.  Not  only  were  they  distinguished  by  their  snow- 
white  color,  but  their  excrescences  were  not  rounded,  but  pointed  as 
ordinary  papillomata. 

Dr.  Powell  said  it  was  an  excellent  result  after  thyrotomy.  Was 
it  not  possible  to  remove  the  growth  interlaryngeally  ? 

Mr.  Waggett  said  the  woman  was  an  exceedingly  difficult  sub- 
ject, so  much  so  that  a  distinguished  laryngologist  thought  she  had 
tubercular  ulceration.  It  w^as  impossible  to  remove  even  a  piece  for 
examination  by  the  intra-laryngeal  route. 

Chronic  Empyema  of  Sphenoidal  Sinus;  Opened. 

Shown  by  Mr.  Waggett.  He  had  employed  in  this  case  an  instru- 
ment resembling  a  Krause's  sliding  attic  chisel,  inverted  and  en- 
larged, which  Dr.  Lack  had  devised. 

Case  of  Immobility  of  the  Left  Vocal  Cord,  Attributable  to 
Bronchocele,  in  a  Young  Woman;  Resection;  Extirpation 
of  Isthmus  and  Left  Lobe. 

Shown  by  Dr.  Duxdas  Grant.  Florence  A — ,  set.  25,  house- 
keeper, was  first  seen  November  6th,  1902,  complaining  of  soreness 
Ox  throat  with  occasional  loss  of  voice,  which  had  developed  during 
the  previous  three  years.  Although  previously  she  had  been  fond 
ot  singing,  she  was  now  unable  to  do  so,  and  occasionally  she  had 
complete  aphonia ;  five  years  previously  she  had  had  haemoptysis. 
The  left  vocal  cord  was  absolutely  fixed,  and  there  was  slight  swell- 
ing in  the  region  of  the  arytsenoid  cartilage.  The  left  eyeball  was 
slightly  prominent,  and  there  was  firm  general  enlargement  of  the 
thyroid  gland,  especially  on  the  left  side.  For  a  considerable  time 
she  was  treated  by  means  of  internal  administration  of  iodides,  but 
no  change  took  place.  On  the  24th  of  March,  Dr.  Grant  excised  the 
isthmus  and  the  left  lobe  of  the  thyroid,  leaving,  however,  a  portion 
of  this  lobe  behind,  so  as  to  avoid  the  risk  of  damaging  the  recurrent 
laryngeal  nerve.  A  few  days  after  the  operation  the  patient's  voice 
was  clearer.  Healing  took  place  without  any  rise  of  temperature 
or  other  disturbance.  At  present  the  voice  is  clearer  than  before, 
and  there  is  movement  of  the  left  vocal  cord  for  at  least  half  its 
normal  extent. 

Dr.  de  Havilland  Hall  said  there  seemed  to  be  more  thickening 
and  enlargement  of  the  left  arytsenoid  than  was  accounted  for  by 
pressure  of  the  left  recurrent.  It  was  probably  a  joint  case  rather 
than  a  paralytic  condition. 
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Case  of  Paresis  of  both  Recurrent  Laryngeals  and  Left  Sympa- 
thetic in  a  Middle-aged  Woman. 

Shown  by  Dr.  Dundas  Grant.  Mrs.  A.  H — ,  aet.  40,  was  first 
seen  on  March  26th,  1903,  on  account  of  discomfort  in  her  throat, 
which  she  stated  had  come  on  suddenly  three  years  before.  The 
voice  was  thick  and  seemed  weak;  she  had  a  tickHng  cough  and  on 
swallowing  liquids  there  was  frequent  regurgitation  through  the 
nose.  On  examination  there  was  found  almost  complete  paralysis 
of  the  palate,  and  both  vocal  cords  were  nearly  fixed  halfway  be- 
tween adduction  and  abduction.  The  left  pupil  was  contracted  and 
fixed,  not  acting  either  to  light  or  to  accommodation.  The  left 
palpebral  fissure  was  diminished  and  the  eyeball  somewhat  promi- 
nent. The  left  eyebrow  was  drawn  up  in  the  endeavor  to  raise  the 
left  upper  eyelid.  The  left  half  of  the  forehead  was  moister  than 
the  right.  The  movements  of  the  tongue  and  lips  were  irregular. 
The  knee-jerks  were  exaggerated,  and  the  pulse  abnormally  rapid. 
There  seemed  to  be  a  lesion  in  the  medulla,  and  also  one  in  the  cilio- 
spinal  region  of  the  spinal  cord,  and  in  all  probability  specific  in 
nature.  It  appeared  that  seven  years  ago  she  suffered  from  a  severe 
sore  throat,  accompanied  by  falling  out  of  the  hair  and  a  rash  on 
the  chest.  Two  cnildren,  however,  born  since  then — one  aged  five, 
the  other  twelve — appeared  to  be  in  good  health.  She  was  ordered 
10  grs.  of  iodide  of  potassium  thrice  daily,  and  when  seen  a  week 
later  expressed  herself  as  feeling  better  and  free  from  regurgitation 
through  the  nose  when  drinking,  the  other  symptoms  being,  how- 
ever, much  the  same  as  before. 

Dr.  Grant  said  that  the  laryngeal  paralysis  was  certainly  less  than 
when  he  first  saw  the  patient,  when  paresis  of  both  vocal  cords  was 
well  marked.  The  evidence  of  affection  of  the  sympathetic  was  still 
unmistakable.  The  improvement  under  iodide  of  potassium  seemed 
to  confirm  the  diagnosis  of  syphilis. 

Case  of  Disease  of  the  Larynx  of  Twelve  Month's  Duration, 
Probably  Epithelioma,  in  a  Man  aet.  50. 

Shown  by  Dr.  Dundas  Grant.  Mr.  J.  M — ,  aet.  50,  was  first 
seen  on  March  31st,  1903,  on  account  of  hoarseness  and  loss  of  voice, 
which  had  developed  rather  suddenly  and  had  been  steadily  getting 
worse  during  the  last  twelve  months.  His  appetite  was  good ;  there 
was  no  pain  in  swallowing,  and  no  difficulty  in  breathing;  he  was 
not  getting  thinner. 
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Laryngoscopic  examination  revealed  an  irregularly  papillated  out- 
growth occupying  the  whole  of  the  area  of  the  left  vocal  cord,  with 
some  infiltration  of  the  corresponding  portion  of  the  vestibule,  and 
diminished  mobility  of  that  half  of  the  larynx.  There  was  irregu- 
larity and  swelling  of  the  anterior  portion  of  the  right  vocal  cord, 
with  some  infiltration  of  the  corresponding  ventricular  band;  no 
enlarged  glands,  and  no  apparent  spreading  of  the  thyroid  cartilage. 
His  medical  attendant  reported  that  he  had  been  treated  freely  with 
iodide  of  potassium  and  mercury  without  any  benefit.  There  was  no 
sign  of  tuberculosis  in  the  chest  and  no  history  of  haemoptysis.  All 
possibilities  of  specific  infection  were  denied. 

The  .condition  appeared  to  be  one  of  extensive  intrinsic  epithelioma 
of  the  larynx.  The  patient  was  apparently  a  man  of  equal  disposi- 
tion, and  otherwise  in  good  health.  The  exhibitor  asked  for  sug- 
gestions with  regard  to  treatment.  In  view  of  the  amount  of  infil- 
tration and  superficial  extent  of  the  disease  he  was  inclined  to  think 
that  thyrotomy  with  removal  of  the  soft  parts  in  the  interior  of  the 
larynx  would  be  insufficient,  and  that  nothing  short  of  complete 
excision  of  the  larynx  would  be  of  avail.  Failing  this  he  would 
only  advise  tracheotomy,  and  would  be  inclined  to  place  the  issues 
before  the  patient  and  leave  the  choice  to  him.  As  regards  remov- 
ing a  fragment  for  microscopical  examination,  he  would  be  dis- 
inclined to  do  this  unless  the  patient  elected  for  radical  operation, 
in  case  of  the  diagnosis  being  confirmed. 

Sir  Felix  Semon  agreed  with  the  diagnosis  of  epithelioma,  and 
saw  no  reason  why  a  portion  of  the  larynx  should  not  be  removed 
from  either  side.  He  would  throw  out  a  suggestion  to  members 
which  he  had  found  very  useful  in  cases  in  which  it  was  necessary  to 
cut  clean  across  the  vocal  cord.  When  the  anterior  part  of  the  cord 
was  affected  it  was  advisable  not  to  leave  the  posterior  part  alone, 
because  it  projected  afterwards  like  a  tumor  into  the  interior  of  the 
larynx,  but  to  stitch  it  with  one  or  two  stitches  forward  to  the  ventri- 
cular band.  This  procedure  gave  very  good  results,  and  astonish- 
ingly good  results  with  regard  to  the  voice. 

Dr.  Lack  agreed  with  the  diagnosis  of  malignant  disease  and 
recommended  thyrotomy.  It  might  be  possible  to  remove  the  whole 
of  the  disease  by  an  operation  which  stopped  short  of  total  extirpa- 
tion, but  this  point  would  best  be  decided  after  the  larynx  had  been 
laid  open. 

Dr.  Grant  asked  what  farther  steps  the  members  advised  in  the 
treatment. 
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Sir  Felix  Semon  advised  thyrotomy,  and  either  removal  of  the 
soft  parts  or  of  half  the  larynx  according  to  the  depth  of  the  infiltra- 
tion. 

Dr.  Grant  said  the  disease  had  extended  to  the  opposite  side. 

Sir  Felix  Semon  said  that  made  no  difference.  The  larynx 
should  be  split,  and  he  would  then  be  guided  by  what  he  found. 

Case  of  Rapid  Destruction  of  Nasal  Septum,  Probably  Lupus^ 
in  a  Male  aet.  34. 

Shown  by  Dr.  vVyatt  Wingrave.  The  patient,  a  well-nourished 
male,  a  plumber,  complained  of  a  sore  nose  of  six  months'  duration. 
It  commenced  as  a  sore  spot  just  inside  the  nostril,  which  soon  be- 
came a  hole,  and,  melting  away  like  glue,  eat  its  way  on  to  the  lip. 
He  was  in  the  habit  of  picking  it  freely  and  pulling  out  hairs.  There 
was  now  complete  loss  of  septum  from  before  backwards,  as  far  as 
the  posterior  limit  of  the  vestibule,  with  nodular  ulceration  of  the 
upper  lip  on  the  site  of  the  philtrum,  more  or  less  covered  with 
crusts.  He  gave  no  history  of  syphilis  or  tubercle.  The  gums 
were  healthy,  but  he  had  some  copper-colored  spots  on  the  forehead. 
He  had  been  married  twelve  years  and  had  four  healthy  children. 
His  wife  had  had  no  miscarriages.  There  was  a  submental  enlarged 
gland. 

Dr.  Grant  said  that  the  columella  of  the  nose  was  eaten  away 
entirely  by  a  curious  circumscribed  ulcer.  Had  any  member  seen  a 
similar  case  ?  It  was  very  difficult  to  decide  whether  it  was  a  case  of 
primary  syphilis  or  of  tuberculosis  or  of  epithelioma. 

Mr.  At  wood  Thorne  thought  it  was  a  renjarkable  case,  of  which 
an  illustration  should  be  given  in  the  'Proceedings.'  He  was  not 
aware  that  such  a  case  had  ever  been  shown  previously  to  the  Soci- 
ety. 

Mr.  Spencer  said  that  such  a  condition  was  more  often  seen  in 
inherited  syphilis.  One  saw  it  coming  on  with  great  rapidity  in 
children  called  scrofulous. 

Dr.  de  Havilland  Hall  remarked  that  scrofulous  tumors  were 
mostly  due  to  inherited  syphilis ;  as  a  student  he  was  taught  to  regard 
the  two  as  the  same  thing. 

Dr.  Wingrave,  in  reply  to  Dr.  Powell,  said  that  at  present  he  had 
adopted  no  treatment  except  the  local  application  of  boracic  acid. 
The  local  conditions  were  strongly  suggestive  of  lupus,  and  the  pro- 
cess seemed  almost  quite  now.  When  he  first  saw  the  case  the  area 
affected  was  simply  a  mass  of  crusts. 
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Case  of  Exophthalmic  Goitre. 

Shown  by  Dr.  Burt.  Female  set.  18.  First  seen  about  a  year 
ago. 

History. — Under  treatment  of  family  doctor  for  four  years  for 
anaemia  and  palpitation,  swelling  of  thyroid  not  noticed,  and  has 
grown  gradually  worse. 

On  examination  patient  was  very  anaemic.  Temp)erature  normal, 
pulse  150,  irregular.  Hands  very  shaky.  Very  restless.  No  ex- 
ophthalmos. Left  internal  strabismus.  Pupils  normal.  Enlarge- 
ment of  thyroid,  especially  right  lobe.  Tongue  large,  pale,  and 
tremulous.  The  case  was  diagnosed  and  treated  as  one  of  early 
exophthalmic  goitre,  giving  first  Ammon.  Cit.,  Pot.  lod.,  and  Digi- 
talis, introducing  strychnine  and  arsenic.  The  latter  drugs  did  not 
apparently  suit  patient.  In  four  weeks  patient  was  quite  free  from 
anaemia,  and  the  pulse  was  regular  and  normal.  Hands  still  un- 
steady. Thyroid  much  smaller.  In  about  three  months  patient  was 
able  to  resume  her  studies,  and  could  do  her  drawing,  painting,  and 
music  with  ease,  which  she  had  not  been  able  to  do  for  over  a  year. 
Mixture  stopped  three  months  ago.  For  past  month,  although  free 
from  anaemia,  quick  and  irregular  pulse  returned  with  hands  very 
shaky,  again  rendering  it  difficult  for  her  to  continue  her  painting, 
etc.  Right  lobe  of  thyroid  much  larger,  and  extends  higher  up 
beneath  the  sterno-mastoid.  Placed  under  same  treatment  as  before, 
but  patient  disliked  having  to  take  medicine.  Would  be  glad  if 
members  could  suggest  further  treatment,  or  whether  they  thought 
operative  treatment  advisable. 

Dr.  Hall  said  the  young  lady  seemed  to  him  to  be  in  a  great 
hurry  to  get  well.  She  was  going  on  satisfactorily,  but  these  cases 
lasted  for  years.  As  to  the  question  of  operation,  there  was  no 
reason  for  it.  The  pulse  was  only  92,  and  that  with  the  excitement 
of  examination  and  strange  surroundings.  He  advised  arsenic, 
strychnine,  and  digitalis,  and  rest — mental  and  physical.  He  thought 
the  iodide  should  be  discontinued,  for  patients  with  exophthalmic 
goitre  did  not  seem  to  tolerate  the  drug  well. 

Dr.  Burt  said  he  had  kept  the  patient  perfectly  quiet,  had  for- 
bidden tea,  coffee,  etc.,  all  games,  and  everything  tending  to  excite 
her. 
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The  Facial  Nerve  in  Relation  to  the  Radical  Mastoid  Operation 

— Russell    Nolan,    (Sydney,    Australia) — The   Australasian 
Medical  Gazette.      August,  1902. 

This  is  a  paper  on  an  anatomical  subject  which  is  of  great  im- 
portance to  the  ear  specialist  and  is  valuable  because  based  on  dis- 
sections of  the  temporal  bone  which  show  the  great  motor  nerve  of 
the  face  from  various  aspects  and  especially  its  relation  to  the  cavity 
in  the  bone  which  would  be  made  in  this  operation. 


Figure  A. 

External  surface  of  portion  of  the  right  temporal  bone,  showing,  from  right  to  left,  the  glenoid  fossa, 
bounded  above  by  the  zygomatic  process  (posterior  root) ,  the  styloid  process  being  well  marked  below. 

The  vertical  plate  of  bone,  which  divides  the  glenoid  cavity  from  the  cavity  just  behind,  is  the  anterior 
wall  of  the  meatus. 

The  floor  of  the  meatus  is  marked  by  a  deep  cutting  made  to  expose  the  nerve  from  the  floor  of  the 
tympanum  to  the  stylo-mastoid  foramen. 

Above  is  seen  the  inner  wall  of  the  tympanum  with  the  first  part  of  the  nerve  just  passing  over  the 
foramen  ovale. 

The  large  cavity,  most  posterior,  shows  on  its  inner  wall  the  opened  antrum  (marked  out  in  white 
paint),  continuous,  in  front,  with  the  tympanum. 

Between  these  two  cavities  is  seen  the  ridge  of  bone,  the  external  semicircular  canal. 


The  importance  of  the  triangle  of  MacEwan  as  a  guide  to  the 
position  of  the  mastoid  antrum  may  be  gathered  from  a  study  of 
the  stereoscopic  plates  which  illustrate  the  paper  and  also  the  state- 
ment quoted  from  MacEwan's  writings  that  out  of  450  temporal 
bones  examined  this  triangle  was  definitely  shown  in  no  less  than 
426  and  of  the  remaining  24  it  was  recognizable  in  22. 
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Figure  B. 

Vertical  section  through  the  long  axis  of  the  external  auditory  canal  of  the  left  temporal  bone,  showing, 
from  right  to  left,  the  mastoid  process;  MacEwan's  triangle;  the  posterior  wall  of  the  canal;  the 
tympanic  cavity,  with  opening  into  antrum  above;  the  nerve  exposed  in  its  whole  course,  from  the 
internal  wall  of  the  tympanum  to  the  stylo- mastoid  foramen,  and  the  first  and  second  turns  of  the  cochlea 
(in  section). 


Attention  is  directed  to  the  probable  value  of  the  ridge  of  bone 
which  marks  the  position  of  the  external  semi-circulaf  canal  as  a 
guide  to  the  position  of  the  nerve. 
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Figure  C. 
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A  section  in  a  similar  direction  to  Fig.  B,  but  made  further  forward,  which  shows  the  floor  of  the 
meatus,  and  shows  also  the  promontory  uncut  (the  first  turn  of  the  cochlea). 

The  excavation  is  such  as  might  be  made  in  this  operation.  The  nerve  is  exposed  in  its  canal.  The 
ridge  of  the  external  semicircular  canal  is  seen  above,  and  external  to  it,  between  the  operation  cavity 
behind  and  the  tympanum  in  front. 

The  chorda  tympani  nerve  is  seen,  cut  short  as  a  short  white  rod,  emerging  from  the  bone  at  the 
jKJSterior  part  of  the  tympanum. 
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This  ridge  of  dense  bone  which  is  found  on  the  floor  of  the  pass- 
age leading  from  the  tympanic  to  ?l!h¥  antral  cavity  is  well  seen  in 
the  specimens  having  the  bone  in  close  relation. 


Figure  D. 

A  vertical  cut  through  the  mastoid  process  and  long  axis  of  the  right  petrous  temporal.  From  left  to 
right— the  mastoid  process,  with  an  excavation  which  opens  on  its  inner  wall  into  the  sigmoid  sinus. 

The  antral  cavity,  an  olivary  shaped  depression,  continuous  forward  over  a  ridge  of  dense  bone  (the 
external  semicircular  canal)  and  the  facial  nerve,  with  the  tympanum.  The  nerve  exposed  in  its  whole 
course. 

The  inner  tytnpanic  wall  with  the  promontory  pointing  backwards,  having  the  foramen  ovale  above 
and  the  foramen  rotundum  below. 

A  depression  on  the  upper  border  for  the  Gasserian  ganglion  and  the  carotid  canal  in  its  whole  length. 

The  interest  of  the  paper  lies  in  the  illustrations  which  are  stereo- 
scopic and  demonstrate  in  a  remarkably  realistic  way  the  diflferent 
relative  positions  of  the  nerve  and  the  surrounding  structures. 


Figure  E. 

Vertical  section  of  the  left  temporal  bone,  the  cut  passing  through  the  long  axis  of  the  external  meatus, 
across  the  tpmpanic  cavity,  and  through  the  long  axis  of  the  internal  auditory  meatus. 

MacEwan's  triangle  is  only  faintly  seen.  The  attic  is  well  seen,  extending  outwards  over  the  roof  of 
the  meatus. 

'ITie  stylo-mastoid  foramen  is  cut  obliquely.  The  first  and  second  parts  of  the  facial  are  shown  in  the 
opened  canal,  and  the  chorda  tympani  is  seen  coming  forwards  into  the  tympanum. 

(These  illustrations  may  be  detached  and  placed  on  the  rack  of  an  ordinary  stereoscope,  when  the 
relationship  of  the  various  structures  will  be  more  clearly  seen  and  appreciated.  As  the  width  of  the 
printed  page  of  The  Laryngoscope  is  less  than  the  focal  width  of  the  stereoscope,  the  duplicate  illus- 
trations may  be  cut  and  mounted  on  cardboard  to  fit.) 
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(Original  communications  are  received  with  the  understanding \ 
that  they  are  contributed  exclusively  to  The  Laryngoscope./ 


THE  PRINCIPLES  OF  RHINOLOQIC  PRACTICE.* 

BY  EDWIN   PYNCHON,   M.D.,   CHICAGO. 
Professor  of  Rhino- Laryngology  and  Otology,  Chicago  Eye,  Ear,  Nose  and  Throat  College. 

Among  the  textbooks  which  the  medical  student  possessed  a  third 
of  a  century  ago  was  William's  Principles  of  Medicine.  In  latter- 
day  medicine  the  principles  of  practice  are  not  in  evidence  as  an 
independent  proposition,  but  are  embodied  in  the  broader  field  of 
practice  itself.  Notwithstanding  this  present-day  custom,  the  former 
plan  appeals  to  the  reason  as  being  both  rational  and  wise.  With 
this  line  of  reasoning  I  have  thought  it  might  be  instructive  to  give 
some  attention  to  the  Principles  of  Rhinologic  Practice. 

In  a  general  way,  it  may  be  said  that  idealism  is  the  goal  aimed 
at  in  the  practice  of  medicine.  Surgeons,  in  all  departments  of  prac- 
tice, aim  to  get  the  diseased  or  deformed  part  in  such  condition  that 
it  will  physically  conform  as  nearly  as  practical  to  the  normal.  Every 
effort  of  the  dentist  is  to  get  the  dental  arch,  and  each  of  its  individ- 
ual teeth,  and  their  surroundings,  to  conform  as  nearly  as  possible 
to  the  ideal  standard,  or  to  the  set  of  perfect  teeth  which  he  ever  has 
pictured  in  his  mind,  and  in  order  to  do  this  he  drills  away  decayed 
tissue  and  fills  the  cavity  preferably  with  gold,  so  the  ideal  form  is 
preserved ;  he  straightens  the  teeth  when  irregular,  and,  if  necessary, 
extracts  any  that  are  superfluous,  with  the  object  of  getting  the  arch 
to  conform  in  shape  to  the  ideal  standard;  and,  furthermore,  when 
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the  gums  are  diseased  he  appHes  treatment  thereto,  with  the  same 
general  object  in  view.  Later  on,  when  the  dental  loss  is  greater, 
he  resorts  to  crown  or  bridge  work,  and  eventually  to  artificial  den- 
tures, each  and  every  step  being  with  the  same  objec.  in  view,  viz. : 
That  the  resulting  work  shall  imitate  as  nearly  as  practical  the  per- 
fect teeth  of  ideality. 

The  emmetropic  eye  is  a  perfect  optical  production,  and  as  the  eye 
is  mated  the  pair  should  work  in  unison.  Lack  of  balance  or  parallel- 
ism, known  as  insufficiency,  or  intrinsic  optical  defect,  constitute  the 
causes  for  the  refractive  errors  which  contribute  so  largely  to  the 
financial  support  of  the  ophthalmologist.  In  his  work  of  correcting 
these  errors,  largely  by  the  aid  of  lenses,  his  aim  is  to  neutralize  the 
optical  defects  and  cause  the  eyes  as  nearly  as  possible  to  stimulate 
the  emmetropic  standards  of  perfection.  Similar  examples  could  be 
cited  in  other  fields  of  medical  practice. 

In  the  same  way,  the  writer  is  an  advocate  of  idealism  in  rhinologic 
practice,  and  as  structural  deformity  of  some  kind  will  be  found  pres- 
ent in  the  noses  of  all,  or  nearly  all,  who  apply  for  relief  from  nasal 
troubles,  the  rhinologist  will  do  his  patients  the  greatest  amount  of 
good  by  taking  such  steps  as  will  cause  the  nasal  passages  to  resume 
the  conformation  and  patency  of  the  ideal  standard.  By  this  state- 
ment is  not  advised  an  invariable  and  wild  rush  to  surgical  steps,  but 
there  is  contemplated  the  employment  of  all  topical,  systemic  or 
hygienic  means  which  will  singly  or  jointly  contribute  to  this  end, 
remembering  that  improvement  of  the  general  health  always  affects 
favorably  the  conditions  of  local  parts. 

As  a  preliminary  step,  in  order  to  follow  the  principle  of  practice 
outlined,  it  becomes  essential  for  the  rhinologist  to  decide  the  ques- 
tion as  to  what  constitutes  an  ideal  or  perfect  nose.  It  is  quite  evi- 
dent, from  the  varying  methods  of  treatment  recommended  by  differ- 
ent authors,  that  there  is  not  an  unanimity  of  opinion  as  to  this  mat- 
ter, or  else  its  consideration  is  neglected.  Until  this  moot  matter  is 
settled,  so  the  perfect  nose  is  an  accepted  fact,  the  sarrie  as  is  the 
perfect  set  of  teeth  wdth  the  dentist,  or  the  emmetropic  eye  with  the 
ophthalmologist,  the  rhinologist  will  be  at  sea,  as  the  mariner  without 
a  compass.  On  the  other  hand,  wath  this  question  settled,  rhinologic 
practice  will  be  elevated  from  the  plane  of  empiricism  to  that  of 
scientific  exactness. 

The  writer  has  for  a  long  while  had  his  idea  of  the  perfect  nose, 
and  has  in  a  previous  paper,  written  several  years  ago,  outlined  his 
understanding  thereof,^  hence  liberal  extracts  will  be  made  from  this 
alluded  to  paper,   as   the  observations   of   recent   }ears  have  but 
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slightly  modified  the  original  proposition.  In  the  ideal  nose  the 
septum  is  practically  plane,  and  vertically  divides  the  organ  in  two 
passages  of  equal  calibre,  which  passages  have  jointly  a  sufficient 
capacity  to  at  all  times  easily  supply  the  requirements  of  nasal 
respiration. 

While  the  septal  wall  is  plane,  the  outer  wall  in  either  nostril  car- 
ries three  turbinals  or  scrolls,  which  are  practically  horizontal  when 
the  patient  is  upright,  and  which,  by  their  tortuous  convolutions,  add 
materially  to  the  area  of  mucous  membrane  lining  tha  passages.  The 
openings  to  these  passages,  both  anterior  and  posterior,  being  less  in 
area  than  is  a  cross-section  at  any  intermediate  point,  a  slight  ob- 
struction near  either  end  will  often  cause  more  annoyance  or  stop- 
page than  will  even  a  larger  growth  when  located  elsewhere  in  the 
passage,  and,  more  particularly  when  at  the  anterior  end,  owing 
to  the  mobility  of  the  alse  nasi,  by  impeding  inspiration  will  tend 
to  induce  alternate  rarefaction  and  condensation  of  air  in  the  post- 
nasal space,  which  is  probably  an  etiologic  factor  in  the  pro- 
duction of  posterior  white  hypertrophies  of  either  the  turbinals 
or  upon  the  vomer,  as  well  as  a  recognized  cause  of  tubal  con- 
gestion. In  fact,  aspiration  has  much  to  do  with  the  causation  of 
anterior  turbinal  intumescence.  A  feature  of  particular  and  vital 
importance  possessed  by  a  normal  nose  is  that  no  two  opposing  sur- 
faces therein  ever  touch,  hence  the  ventilation  in  all  parts  thereof  is 
always  free.  With  these  physical  qualifications  as  outlined,  the 
drainage  will  also  at  all  times  be  perfect. 

While  the  septal  wall  of  the  nasal  passage  in  an  ideal  nose  is 
practically  a  straight  line,  which  it  will  be  remembered  is  a  character- 
istic of  a  perfect  highway,  built  in  conformity  with  the  geometric 
principle  that  a  straight  line  is  the  shortest  distance  between  two 
points,  still,  as  with  the  highway,  which  is  serviceable  even  though 
it  possess  moderate  grades  and  gentle  curves,  so  long  as  its  surface  is 
of  sufficient  width  to  meet  the  demands  of  its  traffic,  so  with  the 
nose,  for  whenever  its  calibre  at  all  points  is  sufficient,  it  will  meet 
the  demands  of  respiration,  even  though  the  septal  line  be  not 
'Straight,  so  long  as  the  prominences  are  not  abrupt,  nor  too  great, 
and  so  long  as  opposing  surfaces  do  not  touch,  and  thus  impair  its 
essential  features  of  ventilation  and  drainage.  There  is  thus  addi- 
tionally given  proper  vocal  resonance,  for  the  free  and  unobstructed 
nose  may  be  regarded  as  the  sounding-board  of  the  voice. 

Ample  "breathway"  has  been  regarded  as  the  chief  requirement 
by  many  rhinologic  writers.  It  is  apparent  that  more  than  this  is 
required,  for  excessive  space  at  one  portion  of  the  passage  does  not 
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atone  for  a  stenosis  at  another  point.  The  essential  requirement  is 
that  the  circulating  air  can  penetrate  all  portions  of  the  nasal  fossae 
and  at  all  times.  The  turbinals,  through  congestion,  become  more  or 
less  distended  and  require  sufficient  space  in  which  to  attain  their 
maximum  size,  but  should  never  at  such  time  touch  either  each  other 
or  any  opposing  surface.  The  inferior  turbinal,  being  the  most 
erectile,  requires  the  greatest  amount  of  surrounding  space.  When 
most  reduced  in  size,  as  when  the  patient  is  in  a  warm  room,  or  in  the 
examiner's  office,  there  should  be  about  it  a  space  of  from  one-eighth 
to  one-quarter  inch,  and,  as  the  anterior  end  thereof  is  the  most 
erectile,  it  is  at  this  end  where  the  greatest  space  is  required.  Be- 
tween the  middle  turbinal  and  the  septum,  as  seen  by  anterior  rhino- 
scopy, there  should  be  a  space  ranging  from  one-twentieth  to  one- 
twelfth  inch,  for  the  variation  at  different  times  in  the  size  of  this 
body  is  slight  as  compared  with  the  inferior  turbinal. 

Under  the  stimulus  of  either  cold,  dust  or  irritating  vapors,  the 
turbinals  become  more  or  less  distended,  so  as  to  diminish  the  lumen 
of  the  nasal  passages,  and  thus  cause  the  inspired  air  to  pass  through 
in  a  thinner  column,  whereby  it  is  the  better  warmed.  Simultaneous 
with  the  swelling  of  the  turbinals,  the  nasal  secretion  is  increased  in 
quantity,  so  as  to  better  humidify  the  air,  and  also  attract  the  dust 
or  cause  its  precipitation.  Furthermore,  the  evaporation  of  this 
secretion  is  more  rapid,  owing  to  the  increased  rapidity  of  the  air 
current  through  the  diminution  of  the  calibre  of  the  passages  from 
the  swelling  previously  alluded  to.^ 

It  has  been  noted  that  the  septum  should  be  practically  plane. 
Any  material  variation  therefrom  produces  in  one  nostril  or  the 
other  points  of  prominence  against  which  the  inspired  air  strikes 
with  more  force  than  when  the  surface  is  plane.  As  a  result,  the 
mucous  membrane  at  such  points  is  chronically  irritated,  and  often 
dry,  and  invariably  shows  irritation  by  an  increased  redness.  The 
further  forward,  or  more  abrupt,  these  prominences  are,  the  more 
annoyance  produced  thereby.  In  the  normal  nose,  the  mucous  mem- 
brane should  at  all  times  have  a  pink  color,  much  like  the  roof  of  the 
mouth,  and  there  should  be  no  points  of  excessive  redness,  or  loca- 
tions which  appear  dry,  or  seem  to  invite  the  retention  of  visible 
secretion. 

Septal  prominences  deviate  the  inspired  air  from  the  course  it 
should  take,  and  also  encroach  upon  the  space  about  the  turbinals  so 
as  to  interfere  with  their  physiologic  congestion  and  thus  cause  res- 
piratory insufficiency.  In  this  way  a  touching  or  even  pressure  may 
be  produced  when  such  congestion  occurs.     A  septum  abnormally 
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thick,  and  yet  plane,  may  in  the  same  way  diminish  the  caHbre  of  the 
passages,  so  as  to  cause  nasal  occlusion.  The  congenitally  narrow 
nose  is  the  most  unsatisfactory  of  all  to  treat. 

Abnormalities  of  the  nasal  septum  are,  in  adults,  the  most  common 
causes  of  na-sal  obstruction,  and  their  correction,  when  feasible,  is  to 
be  always  preferred,  instead  of  making  destructive  attacks  upon  the 
vital  turbinals.  Very  slight  prominences,  when  well  forward,  which 
would  seem  to  be  absolutely  harmless  when  turbinal  congestion  has 
subsided,  and  when  the  opening  to  the  nostril  is  distended  by  the  use 
of  a  speculum,  are  frequently  the  cause  of  chronic  irritation,  as  has 
been  often  proved  by  the  beneficial  results  following  their  destruc- 
tion.- Perforations  of  the  septum  are  another  source  of  annoyance, 
and  are  generally  well  forward  in  the  cartilaginous  portion  thereof, 
and  are  not  specific  in  character,  but  have  been  caused  by  picking  the 
nose  when  a  deflection  exists.  After  the  perforation  is  produced,  its 
chief  annoyance,  when  well  forward,  comes  from  marginal  dryness 
or  scabbing,  and  is  principally  due  to  a  prominence  upon  or  thick- 
ening of  the  septum  close  by,  which,  when  destroyed,  so  there 
remains  only  a  perforation  in  a  plane  septum,  it  will  be  fomid  to  give 
but  slight  annoyance. 

Next  in  importance  to  septal  deformity  as  a  cause  of  nasal  symp- 
toms may  be  mentioned  hypertrophy  of  the  anterior  end  of  the  mid- 
dle turbinal,  so  it  impinges  against  the  septum,  causing  either  simple 
contact,  or  contact  with  pressure,  and  which  alone,  or  in  combina- 
tion with  septal  prominences,^  *  occludes  the  attic  of  the  nostril,  and 
by  impairing  its  ventilation  induces  catarrhal  sinusitis,  which  through 
neglect  may  in  time  become  empyemic,  and  which  is  the  great  cause 
of  post-nasal  catarrh.  When  pressure  occurs  in  this  region  of  the 
nose,  various  reflex  symptoms  may  become  manifest.^  The  enlarged 
middle  turbinal  may  also  extend  downward,  and  thus  press  against 
the  inferior  turbinal,  so  as  to  occlude  the  middle  meatus,  thereby 
affecting  the  sinuses  connected  therewith.  Cobb*^  has  called  atten- 
tion to  this  fact,  and  that  the  under  scroll  of  the  middle  turbinal 
may  be  so  large  as  to  not  only  press  against  the  inferior  turbinal, 
but  also  form  a  gutter,  which  conducts  the  discharges  from  the 
antrum  of  Highmore,  the  anterior  ethmoid  cells  or  the  frontal  sinus, 
so  as  to  reach  the  naso-pharynx  and  appear  as  a  posr-nasal  catarrh. 
In  such  case  there  is  no  discharge  visible  by  anterior  rhinoscopy. 

It  is  now  known  that  the  course  of  the  air  current  during  respira- 
tion is  largely  through  the  upper  part  of  the  nose.'^  ®  The  horizontal 
plane  of  the  anterior  openings  to  the  nose,  as  well  as  the  curve  of  the 
pharyngeal  vault,  both  contribute  to  this  end.  In  its  passage  through 
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the  upper  part  of  the  nose,  owing  to  the  greater  narrowness  of  the 
passages  therein,  it  is  forced  to  pass  in  a  thinner  stream,  and  is  there- 
fore the  better  warmed.  Furthermore,  the  diminution  in  the  volume 
thereof  tends  to  increase  its  speed,  the  same  as  the  slow  current  of  a 
broad  -stream  increases  in  velocity  when  passing  through  a  narrow 
gorge.  A  patient  with  attic  occlusion  will  often  complain  of  a  sen- 
sation of  inability  to  breathe  through  the  nostril,  even  though  the 
lower  portion  thereof  appears  free.  As  the  openings  to  the  acces- 
sory sinuses  are  all  located  in  what  may  be  called  the  attic  of  the 
nose,*  and  as  these  sinuses  are  each  ventilated  through  a  single  open- 
ing, such  ventilation  is  best  secured  by  the  to-and-fro  motion  of  a 
more  rapid  air  current,  which  is  happily  attained  in  the  way  pre- 
viously outlined. 

Another  disadvantage  of  attic  occlusion  is  that  all  the  inspired  air 
is  forced  through  the  lower  portion  of  the  nose,  which  thus  tends, 
through  excessive  stimulation,  to  induce  congestion,  and,  in  time, 
hypertrophy  of  the  inferior  turbinal,  hence  the  importance  of  correct- 
ing attic  stenosis.  In  fact,  if  atrophy  is  to  be  regarded  as  a  degener- 
ative successor  to  hypertrophy,  then  attic  occlusion  may  be  regarded 
as  one  of  the  etiologic  features  in  the  production  of  atrophic  rhinitis. 

During  nasal  respiration,  as  has  been  previously  noted,  the  inspired 
air  becomes  warmed,  humidified  and  freed  from  impurities,  and  the 
nearer  perfect  the  nose  is,  the  better  are  these  functions  performed. 
It  has  been  assumed,  owing  to  its  increased  power  to  become  con- 
gested, that  there  is  thrown  out  from  the  inferior  turbinals  the  greater 
part  of  the  nasal  serum  which  renders  humid  the  inspired  air.  In  its 
passage  through  the  middle  meatus,  the  air  current  absorbs  moisture 
from  the  upper  surface  of  the  inferior  turbinal.  It  is,  furthermore, 
quite  probable  that  the  sinuses  contribute  their  quota  of  moisture, 
which  is  evaporated  by  the  passing  air  current,  so  as  to  increase  its 
humidity. 

Among  the  defects  of  the  nose  commonly  observed,  occlusion  may 
be  considered  of  the  most  importance,  and  varies  from  being  com- 
plete to  being  so  slight  that  the  patient  is  not  conscious  thereof. 
Frequently  "the  two  nares  are  unequal  in  size,  one  being  stenosed. 
In  such  case  the  other  is  compelled  to  do  the  greater  part  of  the  work, 
and  may  thus  be  so  overworked  that  it  cannot  properly  fulfill  its 
physiologic  functions.  While  secreting  only  enough  nasal  fluid  to 
properly  humidify  one-half  of  the  air  inspired,  it  is  giving  entrance 
to  much  more  than  half  of  the  air  required;  hence  this  air  is  not 
sufficiently  humidified  and,  as  it  enters  in  too  large  a  column,  it  is 
likewise  not  so  well  warmed.     Furthermore,  the  volume  of  air  enter- 
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ing  the  more  roomy  nostril  tends  to  dry  the  mucous  membrane  therein 
to  an  abnormal  degree  and  is  harmful;  therefore,  it  is  as  essential 
that  the  normal  nostril  shall  not  be  too  roomy  as  that  it  shall  have 
adequate  patency.^  A  stenosis  of  one  nostril  will  frequently  cause 
hyperemia  of  the  other  nostril,  even  though  it  be  free  from  struc- 
tural defect,  and  contact  in  either  nostril  generally  means  contact  at 
some  point  in  the  other  nostril,  hence  alternating  stenosis  is  fre- 
quently noted,"  as  well  as  a  periodic  susceptibility  to  attacks  of  acute 
coryza. 

One  of  the  most  important  of  the  nasal  defects  is  the  condition 
wherein  a  partial  stoppage  of  either  one  or  both  nostrils  exists,  though 
the  same  is  unrecognised  by  the  patient,  and  any  or  all  reflex  symp- 
toms or  troubles  present,  and  due  thereto,  are  attributed  to  other 
causes.  In  this  condition,  there  is  a  touching  of  opposing  surfaces 
at  one  or  more  points,  and  at  the  same  time  a  compensatory  increase 
of  size  elsewhere.  In  such  case,  upon  inquiry,  it  is  learned  that  cer- 
tain reflex  or  secondary  symptoms  are  complained  of,  which  the  ex- 
perienced rhinologist  will  at  once,  and  correctly,  attribute  to  the 
defective  nose. 

Next  in  importance  to  occlusion,  and  largely  secondary  thereto, 
owing  to  impaired  ventilation  and  drainage,  we  have  excessive  or 
abnormal  nasal  secretion.  Nasal  obstruction,  particularly  when  con- 
tact of  opposing  surfaces  exists,  interferes  with  the  normal  evapora- 
tion of  the  nasal  muco-serum,  which  is  normally  secreted  by  the  nose 
to  the  amount,  approximately,  of  one  pint  a  day.  When  evaporation 
is  interfered  with,  or  prevented,  the  retained  secretion  becomes  more 
or  less  inspissated,  and,  through  retention,  is  irritating  to  the  mucous 
membrane  at  that  point,  causing  further  secretion  therefrom  to  be 
abnormal  and  thickened,  so  it  cannot  be  easily  evaporated,  as  is  the 
case  with  the  normal  nasal  serum.  As  a  result  of  long-continued 
irritation,  tissues  in  the  nose,  particularly  of  the  turbinals,  may  be- 
come chronically  relaxed  and  baggy,  so  as  not  to  contract  under 
cocaine,  being  a  true  hypertrophy  or  degeneration,  and,  as  such,  give 
out  increased  and  abnormal  secretion,  and  must,  therefore,  be  surgi- 
cally attacked.  The  systemic  effects  upon  both  the  pulmonary  and 
gastro-intestinal  tracts  from  the  descent  of  catarrhal  secretions  are 
only  too  well  known.® 

As  the  tenor  of  this  paper  is  to  emphasize  the  fact  that  structural 
deformity  is  almost  invariably  present  in  diseased  conditions  of  the 
upper  air  passages,  it  is  an  easy  step  to  infer  that  the  chief  indica- 
tion is  to  cause  the  several  parts  to  assume  as  nearly  as  practical  the 
contour  and  character  of  the  ideal  standard,  which  implies  the  re- 
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moval  of  all  obstructive,  redundant  or  pathologic  tissues,  the  correc- 
tion of  deformities,  and,  in  the  nose,  to  secure  appropriate  space 
between  all  opposing  surfaces.  Of  course,  each  case  is  a  rule  unto 
itself,  and  hence  practicability  must  be  the  guide.  When  this  much 
is  done,  it  will  be  found  that  Nature  will  do  the  rest,  in  a  great 
majority  of  all  cases  presenting  themselves  for  treatment. 

Preceding  the  surgical  work,  certain  preliminary  steps  should  be 
taken.  The  specialist  should  not  blind  himself  to  mal-conditions 
outside  of  his  particular  field,  hence,  if  there  be  a  call  for  systemic 
medication,  it  should  be  administered.  Attention  should  also  be 
given  to  the  patient's  hygienic  surroundings  and  habits  of  life.  As 
cleanliness  is  the  keynote  of  modern  surgical  practice,  the  nasal 
toilette  should  be  well  looked  after,  which,  in  the  writer's  experience, 
is  best  accomplished  by  the  hourly  sniffing  of  a  bland  alkaline  solu- 
tion of  the  same  specific  gravity  as  the  nasal  serum,  which  is  1015°, 
and  according  to  an  exact  method  elsewhere  described/*^  ^^  which  can 
be  followed,  unless  marked  occlusion  exists.  This  alkaline  solution 
is  regarded  simply  as  a  cleansing  agent — a  suitable  soap  for  the 
mucous  membrane  of  the  nasal  passages — and  contributes  only  in 
this  way  toward  a  cure,  and  its  hourly  employment  is  in  line  with 
the  known  efficacy  of  the  small  dose,  frequently  repeated.  In  case 
of  atrophic  rhinitis,  the  sniffing  medicine  will  have  to  be  supple- 
mented for  a  while  with  the  use  of  a  tepid  nasal  douche,  twice  or 
thrice  daily. 

The  occasional  use  of  a  suitable  pocket  inhaler^^  will  also  assist,  as 
vapors  more  readily  penetrate  the  higher  and  narrower  recesses. 
The  systematic  use  of  this  home  treatment  advised,  in  addition  to  a 
few  office  treatments  with  sprays  and  pigments,  will  in  a  week  or  ten 
days'  time  prepare  the  nose  for  operative  steps,  and  will  often  cause 
the  subsidence  of  points  of  intumescence,  which  at  the  time  of  the 
first  examination  seemed  to  require  operative  attacks.  The  use  of 
the  alkaline  sniffing  medicine  is  to  be  kept  up  during  the  entire 
course  of  treatment,  and  is  as  efficient  in  keeping  the  parts  clean 
after  operations  as  it  is  in  the  preliminary  preparation. 

A  word  must  also  be  given  to  the  question  of  blowing  the  nose, 
which,  when  correctly  done,  is  one  of  the  most  efficient  methods  of 
cleansing.  Use  of  the  handkerchief  is  undeniably  more  esthetic,  and 
will  do  as  a  makeshift  at  times,  but,  for  thorough  cleansing,  the 
nose  should  be  blown  without  the  use  of  a  handkerchief,  and  at  first 
with  both  nostrils  open,  a  short  vigorous  expulsive  blow  being 
given,  and,  if  necessary,  repeated  two  or  three  times,  the  patient 
meantime  stooping  forward  over  a  wash-basin  or  sink,  with  head 
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thrown  well  back.  After  this  the  head  should  be  inclined  forward 
and  each  nostril  blown  alternately  by  closing  the  opposite  one,  in  the 
usual  manner,  only  much  less  force  must  be  employed  than  when 
both  nostrils  were  open.  In  this  way  there  is  no  danger  of  injuring 
the  ears  if  the  nostrils  are  not  too  much  occluded,  and  the  great 
advantage  lies  in  the  fact  that  by  this  method  air  is  made  to  pass 
so  quickly  by  the  openings  of  the  sinuses  that  if  there  be  catarrhal 
secretion  therein,  which  is  so  often  the  case,  it  will  thus  be  drawn  out 
and  expelled.  This  method  of  blowing  the  nose  may  be  practiced 
two  or  three  times  a  day,  and  will  generally  insure  a  free  nose  for 
several  hours,  or  one  which  can  be  easily  cared  for  by  the  hand- 
kerchief. 

During  office  treatments,  compressed  air,  either  plain  or  in  the 
form  of  a  nebula,  properly  directed  through  a  long,  slender  and 
slightly  curved  tip,  particularly  after  a  partial  removal  of  the  mid- 
dle turbinal,  will  often  prove  more  efficient  in  cleansing  an  empyemic 
sinus  than  will  an  aqueous  injection.  Recent  experience  with  heated 
air  has  given  promise  of  its  great  value  in  all  cases  wherein  either 
hyperemia  or  excessive  secretion  is  observed.  An  advantage  in  the 
practice  of  Politzerization,  derived  from  the  air  douche,  is  its  cleans- 
ing effect  upon  the  nasal  passages,  and  w^hen,  at  the  ?ame  time,  both 
external  auditory  canals  are  tightly  closed,  a  nebula  may  be  easily 
driven  into  the  sinuses,  thereby  giving  magical  relief  from  the  op- 
pressive headache,  due  to  sinus  occlusion,  which  often  accompanies 
acute  coryza. 

After  intranasal  operations  wherein  the  deeper  structures  are 
wounded,  I  have  found,  in  addition  to  the  home  treatment,  that  a 
one  per  cent,  hot  carbolized  douche,  used  from  three  to  eight  times 
daily  for  a  few  days,  will  allay  the  inflammation,  and  reduce  the 
reaction  to  a  minimum. ^^  Latterly,  I  have  had  made  a  long  oval  tip, 
which  can  be  introduced  far  back  in  the  nostril,  whereby  the  effi- 
ciency of  the  douche  is  increased.  This  douche  can  even  be  em- 
ployed after  the  slighter  operations,  and  in  order  to  insure  its  correct 
use,  I  give  the  patient  a  printed  sheet  of  directions. 

At  all  times,  in  intra-nasal  surgery,  it  is  the  wisest  plan  to  do  but 
little  at  a  time,  and  allow  each  wound  to  be  well  on  the  road  toward 
recovery  before  the  next  operation  is  made,  particularly  when  in 
close  proximity  to  its  predecessor.  Aside  from  the  demands  of 
urgency  in  special  cases,  it  is  generally  wisest  to  first  operate  those 
defects  which  are  most  accessible,  as  anterior  septal  deformities  and 
tonsillar  or  post-nasal  abnormalities,  after  which  the  tolerance  of  the 
patient  is  increased,  so  suitable  attacks  can  be  made,  when  required, 
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Upon  occlusions  farther  in  and  higher  up,  in  order  to  insure  the  neces- 
sary freedom  in  attic  ventilation  and  drainage.  In  correcting  nasal 
defects,  it  is  generally  best  to  select  the  better  nostril  for  first  atten- 
tion, and  after  it  is  in  satisfactory  condition  it  will  serve  for  respira- 
tory purposes,  while  the  other  nostril  is  being  operated.  It  is, 
though,  necessary  that  all  obstructions  be  removed,  for  one  stone  left 
remaining  in  a  gutter  will  obstruct  it  nearly  as  much  as  when  there 
were  several ;  or,  again,  as  a  further  comparison,  if  a  leaky  roof  be 
repaired  in  all  but  one  spot,  the  leak  at  this  point  may  cause  nearly  as 
much  annoyance  as  did  the  several  leaks  before. 

In  the  way  of  surgical  work,  the  obliteration  of  slight  prominences 
of  the  nasal  septum  is  often  as  essential  as  is  the  correction  of  the 
grosser  defects.^  The  explanation  is  that,  in  case  of  the  latter,  com- 
pensatory defects  are  in  time  created,  while  the  slighter  deformities 
only  cause  chronic  irritation,  which  may  be  of  many  years'  duration. 
When  operating  a  large  ridge,  there  is  often  less  annoyance  in  remov- 
ing one-half  thereof  at  the  first  sitting,  and  the  remainder  two  or 
three  weeks  thereafter.  Thus,  in  some  cases,  after  removing  the 
lower  portion  of  a  ridge,  when  the  mucous  membrane  of  the  remain- 
ing portion  is  uninjured,  it  holds  away  the  opposing  turbinal  and 
helps  toward  quick  healing.  It  frequently  occurs  that  the  upper 
margin  of  a  ridge  is  soft  or  compressible.  If  so,  such  portion  had 
better  be  first  destroyed  with  the  electro-cautery,  when,  after  a  week's 
delay,  the  remainder  thereof,  being  bony  or  cartilaginous,  may  be 
removed  with  the  saw.  In  fact,  a  slight  incision  with  the  cautery 
point  may  be  made  both  below  and  above,  just  before  using  the  saw, 
and  will  materially  assist  toward  the  diminution  of  hemorrhage. 

Another  time,  when  the  operation  can  wisely  be  divided  in  two 
steps,  is  when  removing  the  excessive  tissue  upon  the  convex  side  of 
a  deflected  septum,  the  concavity  of  which  is  gently  curved.  During 
the  first  operation  the  saw  is  held  parallel  with  the  anterior  half  of 
the  concavity  in  the  opposite  nostril,  while  during  the  second  opera- 
tion the  opening  of  the  nose  is  so  pulled  away  from  the  septum  that 
the  saw  can  be  held  parallel  with  the  posterior  portion  of  the  con- 
cavity. In  order  to  know  more  exactly  the  thickness  of  the  parts 
being  operated,  a  septometer  should  be  used.^*  By  operating  as  sug- 
gested a  simple  deflection  will  remain  which  may  afterward  be  cor- 
rected by  an  Asch  or  Gleason  operation,  though,  when  the  con- 
cavity is  not  too  pronounced  it  will  often  be  found,  by  removing  the 
thickened  convexity,  as  described,  that  the  lumen  of  the  nostril  on 
that  side  is  increased  to  -such  a  degree  as  to  give  comfort  and  permit 
of  satisfactory  respiration. 
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Secondary  hemorrhage  is  liable  to  occur  after  the  more  extensive 
intra-nasal  wounds,  the  greatest  danger  being  within  the  first  twenty- 
four  hours.  By  the  introduction  of  a  Simpson-Bernays  tampon,  so 
it  will  cover  the  traumatic  area,  such  complication  may  be  averted. 
Before  its  introduction,  the  forward  end  and  sides  of  the  tampon 
should  be  smeared  with  vaseline,  and  after  it  is  properly  located  by 
aid  of  sight,  it  may  be  quickly  made  to  swell  by  the  use  of  an  aqueous 
spray.  It  should  be  removed  the  following  day,  and,  if  desired,  can 
be  gradually  removed  in  sections,  as  its.  several  layers  can  be  with- 
drawn one  after  the  other.  Personally,  I  use  the  tampon  only  in 
special  cases,  wherein  hemorrhage  is  particularly  feared,  and  prefer 
generally  to  depend  upon  the  hot  carbolized  douche,  which  tends 
to  prevent  bleeding. 

After  intra-nasal  wounds  involving  the  harder  structures,  as  of  the 
septum,  smooth  healing  is  materially  advanced  by  the  practice  of 
daily  massage  of  the  wound  until  healed,  at  first  gently,  though 
later,  as  the  soreness  subsides,  more  force  should  be  employed.  Mas- 
sage removes  exuberant  granulations  and  debris,  and  causes  the 
wound  to  heal  from  the  periphery  toward  the  center,  thus  gradually 
reducing  in  size  until  healed.-  Without  the  massage  there  may  be 
reformation  in  soft  tissue  of  a  growth  similar  in  form  and  size  to  the 
one  removed.  The  omission  of  such  after  treatment  explains  the 
recurrence,  after  removal  of  septal  ridges,  as  have  been  reported.^^ 
My  attention  was  first  called  to  the  value  of  massage  by  Rice,^^ 
who  advocated  its  use  in  the  treatment  of  chronic  septal  ulcers,  par- 
ticularly in  connection  with  atrophic  rhinitis.  As  chronic  ulcers  of 
the  septum  can  be  best  healed  in  this  way,  it  seemed  rational  to  em- 
ploy massage  in  the  treatment  of  intra-nasal  surgical  wounds. 

The  immediate  result  at  the  time  of  the  operation  will  generally 
indicate  what  permanent  result  may  be  expected,  thoi-igh  for  several 
days  thereafter,  owing  to  marginal  swelling,  the  appearance  of  the 
wound  is  unpromising.  Occasionally,  after  a  septal  operation,  there 
occurs  a  sufficient  swelling  of  the  base  at  the  operated  point,  so  a 
slight  secondary  operation  is  called  for  a  few  days  thereafter, 
whereby  such  base  may  be  more  thoroughly  removed.  In  the  pro- 
cess of  healing  under  massage,  there  are  destroyed  slight  points  of 
elevation,  and  at  the  same  time  by  stimulation  there  is  a  filling  up  of 
slight  depressions.  Lastly,  an  eventual  absorption  of  hyperplasia  in 
adjacent  prominences  follows,  though  the  maximum  result  may  be 
delayed  for  a  month  or  six  weeks,  after  the  healing  of  the  wound. 
By  this  method,  the  resulting  mucous  membrane  is  smooth  and  firm, 
and  appears  in  all  ways  like  the  normal. 
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The  electro-cautery  has  been  extensively  used  in  the  past  in  1;he 
treatment  of  nasal  occlusion,  and  principally  by  cauterization  of  the 
anterior  end  of  the  inferior  turbinal.  While  an  improvement  was 
for  a  time  thus  secured,  it  was  soon  followed  by  a  recurrence  of  the 
old  trouble.  The  explanation  is  that  the  turbinal  congestion  or 
intumescence  was  only  a  symptom,  and  the  result  of  irritation  from 
some  other  cause,  generally  some  deformity  of  the  septum,  and  often 
of  apparently  slight  importance,  though  still  sufficient  to  cause  and 
keep  up  irritation  of  the  opposing  turbinal.  When,  in  place  of  in- 
tumescence, there  is  genuine  hypertrophy  of  the  soft  tissues  of  the 
turbinal,  so  it  will  not  contract  under  cocaine,  then  a  thorough  cau- 
terization is  indicated,  so  as  to  remove  excessive  and  obstructive 
tissue  and  destroy  hypertrophied  glands  from  which  the  secretion  is 
excessive  and  abnormal. 

Should  the  bony  framework  of  the  turbinal  be  involved,  then  a 
sufficient  portion  thereof  should  be  surgically  removed,  in  order  to 
give  free  breathway  and  drainage.*  ^  ^^  ^^  The  reason  why  either 
the  ridge  upon  the  septum  or  the  turbinal  hypertrophy  should  be 
operated  is  chiefly  the  same ;  viz. :  To  improve  the  ventilation  and 
drainage  of  the  nose,  and  to  do  away  with  the  intermitting  touching 
of  opposing  surfaces,  and  a  nice  discrimination  as  to  where  the 
attack  -should  be  made,  when  both  turbinal  and  septum  are  at  fault, 
comes  from  increased  experience.  At  times,  turbinal  intumescence, 
with  tendency  to  hypertrophy,  can  best  be  overcome  by  the  use  for 
a  few  days  of  a  nasal  bougie.^^ 

In  conclusion,  it  may  be  added  that  the  ultimate  results  following 
a  course  of  intra-nasal  surgical  treatment  are  far  better  than  are  the 
immediate  results.  It  must  be  remembered  that  for  a  time  the  new 
tissue  formed  as  the  result  of  an  operation  is  delicate,  and  may, 
therefore,  be  compared  with  an  infant's  skin,  but  which,  as  time 
passes  by,  will  become  toughened  and  inured  to  climatic  changes,  so 
as  not  to  suffer  thereby,  and  thus  a  progressive  improvement  may  be 
expected  for  a  year,  or  even  longer,  after  the  treatment  has  been  dis- 
continued, though  such  improvement  may  be  intermitting  instead  of 
constant,  being  influenced  by  climatic  conditions  and  the  exposures 
which  the  patient  may  from  time  to  time  sustain. 

The  improvement  at  first  obtained  is  sometimes  not  fully  appre- 
ciated by  the  patient,  as  it  is  only  compared  with  the  condition  exist- 
ing before  the  treatment  was  begun,  though  it  may  be  said  that  at 
that  time  the  patient  was  at  a  Y  in  the  road,  and  drifting  away  from 
the  proper  course,  while  through  the  treatment  the  direction  has  been 
changed  to  the  right  course,  so  in  future  years  the  proper  comparison 
to  make  will  be  the  conditions  as  they  are,  not  only  with  what  they 
were,  but  with  what  they  might  have  become. 
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CONCLUSIONS. 

1.  In  the  normal  nose  the  nostrils  should  be  of  equal  calibre  and 
should  jointly  have  a  sufficient  capacity  to  at  all  times  supply  the 
requirements  of  easy  nasal  respiration. 

2.  In  the  ideal  nose  the  walls  of  the  septum  are  practically  plane, 
and  are  at  no  time  or  place  touched  by  the  tissues  of  the  outer  wall, 
in  either  passage,  and,  furthermore,  no  points  of  contact  ^ist  else- 
where therein,  so  as  to  interfere  with  either  ventilation  or  drainage, 
or  prevent  the  normal  evaporation  of  nasal  moisture. 

3.  While  in  an  ideal  nose  the  septum  is  vertical  and  nearly  plane, 
a  moderate  irregularity  thereof  will  not  impair  the  nasal  respiratory 
functions,  providing  there  are  no  points  of  contact  or  abrupt  eleva- 
tions therein,  and  the  lumen  at  all  points  is  sufficient. 

4.  Abnormal  redness  of  the  nasal  mucous  membrane  is  an  un- 
failing sign  of  irritation,  the  cause  of  which  is  generally  of  a  struc- 
tural nature,  and,  therefore,  amenable  to  surgical  treatment. 

5.  The  indications  for  operative  interference  depend  upon  both 
the  subjective  and  objective  symptoms.  A  noticeable  inadequacy 
of  either  nasal  passage,  the  presence  of  excessive  or  retained  secre- 
tions, or  an  abnormal  redness  of  the  mucous  membrane  at  any  point, 
are  all  evidences  of  abnormality,  which,  if  coupled  with  inconven- 
ience to  the  patient,  invite  corrective  attention. 

6.  In  the  treatment  of  chronic  hypertrophic  nasal  troubles,  the 
indication  is  to  remove  all  obstructive,  redundant  or  pathologic  tis- 
sues, and  at  all  times  the  chief  indication  is  to  cause  the  defective 
nose  to  conform  as  nearly  as  practical  to  the  contour  and  character 
of  the  ideal  standard. 
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DISCUSSION. 

Dr.  Barnhill,  Indianapolis,  Ind. : — Most  of  the  principles  laid  down 
by  the  doctor  I  would  be  quite  willing  to  accept.  I  rise  to  ask  a 
question  as  to  what  method  Dr.  Pynchon  has  used  in  determining  the 
distance  of  the  middle  turbinate  from  the  septum.  I  do  not  believe 
that  I  have  personally  seen  a  case  in  which  I  could  determine  this 
accurately,  and  it  has  seemed  to  me  that  there  must  be  at  times  a 
normal  condition  in  which  the  septum  does  lie  in  slight  contact  with 
the  middle  turbinate.  In  the  New  York  Rhinological  Society  there 
was  a  discussion  as  to  this,  and  at  that  time  some  of  the  best  men  of 
this  society  believed  that  there  was  some  normal  contact  between 
these  two  parts. 

Dr.  Pynchon  (closing  disscussion)  : — In  reply  to  Dr.  Barnhill, 
I  would  say  that  of  course  it  is  very  difficult  to  decide  accurately 
about  this  matter  of  the  middle  turbinal,  but  I  have  frequently  no- 
ticed in  patients  who  come  to  me  that  there  is  a  lack  of  proper  space 
and  when  I  have  secured  this  by  surgical  means  so  I  can  pass  a  small 
cotton  pledget  through  with  ease  from  front  to  rear,  it  allays  the 
symptoms  complained  of  to  a  marked  degree. 

While  I  have  talked  about  the  perfect  set  of  teeth  and  the  emme- 
tropic eye,  I  suppose  they  are  not  often  found.  It  is  the  same  with  the 
nose.  In  hay  fever  there  is  a  great  weakness  for  the  middle  turbinal 
being  too  close  to  the  septum. 


THE  PATHOLOGY  OF  ETHMOIDITIS  RECONSIDERED.* 

BY  EDWARD  WOAKES,   M.D.,   LONDON. 

Gentlemen :  In  response  to  your  President's  courteous  invitation 
to  send  a  short  paper  to  this  Congress,  I  propose  to  place  before  you 
very  briefly  some  facts  in  connection  with  the  pathology  of  ethmoid- 
itis,  and  the  views  suggested  to  my  mind  by  their  contemplation. 
The  characteristics  to  which  I  refer  are  manifest  in  all  stages  of  the 
disease.  They  differ  entirely  from  the  phenomena  observed  when 
the  same  localities  are  attacked  by  simple  inflammation,  as  in  ordi- 
nary catarrh.  So  constant  and  destructive  are  these  peculiarities 
that  one  is  impressed  with  the  fact  that  there  is  in  this  disease  a 
specific  character — not  by  any  means  necessarily  of  a  syphilitic 
nature — but  something  stii  generis,  which  differentiates  it  from  all 
allied  diseases,  in  so  far  that  is,  as  the  pathology  of  the  latter  is  at 
present  interpreted. 

With  your  permission  I  propose  to  indicate  the  facts  which  seem 
to  justify  this  conclusion,  noting  them  in  each  stage  of  the  disease, 
as  they  successively  come  under  review.  In  the  first  stage  the  mor- 
bid changes  are  confined  to  the  mucous  membrane,  usually  that  of 
the  ethmoid  region  of  the  nose.  There  is  an  increase  in  the  sub- 
mucous fibrous  tissue  and  the  whole  is  permeated  by  small  celled 
infiltration.  Very  rarely  at  this  stage,  some  myxomatous  tissue  will 
be  in  evidence,  i.  e.,  an  area  exists  in  which  the  fibres  are  much  finer 
than  in  the  adjacent  new  tissue.  These  constitute  the  stroma  of  the 
polyps,  which  contains  a  transparent  mucoid  fluid.  It  is  just  these 
rare  forms  of  superficial  polypus  which  are  non-recurrent  after 
removal. 

From  our  present  point  of  view  a  more  important  feature  is  the 
behavior  of  the  newly  formed  fibrous  tissue  to  the  glands  and  blood 
sinuses  embedded  in  it.  Not  only  are  they  subject  to  compression  as 
might  reasonably  be  expected,  but  these  organs  are  practically  attack- 
ed and  assimilated  by  the  new  fibrous  growth.  The  process  may  occa- 
sionally be  seen  in  progress  under  the  microscope.  It  is  after  this 
wise.  At  a  given  point  of  contact  between  the  gland  or  sinus  and 
its  new  surroundings  there  is  seen  a  stream  of  small  cells  which  pass 
through  a  breach  in  the  boundary  wall  of  the  structure  attacked  and 


*  Read   at  the   Ninth   Annual   Meeting  of  the  American  Laryngological,  Rhinological  and  Oto« 
'ogical  Society,  Lexington,  Ky.,  April  30,  1903. 
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occupy  any  vacant  space  in  it.  These  cells  become  fibrillated  in 
continuity  with  the  adjacent  fibrous  elements  from  which  they  ap- 
pear to  proceed.  As  the  process  advances  the  entire  structure  is 
involved — the  gland  or  sinus  disappears  and  is  replaced  by  new 
fibrous  tissue. 

Here,  then,  we  encounter  the  first  display  of  the  destructive  and 
assimilative  faculty  with  which  the  newly  formed  fibrosis  is  en- 
dowed, and  which  seems  to  me  sufficiently  unique  to  justify  the 
term  specific  already  suggested  for  it.  Obviously  it  is  unnecessary 
to  consider  the  divergence  which  exists  between  the  role  of  events 
just  described,  and  that  which  characterizes  an  ordinary  inflamma- 
tory catarrh. 

Proceeding  to  the  second  stage,  we  are  able  to  trace  the  attack 
of  the  newly  developed  fibrous  elements  on  still  other  specialized 
organizations.  The  small  arteries  of  the  submucous  stratum  are 
invaded,  their  co^ts  thickened  so  that  their  lumen  becomes  occluded. 
Coincidently,  it  is  observed  that  myxoma  develops  from  within,  in- 
truding itself  between  the  trabeculse  of  the  spongy  bone,  causing 
considerable  expansion  of  the  mass.  At  the  same  time  the  bone 
itself  undergoes  intrinsic  absorption,  becoming  thinner — a  process 
which  appears  to  be  independent  of  the  advancing  fibrosis.  The 
way  in  which  the  latter  actually  attacks  the  bone  is  peculiarly  in- 
teresting, and  introduces  us  to  the  appearances  known  as  Howship's 
Lacunae.  A  little  depression  or  bay  is  observed  on  the  surface  of  a 
trabeculum  which  is  occupied  by  cells  of  varying  sizes,  the  largest 
situated  nearest  the  bone  being  called  osteoclasts,  with  the  fibrous 
tissue  following  behind  in  close  contiguity — recalling  in  fact  the 
features  described  when  a  blood  sinus  or  gland  is  the  subject  of 
attack.  As  the  bay  gets  deeper  the  fibres  advance  with  it,  and  when 
at  length  the  trabeculum  is  quite  perforated,  these  fibres  are  on  the 
spot  and  unite  with  those  on  the  opposite  side.  So  that  the  interval 
between  the  now  severed  bone  is  occupied  by  fibrous  tissue.  As  the 
latter  can  afford  no  nutriment  to  the  isolated  osseous  fragment, 
it  is  obviously  in  a  fair  way  to  become  necrosed. 

The  third  stage  is  occasionally  characterized  by  the  formation  of 
cysts  or  cavities  within  the  spongy  process.  These  have  an  interest 
of  their  own,  but  no  special  bearing  on  the  point  I  am  desirous  of 
emphasizing. 

The  fourth  stage  shows  the  changes  already  observed  in  their 
final  developments.  The  destruction  of  the  bone  in  the  implicated 
portions,  is  now  complete.  Sharp  rugged  spicules  project  from  the 
eroded  surface,  the  substance  of  which  consists  of  earthv  matter 
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only.  So  completely  has  the  invading  fibrosis  accomplished  its  dis- 
integrating work. 

It  is  specially  important  to  note  that  when  the  consummation 
above  described  is  complete,  indeed  usually  long  before  this  stage 
is  reached,  the  fibrosis  itself  tends  to  atrophy.  Often  in  fact, 
growth  and  wasting  characterize  the  development  of  fibrosis  in  all 
its  stages.  It  has  often  occurred  to  me  to  question  whether  myxoma 
is  not  itself  a  phase  in  the  degeneration  of  this  new  tissue.  As 
already  remarked,  it  may  be  met  with  in  any  stage  of  the  disease, 
though  not  frequently  during  the  first  of  these.  Whether  it  will 
assume  the  form  of,a  more  or  less  pedemculated  polypus  is  really  a 
question  of  time  and  space,  more  especially  the  latter. 

The  readiness  with  which  the  normal  structures  yield  to  the  ad- 
vancing fibrosis  varies  in  different  individuals.  While  it  is  rapidly 
progressive  in  some — the  ethmoid  cells,  the  maxillary  antrum,  the 
sphenoidal  and  frontal  sinuses,  becoming  the  arena  of  a  similar 
pathological  conflict — in  not  a  few  there  is  a  partial  arrest  of  its 
progress,  which  stops  short — as  regards  the  spongy  bone — at  the 
stage  of  intrinsic  absorption.  The  turbinal  process  is  now  repre- 
sented by  a  thin*  plate  of  bone  covered  by  an  attenuated  mucous 
membrane  having  a  glazed  and  somewhat  sticky  appearance.  Even 
in  such  cases  it  is  usual  to  find  isolated  areas  of  necrosis  either  in  the 
inner  wall  of  the  ethmoid,  or  its  cells.  This  condition  with  others 
cognate  to  it  is  extremely  persistent,  accompanying  its  possessor, 
not  without  much  inconvenience,  through  the  greater  part  of  a  long 
life.  At  this  point  the  question  naturally  occurs — what  is  it  that 
gives  to  the  newly  formed  fibrous  tissue  the  aggressive  and  assimila- 
tive capacities  exhibited  in  the  phenomena  just  briefly  sketched? 
The  answer  to  this  query  implies  that  of  a  much  larger  one,  viz. : 
What  is  fibrosis?  While  confessing  myself  quite  unable  to  solve 
either  of  these  problems,  I  anticipate  much  illumination  regarding 
them  should  you  deem  them  ^worthy  of  discussion  to-day. 

Something  might  be  gained  in  this  connection  if  it  could  be  ascer- 
tained whether  any  analogous  process  occurs  in  other  anatomical 
organs  of  the  body.  Whenever  this  question  occurs  to  me  there 
arises  a  mental  vision  of  certain  forms  of  kidney  disease.  I  refer 
to  the  so-called  large  white  kidney  with  its  associated  cysts,  recall- 
ing the  polyp  stage  of  ethmoiditis ;  and  later  on  the  small  contracted 
kidney  paralleling  the  atrophic  stage  of  nasal  fibrosis.  The  way  in 
which  the  typical  histological  elements  of  the  kidney  break  down 
and  disappear,  their  place  being  occupied  by  the  growing  fibrous 
elements  of  the  organ  ma^  perhaps  be  regarded  as  a  case  in  point. 
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I  am  aware,  however,  it  is  customary  to  describe  the  order  of  events 
as  observed  in  renal  disease  in  a  manner  the  reverse  of  that  which  is 
seen  to  be  the  sequence  in  ethmoidal  disease.  It  is  possible  that 
post-mortem  changes  may  account  for  this  divergence  of  view.  For 
while  the  specimens  of  nasal  fibrosis  which  exhibited  the  phenomena 
above  detailed  were  procured  from  the  living  subject,  the  pathologi- 
cal changes  in  kidney  disease  can  only  be  estimated  by  examinations 
conducted  usually  many  hours  after  death.  A  trite  illustration  of 
the  changes  due  to  post-mortem  influences  is  afforded  in  the  case 
of  a  larynx  which  shortly  before  death  has  afforded  visual  evidence 
of  acute  inflammation,  and  yet  post-mortem  will  present  a  perfectly 
normal  appearance.  But  to  return  to  our  subject.  Other  examples 
having  such  a  seeming  relationship,  will  doubtless  occur  to  you,  such 
as  disseminated  sclerosis  of  the  nerve  centres,  which  mutatis  mutan- 
dis, may  perhaps  be  regarded  as  possessing  analogous,  or  quasi 
analogous  relations  with  the  nasal  form  of  the  disease. 

Here  another  problem  obtrudes  itself,  which  may  be  formulated 
thus — Are  the  various  manifestations  of  fibrosis  in  whatever  organ 
they  may  be  located,  all  alike  due  to  the  pre-existence  of  a  constitu- 
tional diathesis — a  fibrous  or  sclerotic  diathesis — inherited  or  ac- 
quired, and  dormant  in  the  system  till  such  time  as  the  vital  energies 
of  the  part  can  no  longer  repress  its  local  development?  Obviously 
these  interrogatories  possess  an  interest  far  beyond  the  scope  of 
rhinology,  yet  it  is  in  this  department  of  medicine  that  their  solu- 
tion will  most  probably  be  found — for  it  is  in  it  that  the  phenomena 
of  fibrosis  can  be  most  profitably  studied.  Not  only  can  it  be  visu- 
ally inspected  in  all  stages  of  its  development,  but  specimens  may  be 
safely  removed  for  the  purpose  of  pathological  research,  thus  avoid- 
ing the  necessity  of  postponing  such  examination  till  the  changed 
conditions  implied  in  necroscopic  investigation  have  taken  place. 

In  conclusion.  Gentlemen,  I  would  bespeak  your  forbearance  for 
what  I  fear  is  but  a  crude  rendering  of  the  facts  and  suggestions 
comprised  in  the  foregoing  remarks. 
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THE  USE  AND  ABUSE  OF  THE  EUSTACHIAN  BOUGIE.* 

BY   M.   A.   GOLDSTEIN,   M.D.,   ST.   LOUIS. 

It  is  interesting  to  observe  that  the  Eustachian  bougie,  often 
looked  upon  as  one  of  the  modern  and  progressive  technical  pro- 
cedures in  the  treatment  of  chronic  non-suppurative  affections  of 
the  ear,  on  closer  investigation  proves  to  be  a  favorite  and  frequent 
method  employed  by  pioneer  otologists.  The  first  suggestions  for 
the  use  of  the  Eustachian  bougie  were  made  by  Saissy  as  early  as 
1860,  endorsed  a  few  years  later  by  Bonnafont,  and  especially  recom- 
mended by  Kramer  for  diagnostic  and  therapeutic  service  in  the 
early  '60s. 

A  classic  description  of  the  technique  and  value  of  the  Eustachian 
bougie  is  found  in  Kramer's  "Handbuch  der  Ohrenheilkaude," 
1867,  and  in  the  minutia  of  description  and  indications  of  its  use, 
this  chapter  would  do  credit  to  any  modern  presentation  of  the 
subject. 

Of  the  modern  and  most  persistent  and  consistent  advocates  of  the 
Eustachian  bougie,  Urbantschitsch  deserves  first  mention,  and  it  is 
especially  to  his  enthusiastic  support  and  liberal  employment  that 
this  technique  owes  its  present  popularity. 

It  is  interesting  to  trace  the  evolution  of  the  bougie  from  its 
earliest  advocate,  Saissy,  and  the  catgut  bougie  to  the  gold  electroly- 
tic bougie  as  used  by  Duel,  Phillips,  Pierce  and  others. 

Bonnafont  in  about  1865,  substituted  rubber  (caoutchouc)  for  cat- 
gut, claiming  greater  durability,  mobility,  shapeliness  and  cleanli- 
ness. As  used  by  Bonnafont,  the  bougie  was  introduced  and  guided 
through  the  Eustachian  canal  by  the  tactile  sense  alone;  there  were 
no  markings  on  the  distal  end  of  the  bougie  to  indicate  to  what 
extent  it  had  entered  the  tubal  canal,  and  the  calibre  of  the  bougie 
as  then  constructed  was  too  large  to  admit  of  its  passage  through  a 
moderately  constricted  Eustachian  tube. 

Kramer  as  early  as  1865  had  bougies  constructed  in  an  increasing 
scale  of  twelve  (12)  sizes,  of  black,  lacquered  rubber  and  conical 
tips.  Bougies  of  this  construction  found  favor  until  those  of  cellu- 
loid and  polished  whalebone  recently  came  into  use. 

In  this  summary,  mention  should  also  be  made  of  the  Eustachian 
bougie  of  Laminaria  digitata  which  also  had  its  period  of  popu- 
larity with  the  earlier  otologists ;  but  the  risk  of  breaking  this  bougie 
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in  situ  and  the  possibility  of  the  laminaria  swelling  to  such  a  diame- 
ter that  it  could  not  be  easily  extracted  from  the  Eustachian  tube, 
soon  brought  this  form  of  bougie  into  disrepute. 

It  is  the  bougie  of  to-day,  of  celluloid,  of  whalebone,  and  the 
electrolytic  bougie  of  gold,  that  we  wish  to  consider. 

Diagnostic  Value.  The  bougie  should  be  valued  as  much  for  its 
aid  in  the  diagnosis  of  chronic  catarrhal  affections  of  the  ear,  as  for 
its  efficiency  as  a  therapeutic  agent  in  relieving  these  conditions. 
There  are  so  few  means  at  our  disposal  for  accurately  determining 
the  extent  and  character  of  chronic  hypertrophic  otitis  media,  that 
so  effective  an  agent  as  the  Eustachian  bougie  should  always  be 
given  due  consideration.  It  is  often  impossible  merely  from  the 
picture  of  the  membrana  tympani  presented  on  ocular  inspection  and 
from  the  conclusions  of  our  several  tuning  fork  tests  and  the  history 
of  the  case,  to  accurately  determine  to  what  an  extent  a  catarrhal 
process  in  the  middle  ear  has  progressed.  Clinically,  we  frequently 
see  an  aggravated  form  of  chronic  hypertrophic  otitis  media  where 
the  membrana  tympani  presents  an  almost  normal  picture,  and  where 
the  use  of  the  catheter,  inflation  bag  and  auscultation  tube  indicate 
the  patency  of  the  Eustachian  tube.  On  the  other  hand  it  is  also 
often  observecf  in  a  similar  class  of  cases  where  the  hearing  is  but 
slightly  impaired,  and  the  membrana  tympani  cloudy  and  retracted, 
that  the  lumen  of  the  tubal  canal  is  greatly  diminished.  It  is  in  the 
differentiation  of  these  variations  in  the  symptom-complex  of  chronic 
hypertrophic  otitis  media,  and  in  some  instances  also  of  acute  tubal 
and  tympanic  affections,  that  the  Eustachian  bougie  becomes  an 
invaluable  agent  in  localizing  and  determining  the  extent  of  the 
lesion. 

Clinical  experience  proves  that  it  is  equally  as  important  to  study 
every  minutia  of  the  Eustachian  tube  in  its  bearing  on  a  given  case  of 
hypertrophic  otitis  media,  as  it  is  to  gather  data  from  the  appearance 
of  the  membrana  tympani,  the  results  of  the  tuning  forks,  and  the 
subjective  symptoms  presented  by  the  patient.  With  the  bougie 
we  are  enabled  to  outline  the  entire  tract  of  the  tubal  canal,  and  by 
educating  our  tactile  sense,  we  may  determine  the  exact  location  of 
any  narrowing  or  constriction  of  the  tube  and  may  even  ascertain 
the  character  and  consistency  of  the  tubal  mucosa. 

I  believe  the  use  of  the  Eustachian  bougie  is  of  so  great  a  diagnos- 
tic importance,  that  it  should  be  as  regularly  employed  in  every  case 
of  otitis  media  chronica,  as  is  the  ocular  inspection  of  the  membrana 
tympani  and  the  technique  of  middle  ear  inflation  to  determine  the 
patency  of  the  Eustachian  tube;  and  I  further  think  that  continued 
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experience  in  the  use  of  the  bougie  will  determine  for  us  many  points 
of  diagnostic  value  which  cannot  be  obtained  by  any  other  means. 

I  have  used  the  Eustachian  bougie  liberally  and  constantly  during 
the  past  ten  years,  and  it  has  been  my  experience  that  the  technique, 
if  gently  and  carefully  performed,  is  not  more  objectionable  to  the 
average  patient  than  the  use  of  the  catheter  and  tympanic  inflation. 

It  may  be  superfluous  at  this  stage  in  the  evolution  of  the  Eustach- 
ian bougie,  and  especially  before  this  august  assembly  of  fellows,  to 
describe  the  technique  of  the  bougie,  but  for  completeness'  sake, 
permit  me  to  do  so. 

Technique.  As  a  preliminary  to  insure  easier  manipulation  of  the 
catheter  and  add  to  the  comfort  of  the  patient,  I  anaesthetize  the 
inferior  nasal  meatus  lightly  from  the  vestibule  to  the  pharyngeal 
orifice  of  the  Eustachian  tube  with  a  swab  of  4  per  cent,  cocaine. 
Besides  allaying  the  irritability  in  passing  the  catheter,  this  also 
serves  to  temporarily  reduce  turgesence  and  increase  the  calibre 
and  working  area  in  the  naris.  I  use  a  slender,  sterling  silver 
catheter  12  cm.  in  length,  the  tip  of  the  beak  carefully  polished  both 
in-and-outside  so  that  there  may  be  no  hindrance  to  the  easy  pro- 
trusion of  the  bougie.  I  prefer  the  short  catheter,  as  it  is  less 
awkward  to  handle  and  can  be  better  held  in  position.  Of  the 
various  kinds  of  bougies,  I  prefer  the  black  polished  whalebone. 
The  celluloid  bougie  advocated  by  Urbantschitsch  has  an  objection- 
able feature,  in  that  the  material  becomes  brittle  with  age,  and  offers 
a  possibility  of  the  breaking  of  the  bougie  in  situ.  Several  cases  of 
this  character  have  already  been  reported.  The  whalebone  bougie, 
as  recently  furnished  by  Aleyrowitz,  Ermold,  and  Chambers-Inskeep 
&  Co.,  is  well  molded,  highly  finished,  of  great  elasticity  and  of 
unusual  durability.  These  bougies  are  olive-tipped  and  of  five  sizes. 
The  olive  end  of  the  bougie  has  a  larger  diameter  than  the  shaft,  so 
that  if  the  tip  of  the  bougie  passes  a  constricted  point  in  the  canal, 
the  body  of  the  bougie  offers  no  further  resistance.  If  these  olive- 
tipped  shafts  are  carefully  calibred,  it  affords  us  an  additional  means 
of  determining  with  some  degree  of  accuracy,  the  diameter  of  the 
most  constricted  portion  of  the  Eustachian  tube.  The  bougies, 
measured  by  their  bulbous  tips,  are  as  follows :  No.  1,  1/3  m.  m. ; 
No.  2,  2/3  m.  m. ;  No.  3,  3/3  m.  m. ;  No.  4,  4/3  m.  m. ;  No.  5,  5/3 
m.  m.  As  the  normal  average  diameter  of  the  most  constricted  part 
of  the  tubal  canal,  viz.,  the  Isthmus  tubae,  is  about  1  1/3  m.  m.,  it  is 
not  necessary  to  use  bougies  of  larger  calibre. 

Before  proceeding  to  the  introduction  of  the  bougie,  each  bougie 
is  carefully  marked  along  the  shaft  with  white  ink  as  follows :     The 
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bougie  is  pushed  through  the  Eustachian  catheter  until  the  ohve  tip 
is  flush  with  the  distal  (beak)  end  of  the  catheter.  A  mark  is  then 
made  on  the  shaft  of  the  bougie  at  the  proximal  (funnel)  end  of 
the  catheter.  A  centimeter  scale  is  then  used  to  complete  the  mark- 
ings. The  average  length  of  the  Eustachian  tube  from  the  pharyn- 
geal orifice  to  the  tympanic  end  is  about  4  m.  m.  This  length  is 
now  marked  off  on  the  shaft  of  the  bougie.  The  distance  from  the 
pharyngeal  orifice  to  the  isthmus  tubse  varies  from  2  1/2  to  3  m.  m. 
This  is  the  third  mark  made  on  the  shaft  of  the  bougie.  With  these 
markings  then,  we  are  enabled  to  determine  when  the  bougie  is  in 
position,  whether  it  has  emerged  from  the  distal  end  of  the  catheter, 
when  it  has  reached  the  Isthmus  tubse,  and  when  it  has  entered  the 
tympanic  cavity. 

The  catheter  is  now  introduced  in  the  usual  way,  and  by  infla- 
tion and  auscultation  we  determine  whether  the  catheter  is  in  posi- 
tion in  the  mouth  of  the  Eustachian  tube.  The  bougie  is  then  passed 
through  the  catheter  and  pushed  forward  gently  and  carefully,  the 
operator  watching  the  markings  on  the  shaft  to  determine  the  sev- 
eral points  reached  by  the  bougie.  An  educated  tactile  sense  is  often 
the  best  guide.  As  the  bougie  leaves  the  tip  of  the  catheter  and  enters 
the  tubal  canal,  an  appreciable  resistance  will  be  felt;  this  resistance 
is  greatest  as  the  bougie  reaches  the  Isthmus  tubse,  and  if  passed 
beyond  this  point  there  is  a  sudden  definite  and  noticeable  yielding 
to  the  touch  of  the  operator.  To  the  practiced  operator  the  passing 
of  the  bougie  is  as  easy  a  technique  as  the  introduction  of  the 
Eustachian  catheter.  There  is  one  precaution  which  should  always 
be  regarded,  namely,  never  us^e  force.  Nearly  all  of  the  failures  in 
the  use  of  the  bougie  and  the  several  complications  arising  there- 
from may  be  ascribed  to  rough  or  forcible  manipulation. 

It  may  be  of  interest  to  enumerate  the  several  objective  and  sub- 
jective signs  to  indicate  that  the  bougie  is  in  position. 

Objective  Signs.  1st.  When  the  catheter  ring  at  the  funnel  end 
is  moved  perceptibly  upwards  or  downwards  during  the  introduc- 
tion of  the  bougie,  it  is  an  evidence  that  the  bougie  is  passing  in  a 
wrong  direction.  2nd.  When  the  bougie  has  passed  readily  into  the 
Eustachian  tube,  the  catheter  will  be  held  by  it  in  proper  position 
without  the  assistance  of  hand  or  clamp.  3rd.  If  the  bougie  is  not 
properly  in  position,  deglutition  or  swallowing  movements  will  cause 
it  to  shift.  4th.  If,  on  withdrawal,  a  decided  kink  or  bend  is  noted 
at  the  distal  end  of  the  bougie,  it  indicates  that  the  bougie  has  been 
forced  between  the  tip  of  the  catheter  and  the  pharyngeal  wall,  and 
has  not  entered  the  tubal  canal. 
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Subjective  Signs.  1st.  If  the  patient  complains  during  the  intro- 
duction of  the  bougie,  of  a  scratching  or  a  sticking  in  the  pharynx, 
locating  the  sensation  deeper  as  the  bougie  is  pushed  forward,  it  is 
evident  that  the  bougie  is  not  entering  the  tubal  canal.  2nd.  As 
the  bougie  passes  the  Isthmus  tubae,  patient  will  frequently  describe 
a  feeling  of  sudden  tension  in  the  ear;  occasionally  this  is  accom- 
panied by  a  slight  sticking  pain.  3rd.  A  frequent  accompaniment 
of  the  passage  of  the  bougie  into  the  canal  is  a  crackling  sound,  as 
heard  by  the  patient,  and  occasionally  through  the  auscultation  tube 
by  the  operator  as  well^a  sound  like  that  heard  on  swallowing,  and 
probably  produced  by  the  rubbing  of  the  tip  of  the  bougie  on  the 
walls  of  the  Eustachian  tube. 

''Precautions  in  the  use  of  the  bougie.  Again,  the  keynote  to  the 
situation  is — never  use  force.  Anatomically,  the  mucosa  of  the 
Eustachian  tube  contains  occasional  rugae,  folds  or  pockets,  and  it  is 
not  uncommon  for  the  tip  of  the  bougie  to  be  engaged  in  one  of  these 
folds.  If,  when  this  takes  place,  the  operator  is  under  the  impres- 
sion that  he  has  encountered  a  constriction  in  the  tubal  tract  and 
forces  the  tip  of  the  bougie  forward,  it  is  easily  possible  to  produce 
a  false  passage.  Again,  if  there  is  considerable  constriction  in  the 
tube  and  the  operator  insists  on  forcing  the  bougie  through  such 
constriction,  there  is  every  likelihood  that  the  delicate  mucosa  of  the 
tube  may  be  bruised.  Whenever  such  a  break  in  the  continuity 
of  the  mucous  surface  lining  of  the  Eustachian  tube  occurs,  and 
air  inflation  follows  the  withdrawal  of  the  bougie,  there  is  danger 
of  producing  a  local  emphysema,  one  of  the  most  disagreeable  and 
possibly  serious  complications  in  this  technique.  A  safe  precaution 
which  should  be  universally  adopted,  is  to  inspect  the  •  tip  of  the 
bougie  when  it  is  withdrawn,  and  if  the  slightest  stain  of  blood  is 
found,  do  not  inflate. 

Generally,  the  value  of  the  use  of  the  bougie  is  increased  by  care- 
ful inflation  of  the  tympanic  cavity  immediately  after  withdrawal  of 
the  bougie.  If,  however,  it  is  found  that  inflation  increases  the 
subjective  symptoms  in  a  given  patient,  it  should  not  be  carried  out. 

Bougies  should  be  sterilized  in  a  3  per  cent,  lysol  solution,  and 
the  same  preliminary  precautions  that  are  ordinarily  used  in  catheter- 
zation  should  also  be  carried  out  in  this  technique. 

Therapeutic  Value.  From  my  own  experience  and  observations 
I  would  conclude  that  the  Eustachian  bougie  is  of  inestimable  value 
in  the  treatment  of  all  chronic  aflfections  of  the  middle  ear,  not  only 
where  there  is  a  decided  stricture  of  the  Eustachian  tube,  but  also 
where  the  lumen  of  the  tubal  canal  indicates  a  diameter  diminished 
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to  less  than  1  1/3  m.  m.,  as  can  be  easily  measured  by  properly 
graduated  bougies. 

The  bougie  in  this  class  of  cases  should  be  used  systematically 
and  regularly.  A  bougie  of  properly  selected  diameter  should  be 
passed  the  full  length  of  the  Eustachian  tube,  and  left  in  position 
for  a  time  varying  from  one  to  ten  minutes.  If  the  patient  com- 
plains of  continued  pain  while  the  bougie  is  in  position,  it  should  be 
immediately  withdrawn.  The  first  application  of  the  bougie  is 
usually  the  most  uncomfortable  to  the  patient.  When  the  bougie  is 
withdrawn,  and  if  there  are  no  contra-indications,  thorough  infla- 
tion of  the  tympanic  cavity  should  follow. 

Repeat  the  introduction  of  the  bougie  every  second  or  third  day 
unless  unfavorable  reaction  is  noticed.  As  soon  as  the  patient  can 
tolerate  it,  and  when  the  technique  can  be  carried  out  without  force, 
the  next  larger  size  bougie  may  be  used.  Proceeding  from  size  to 
size,  as  the  indications  of  the  individual  case  will  permit,  the  tubal 
canal  is  thus  subjected  to  a  gradual  dilatation,  until  the  patient 
can  tolerate  bougie  No.  5,  which  is  1/3  m.  m.  larger  in  diameter 
than  the  lumen  of  the  average  normal  Eustachian  tube. 

Contra-indications.  Of  the  contra-indications  for  the  continued 
use  of  the  bougie,  perhaps  the  most  frequent  are,  a  feeling  of  full- 
ness and  dullness  in  the  ear,  and  an  increase  in  the  subjective  symp- 
toms. When  the  patient  repeatedly  complains  of  these  conditions, 
the  use  of  the  bougie  should  be  discontinued.  The  period»of  treat- 
ment for  gradual  dilatation  of  the  tubal  canal  is  from  "three  to  six 
weeks.  In  my  own  experience,  if  improvement  does  not  follow 
three  or  four  weeks'  use  of  the  bougie,  I  discontinue  this  form  of 
treatment.  Marked  improvement  is  sometimes  noticed  after  the 
first  or  second  passage  of  the  bougie. 

I  wish  to  emphasize  that  the  bougie  has  often  proven  an  efficient 
agent  when  pneumomassage,  catheterization  and  flation  of  the 
tympanic  cavity  have  failed  to  produce  satisfactory  results. 

Of  course,  the  main  element  of  value  in  the  use  of  the  bougie  is  a 
mechanical  one,  and  the  improvement  noted  after  its  application  is 
from  a  clearing  and  dilatation  of  the  Eustachian  tube.  Of  the 
other  factors  which  have  been  occasionally  cited  as  of  value  in  this 
technique,  is  the  massage  of  the  mucosa  and  musculature  of  the 
Eustachian  tube,  and  its  stimulating  effect  both  on  the  circulation 
and  on  the  peripheral  nerve  endings,  in  loco  and  reflex. 

I  have  often  found  the  bougie  of  value  in  occasional  cases  of 
chronic  suppurative  otitis  media,  where  there  was  a  narrowing  of 
the  tubal  lumen.     It  is  likely  that  the  increase  of  the  lumen  of  the 
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tube  thus  effected  offered  a  better  ventilation  to  the  tympanic  cavity, 
and  helped  to  materially  curtail  this  suppurative  process  there. 

If  the  Eustachian  tube,  physiologically  considered,  functionates  as 
the  natural  ventilator  of  the  tympanic  cavity  and  also  acts  as  a 
drain  canal  for  the  secretions  of  the  tympanum,  it  is  reasonable  to 
suppose  that  the  clearing  of  this  tract  by  the  use  of  the  bougie  may 
also  be  of  service  in  some  of  the  sub-acute  catarrhal  affections  where 
stringy,  mucous  secretions  are  found  in  the  Eustachian  tube.  It 
is  not  an  uncommon  experience  to  find  a  plug  of  mucous  or  ropy 
secretion  in  the  Eustachian  tube,  which  materiall}^  retards  improve- 
ment in  a  given  case,  and  where  repeated  applications  of  the  Politzer 
bag  or  other  form  of  middle  ear  inflation  failed  to  dislodge  same. 

I  have  used  the  bougie  successfully  in  many  such  instances ;  either 
the  mucous  is  pushed  into  the  tympanic  cavity  and  is  there  absorbed, 
or  it  follows  by  suction  the  end  of  the  bougie  as  it  is  withdrawn 
from  the  end  of  the  tube. 

In  conclusion,  I  wish  to  add  a  word  concerning  the  most  recent 
evolution  of  the  Eustachian  bougie,  and  that  is  the  gold  electrolytic 
bougie.  There  are  two  advantages  credited  to  the  electric  bougie. 
First,  that  it  adds  to  the  mechanical  value  of  the  bougie,  the  addi- 
tional effect  of  galvanic  electricity.  Second,  electrolysis  makes  it 
possible  for  the  metallic,  gold  bougie  to  pass  tight  strictures  in  the 
Eustachian  canal  which  cannot  be  accomplished  by  the  whalebone 
or  celluloid  bougie. 

I  believe  the  addition  of  the  mild  galvanic  current  with  its  stimu- 
lating effect  on  the  mucous  membrane,  nerves  and  muscles  of  the 
Eustachian  tube,  enhances  the  value  of  the  bougie;  but  as  to  its 
mechanical  and  electrolytic  results,  I  am  not  so  sanguine. 

I  have  used  the  gold  bougie  with  three  to  four  milli-amperes  of 
galvanic  current,  in  about  fifty  cases,  and  I  am  free  to  confess  that 
with  few  exceptions  I  have  obtained  no  results  greater  than  those 
to  be  derived  from  an  intelligent  use  of  the  whalebone  bougie. 

It  is  true,  the  electrolytic  bougie  will  melt  through  tight  strictures, 
but  I  have  invariably  found  a  reaction  following  the  use  of  electroly- 
sis, and  if  not  very  carefully  watched,  the  stricture  in  healing, 
becomes  tighter  than  before.  This  method  has  been  termed  "elec- 
trolysis"— I  take  exception  to  the  nomeclature,  and  would  suggest 
that  it  might  be  more  properly  termed  a  mild  surface  cauterization 
of  the  mucosa  of  the  Eustachian  tube.  In  every  other  form  of 
electrolysis  applied  to  the  mucosa,  the  negative,  uni-polar,  and  in 
some  instances,  even  the  bi-polar  needles  penetrate  the  mucous 
membrane  and    the    electrolytic    action    takes    place    submucously 
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When  the  electric  bougie  is  used  with  sufficient  current  to  pass  a 
tight  stricture,  it  produces  an  erosion  of  the  mucous  surface,  this 
erosion  is  distributed  not  only  over  the  entire  lumen  at  the  point  of 
the  stricture,  but  to  the  whole  length  of  the  Eustachian  tube  with 
which  the  metallic  bougie  comes  in  contact. 

If  this  amount  of  surface  erosion  takes  place,  it  is  certain  that 
reaction  will  follow;  and  unless  the  tubal  canal  is  kept  constantly 
dilated  by  a  plain  bougie,  a  further  narrowing  of  the  tubal  lumen 
cannot  be  prevented. 

If  the  electric  bougie  can  be  used  with  a  current  sufficiently  mild 
to  produce  simple  galvanic  stimulation  of  the  parts  without  even 
the  slightest  destruction  or  erosion  of  the  surface,  I  believe  the 
technique  is  a  justifiable  one.  If,  however,  an  electrolytic  or  other 
cauterizing  influence  is  brought  to  bear  on  the  tubal  mucosa,  I  think 
the  procedure  one  which  should  be  very  cautiously  engaged  in,  and 
one  which  is  frequently  clinically  unsatisfactory,  both  to  the  patient 
and  to  the  operator. 


THE  POSSIBILITIES  AND  LIMITATIONS  OF  THE  ELEC- 
TROLYTIC BOUGIE  IN  THE  TREATMENT  OF 
CHRONIC   CATARRHAL    OTITIS.^ 

BY    ARTHUR   B.    DUEL,    M.D. 

Aural  Sursfcon  to  the  Manhattan  Eye  and  Ear  Hospital;  Consulting  Aural  Surgeon  to  the  New  York 
Health  Board;  Willard  Parker,  Reception  and  Riverside  Hospitals. 

Four  years  ago  at  the  annual  meeting  of  this  Society,  in  Cincin- 
nati, I  had  the  pleasure  of  reading  a  paper  entitled:  "The  value 
of  Electrolytic  Dilatation  of  the  Eustachian  Tube  in  Chronic  Tubal 
Catarrh  and  Chronic  Catarrhal  Otitis  Media."t  This  embodied  a 
tabulated  report  of  some  fifty  cases  which  had  been  under  my  treat- 
ment for  from  one  month  to  two  and  a  half  years.  This  had  been 
preceded  by  a  preliminary  note  in  the  New  York  Medical  Journal, 
January  16th,  1897,  and  a  report  of  ten  cases  in  the  New  York  Eye 
and  Ear  Infirmary.  Reports  January,  1897.  The  work  was  begun 
by  me  without  the  knowledge  of  its  use  by  others  for  the  same 
purpose,  and  the  technique  which  I  advised  differed  so  greatly,  and 
results  were  so  much  more  gratifying,  that  the  method  has  been 
attributed  to  me  sinc^  then  by  men  who  have  written  on  the  subject. 
Many  otologists  have  taken  up  the  work  in  all  parts  of  the  country, 
and,  as  a  result,  a  number  of  articles  pro  and  con  have  appeared. 
It  is  with  the  idea  of  analyzing  the  situation — trying  to  point  out 
why  such  a  diversity  of  opinion  exists  regarding  the  value  of  the 
procedure  that  I  appear  before  you  again  to-day.  To  get  at  the 
actual  facts.  I  directed  the  following  letter  to  every  member  of 
this  Society,  and  a  number  of  others  so  that  in  all  about  240  letters 
were  sent  out: 

"Dear  Doctor: — I  propose  to  read  a  paper  before  the  A.  L.  R.  O. 
Society  April  30th,  entitled:  "The  Possibilities  and  Limitations  of  the 
Electrolytic  Bougie  in  the  Treatment  of  Chronic  Catarrhal  Otitis." 

I  am  anxious  to  get  a  brief  expression  from  all  who  have,  made  use 
of  the  electrolytic  bougie,  and  will  ask  you  to  kindly  answer  the  questions 
attached  below.  In  order  that  the  answers  may  be  available  for  my 
paper,  I  earnestly  request  an  early  reply.  Thanking  you  in  advance 
for  the  courtesy,  I  am.  Very  truly  yours, 

ARTHUR  B.  DUEL." 


*  Read  before  the  American   Laryngological,  Rhinological  and  Otological  Society,  at  the  ninth 
annual  meeting  in  Lexington,  Ky.,  April  29,  May  1  and  2,  1903. 
t   Vide  The  Laryngoscope,  Feb.  1898,  p.  llfi. 
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''1.     Have  you  made  use  of  the  electrolytic  bougie? 

''2.  In  how  many  cases?  Note.  (If  statistics  are  not  easily 
available,  kindly  say  "a.  few"  "a  moderate  number"  or  "a.  large 
number.") 

''3.  Regardless  of  improvement  of  hearing,  etc.,  have  you  found 
that  a  narrow  tube  could  be  more  quickly  opened  by  this  method 
than  by  other  methods? 

"4.     Have  the  tubes  remained  open  longer? 

"5.  Has  improvement  taken  place  in  a  majority  of  selected  cases, 
either  in  hearing,  tinnitus,  vertigo,  or  all? 

"6.     Have  you  had  any  accidents? 

"7.  On  the  whole  do  you  consider  it  a  valuable  addition  to  the 
otologists'  armamentarium  ? 

'^8.  Remarks." 

Replies  were  received  from  one  hundred  and  thirty-five.  Of  this 
number  fifty-eight  had  employed  it;  seventy-seven  had  never  em- 
ployed it.  Of  the  fifty-eight  who  had  employed  it  twenty  had  done 
so  in  a  large  number  of  cases;  twenty-one  in  a  moderate  number; 
and  seventeen  in  a  few  cases.  Thirty-six  considered  it  a  valuable 
addition;  eleven  were  doubtful  about  its  value  until  further  experi- 
ence had  been  gained;  nine  had  abandoned  it  as  useless. 

Of  the  twenty  who  had  used  it  in  a  large  number  of  cases,  two 
considered  it  of  no  value.  Seventeen  had  found  that  the  tubes 
could  be  more  quickly  opened;  one  had  not.  Eleven  thought  the 
tubes  remained  open  longer;  five  thought  not;  two  were  in  doubt. 

Of  the  twenty-one  who  had  used  it  in  a  moderate  number  of  cases, 
thirteen  had  found  that  it  opened  the  tubes  more  quickly  and  that 
they  remained  so  longer  in  some,  or  all  cases ;  five  had  not  thought 
so;  three  were  in  doubt;  three  considered  it  of  no  value. 

Of  the  seventeen  who  had  used  it  in  a  few  cases,  four  considered 
it  of  no  value;  nine  thought  it  had  opened  the  tubes  more  quickly. 
The  accidents  reported  were : 

1.  Fainting  of  patients,  two  cases. 

2.  Emphysema,  six  cases. 

3.  Acute  otitis,  twelve  cases. 

4.  Acute  otitis  and  mastoiditis,  one  case. 

5.  Temporary  injury  of  the  chorda  tympani  nerve,  three  cases. 

6.  Breaking  of  bougies  in  tube,  nine  cases. 

What  conclusions  can  be  drawn  from  such  statistics?  Certainly 
that  the  electrolytic  bougie  is  not  an  unheard  of  thing  as  it  was  a 
few  years  ago.  Certainly  also  that  a  large  number  of  men  who  have 
followed  out  the  ideas  laid  down  in  that  paper  have  found  a  valuable 
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addition  to  their  armamentarium.  Certainly  also  that  many  men 
have  utterly  failed  with  a  procedure  which  some  have  found  inval- 
uable in  their  work. 

How  are  we  to  account  for  this?  My  own  experience  leads  me 
to  the  conclusion  that  failures  have  been  reported  either  because 
the  method  had  been  used  in  unsuitable  cases,  or  because  it  has  been 
improperly  applied.  What  do  I  mean  by  a  suitable  case?  I  mean 
the  patient  who  comes  to  you  complaining  of  deafness,  tinnitus  of 
varying  character,  perhaps  occasional  dizziness.  This  began  a  year 
ago,  or  twenty  years  ago,  in  one  ear  probably,  and  then  attacked 
the  other;  or,  it  may  have  attacked  both  at  the  same  time.  Usually 
there  is  a  marked  difference  in  the  two.  He  can  hear  tete-a-tete 
conversation,  when  he  is  paying  close  attention,  fairly  well,  but 
when  two  or  three  are  talking  he  is  quite  lost.  At  table  he  has  great 
difficulty  partly  owing  to  the  fact  that  many  are  talking,  and  partly 
to  the  fact  that  the  noise  made  by  the  food  while  he  is  chewing 
drowns  other  sounds.  He  gets  on  fairly  well  in  noisy  places.  He 
did  not  think  much  about  the  deafness  on  one  side  until  the  other 
began  to  be  involved,  but  suddenly  one  day  he  realized  that  the  ear 
he  used  to  depend  upon  had  become  his  "bad  one.'' 

On  functional  examination  you  find  that  his  lower  tone  limit  has 
gone  up  from  the  normal,  16  V.  S.  to  any  where  from  60  V.  S.  to 
256  V.  S.,  and  there  is  from  one  to  three  octaves  difference  in  the 
two  cars.  A  256  V.  S.  tuning  fork  in  vibration  placed  upon  the 
forehead  is  distinctly  referred  to  the  bad  ear.  Bone  conduction,  as 
compared  with  your  own,  is  greatly  increased.  He  hears  the  fork 
by  bone  conduction  long  after  it  has  ceased  by  air  conduction.  In- 
spection shows  a  slightly  opaque  and  considerably  retracted  tym- 
panic membrane  which  moves  freely  when  Siegels  Otoscope  is  used. 
He  hears  the  acoumeter  from  one  to  eight  feet,  and  the  forced 
wiiiiper  twice  as  far.  On  inflation,  by  catheter  accurately  adjusted, 
the  auscultation  tube  reveals  the  fact  that  the  air  which  enters  is 
much  less  than  a  normal  tube  would  admit.  Nevertheless  imme- 
diate test  shows  that  with  the  aid  of  what  you  have  forced  in  he 
hears  the  acoumeter  and  whisper  two  or  three  times  as  far  as  before 
inflation.  This,  improvement  is  only  temporary,  lasting  from  a  few 
minutes  to  a  few  hours. 

Such  a  case  can  be  promised  a  brilliant,  and  comparatively  per- 
manent improvement  from  the  electrolytic  bougie,  properly  applied, 
providing  that  it  has  been  followed  up  or  preceded  by  such  other 
treatment  of  the  nose,  naso-pharynx,  and  middle  ear  as  may  be 
required. ,   The  improvement  will  be  far  more  brilliant  and  perma- 
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nent  than  it  could  possibly  be  without  the  bougie.  However,  the 
otologist  who  wonders  why  he  has  not  cured  his  case  by  simply 
passing  the  bougie,  fails  to  realize  that  this  is  only  one  step  in  the 
treatment  of  such  cases,  and  that  the  restoration  of  the  ventilation 
of  the  middle  ear  cannot  remain  permanent  unless  the  original  cause 
is  removed. 

Such  a  case  which  has  never  been  under  treatment  is  certain  to 
have  some  obstruction  to  his  nose  or  naso-pharynx  from  a  deflected 
septum;  or  a  septal  ecchondrosis,  or  exostosis;  or  nasal  polpi;  or 
enlarged  turbinals,  from  chronic  hypertrophic  rhinitis;  an  hyper- 
trophied  pharyngeal  tonsil  or  its  remains ;  or  hypertrophied  faucial 
tonsils;  etc. 

Should  he  have  been  under  treatment  by  competent  men  these 
obstructions  will  probably  have  been  removed.  Then  the  opening 
of  the  Eustachian  tube  by  the  electrolytic  bougie  is  almost  certain 
to  prove  the  keynote  to  the  situation  and  to  give  great  relief. 

Siiould  such  obstruction  be  present  it  would  be  utter  folly  to  open 
the  Eustachian  tube  and  expect  any  permanent  results.  It  is  my 
firm  belief  that  reports  of  series  of  cases  which  have  had  no  perma- 
nent results  from  this  method,  have  been  from  this  very  lack  3f  care 
in  looking  after  the  primary  cause  of  the  trouble.  I  seriously  doubt 
if  any  one  man  can  do  all  that  is  necessary  to  a  large  number  of 
cases  at  one  time,  without  devoting  his  entire  attention  to  them. 
Therefore,  one  judgment  of  the  value  of  the  procedure  may  be 
greatly  warped  in  the  wrong  direction  by  carefully  tabulated  reports 
of  an  apparently  stupendous  work  of  a  man  who'  has,  for  the  very 
nature  of  the  case  been  imable  to  give  each  patient  as  much  atten- 
tion as  he  required. 

While  I  consider  the  electrolytic  bougie  a  ''sine  qua  non"  in  the 
treatment  of  Chronic  Catarrhal  Otitis,  I  am  sure  that  it  alone  would 
be  as  incompetent  to  obtain  results  as  a  riderless  horse  in  a  steeple- 
chase. Those  who  expect  to  report  successes  must  combine  with 
ability  to  use  the  method  skillfully,  a  wise  knowledge  of  the  proper 
case  on  which  to  use  it,  and  a  nice  judgment  regarding  the  treat- 
ment of  conditions  other  than  the  narrow  Eustachian  tubes. 

I  have  thus  far  spoken  only  of  an  ideal  case  for  the  electrolytic 
bougie.  As  you  all  know  many  cases  have  gone  on  from  the  hyper- 
trophic stage,  in  which  the  tubes  are  occluded,  to  the  atrophic 
stage,  in  which  the  Eustachian  tube  has  already  become  patent;  the 
mischief  has  already  been  done  in  the  middle  ear,  and  often  the 
labyrinth  has  become  involved. 
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It  is  rather  useless  to  expect  results  in  a  case  where  the  Eustach- 
ian tubes  are  wide  open.  Where  there  is  a  marked  dimunition  of 
bone  conduction  one  should  be  very  wary  about  promising  relief 
from  deafness  even  though  there  is  evidence  of  very  narrow  tubes. 
One  is  justified,  however,  in  opening  them  under  such  conditions 
providing  tinnitus  or  vertigo  is  present.  The  vertigo  is  frequently 
entirely  relieved — and  the  tinnitus  may  be  improved.  In  many 
cases  I  have  found  that  the  low  pitched  sounds  described  as  ''rush- 
ing," "roaring,"  "  beating,"  ''pounding,"  etc.,  the  sounds  which  are 
likely  to  result  from  middle  ear  obstruction  were  stopped,  leaving 
only  a  high  pitched  ringing  which  was  probably  labyrinthine  in 
origin.  Occasionally  a  case  is  met  with  in  which  a  complete  stenosis 
is  present — i.  e.,  so  complete  that  no  evident  air  enters  the  tympanum 
on  forcible  catheter  inflation,  and  no  temporary  improvement  takes 
place.  The  opening  of  such  a  tube,  providing  the  labyrinth  is  not 
involved,  is  likely  to  give  a  most  brilliant  improvement  in  hearing, 
and  great  relief  to  other  distressing  symptoms.  A  few  such  cases 
are  reported. 

The  idea  should  be  kept  in  mind  that  the  electrolytic  bougie  has 
one  definite  possibility — that  of  opening  a  closed,  or  increasing 
the  calibre  of  a  narrowed  Eustachian  tube.  Experience  has  shown 
that  it  will  do  this  more  quickly  and  permanently  than  any  other 
method,  when  it  is  indicated. 

Regarding  the  accidents  reported  I   shall  take  them  up  briefly. 

The  fainting  of  two  patients  can  hardly  be  reckoned  as  serious, 
considering  the  fact  that  fainting  is  not  uncommon  as  a  result  of 
very  trivial  operations;  in  some  cases  even  Politzerization  has 
caused  it. 

Emphysema,  of  which  six  cases  is  reported,  should  never  occur, 
inasmuch  as  inflation  should  never  be  practiced  after  bougieing  by 
this  or  any  other  method,  for  twenty-four  hours,  and,  in  case  there 
is  any  fear  of  traumatism,  for  a  much  longer  period. 

The  occurrence  of  acute  otitis  (twelve  cases)  and  mastoiditis 
(one  case)  have  been  rather  infrequent,  considering  the  number 
of  cases  operated,  and  the  number  of  operators.  They  only  serve 
to  make  us  exceedingly  cautious  in  our  eflforts  to  have  our  instru- 
ments and  the  field  of  operation  as  clean  as  possible  in  order  that 
infection  may  be  avoided  and  to  use  extreme  care  that  a  low  current 
strength  is  used  for  a  short  time  only  to  avoid  too  great  a  reaction. 

The  injury  of  the  chorda  tympani  nerve  occurred  in  three  cases 
in  my  own  practice.  I  have  heard  of  no  others.  The  nerves  were 
evidently  injured  by  contact  with  the  electrode.     Dryness  of  one 
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side  of  the  mouth  and  partial  loss  of  sense  of  taste  supervened  and 
was  very  slow  in  disappearing.  I  rather  expected  to  hear  of  the 
same  accident  from  others  but  the  fact  that  I  did  not  shows  that  it 
is  very  unlikely  to  occur. 

Breaking  of  the  bougies  in  the  tubes,  I  regard  as  a  most  serious 
accident.     Nine  cases  are  reported. 

At  the  very  beginning  of  my  work  when  the  bougies  were  made 
by  brazing  an  olive  shaped  copper  tip  onto  a  steel  wire,  the  breaking 
of  a  wire  which  had  corroded — led  me  to  have  the  bougies  made  of 
gold  to  avoid  corrosion,  and  the  possibility  of  such  an  accident 
occurring  again.  One  gold  bougie,  since  then,  broke  at  the  tip  of 
the  catheter  as  it  was  withdrawn  and  was  hawked  out  from  the 
naso-pharynx  and  handed  to  me  by  the  patient.  I  have  had  no 
other  similar  accidents,  but  have  discarded  many  bougies  because 
they  had  been  slightly  bent  and  I  feared  that  they  might  break. 
The  fact  that  so  many  men,  who  have  tmdoubtedly  used  the  utmost 
care  and  gentleness  in  the  use  of  the  bougie,  have  reported  this 
accident,  has  led  me  to  take  every  possible  precaution  to  find  out 
why  it  happened.  I  am  unable  to  satisfy  myself  that  any  change 
from  the  passage  of  the  electricity  through  the  gold  could  have 
altered  it  so  that  it  would  break,  with  the  small  amount  of  force 
which  ought  to  be  used.  Were  the  wire  used  as  a  positive  pole, 
where  we  know  the  metal  gradually  undergoes  a  chemical  change 
in  the  presence  of  the  secretions,  one  might  conceive  that  such  an 
alteration  had  taken  place  (even  this  I  have  not  been  able  to  pro- 
duce sufficiently  to  make  the  bougie  break  without  great  force), 
but,  with  the  negative  current  passing  through  it,  I  can  see  no 
reason  for  any  change  at  all.  I  can  only  account  for  the  accident 
by  supposing  that  frequent  bending  has  rendered  the  solder  at  the 
point  of  brazing  very  brittle  and  that  a  very  slight  pull  might  then 
be  sufficient  to  separate  the  wire  at  that  point. 

The  wires  ought  to  be  made  with  great  skill,  and  should  be  in- 
spected very  carefully  each  time  before  using.  Any  which  may 
have  been  bent  should  be  discarded. 

Briefly,  I  wish  to  reply  to  certain  criticisms,  which  have  appeared 
in  articles  on  the  subject  and  to  some  remarks  made  in  the  answers 
received  in  the  circular  letters. 

An  article  has  been  written  decrying  the  use  of  the  Electrolytic 
Bougie  on  account  of  the  danger — because  the  tube  has  rugae; 
because  it  has  ciliated  epithelium,  etc.  Gentlemen,  the  Eustach- 
ian tube  which  requires  bougieing  is  no  longer  a  normal 
one,  performing  its  function  of  ventilating  the  tympanum,  but  is. 
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instead,  a  wholly  or  partially  useless  tube,  rendered  so  by  alteration 
of  its  lining  by  an  hypertrophic  catarrhal  process,  as  you  know. 
What  are  you  going  to  do?  "Sit  on  the  bank  and  watch  the  river 
flow  by,"  content  with  the  fact  that  you  have  taken  no  chance  that 
}ou  might  rub  off  a  ciliated  epithelial  cell  which  is  really  no  longer 
performing  its  function,  or  get  stuck  in  a  fold  which  was  no  longer 
doing  what  nature  intended  it  to  do? 

The  patient  who  has  Eustachian  stenosis,  is,  so  far  as  his  ears  are 
concerned,  in  the  position  of  the  boy  who  finds  that  the  vent  hole  in 
his  drum  has  been  plugged  up — the  drum  heads  won't  vibrate — 
neither  will  your  patients  membrana  tympani.  Now,  if  the  boy  can't 
get  the  plug  out  of  the  vent  hole  in  the  side  of  the  drum  he  will 
have  a  better  acting  drum,  although  a  worse  looking  one,  if  he  takes 
a  hammer  and  nail  and  makes  any  kind  of  a  hole  in  it.  So  will  your 
patient  hear  better  if  you  get  any  kind  of  a  hole  into  his  tympanum 
again,  regardless  of  whether  the  tube  is  lined  with  ciliated  epithelium, 
or  has  the  original  number  of  rugae  or  not.  As  a  matter  of  fact, 
without  too  much  theoretical  consideration  in  the  face  of  a  large 
clinical  experience,  the  bougie  usually  goes  in  without  engaging  in 
a  pocket,  and  one  finds  that  the  tube  admits  more  air  on  inflation  a 
few  days  later. 

It  has  been  doubted  that  the  electricity  had  anything  to  do  with 
the  result.  One  might  as  well  try  to  convince  me  that  the  wind 
never  blows.  It  is  a  well  known  fact  that  the  negative  pole  of  the 
galvanic  current  applied  directly  to  tissue  of  the  kind  which  causes 
the  obstruction  in  Eustachian  tubes  in  Chronic  Hypertrophic  Catarr- 
hal Otitis  Media,  exerts  a  powerful  so-called  "resorptive''  influence 
on  it.  One  has  only  to  apply  it  properly  and  watch  the  result  to  be 
convinced  that  this  is  true.  This  "resorptive  action''  I  believe  takes 
place  by  electrolytic  action  on  the  hyperplastic  subendothelial  cells, 
which  are  less  highly  organized,  without  breaking  up  the  more 
highly  organized  endothelium  at  all,  so  that  the  lumen  of  the  tube 
is  enlarged  without  any  destruction  of  the  lining  membrane. 

The  effect  is  analogous  to  the  effect  of  the  current  on  recent 
swellings  and  rapidly  growing  new  formations,  which  often  rapidly 
disappear  under  the  influence  of  the  negative  pole  when  applied 
through  the  skin.  There  is  no  evident  effect  on  the  highly  organ- 
ized cells  composing  the  skin — yet  the  less  highly  organized  cells  of 
the  new  formation  disappear  by  this  "resorptive"  influence  resulting 
from  electrolysis. 

Errors  in  technique  have  varied  from  the  ridiculous  to  tliie 
pathetic*    One  man  who  ''left  his  patient  with  the  bougie  in  posi- 
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tion  in  the  tube,  to  go  to  the  telephone  was  chagrined  on  his  return 
to  find  that  his  patient  had  removed  a  portion  of  the  bougie  leaving 
the  rest  of  it  somewhere  in  the  tube.  He  had  not  used  the  method 
since  then,  and  considered  it  a  useless  procedure. 

Another  had  made  use  of  it  in  some  cases,  "as  a  routine  practice, 
every  other  day  for  a  considerable  period,  without  any  benefit." 
He  had  abandoned  it  as  useless.  He  should  never  have  begun  to 
use  it. 

The  cases  in  which  I  have  found  it  of  greatest  value  have  been 
those  in  which  I  have  used  it  only  a  few  times — and  at  considerable 
intervals.  All  those  who  have  reported  brilliant  success  with  the 
method  have  pursued  the  same  course. 

Another  man  wished  to  know  why  it  was  insisted  that  the  nega- 
tive pole  should  always  be  used.  It  goes  without  saying  that  one 
who  has  taken  the  trouble  to  inform  himself  so  little  about  the  action 
of  the  different  poles  of  the  galvanic  current  is  not  in  position  to 
make  use  of  it  in  as  delicate  work  as  bougieing  the  Eustachian  tube ; 
much  less  to  report  on  its  value. 

The  most  frequent  criticism  has  been  that  hard  rubber  catheters, 
which  afford  perfect  insulation,  have  not  been  used  rather  than  the 
silver  catheters,  insulated  by  rubber  tissue  wound  on  each  time. 
There  are  three  sufficient  reasons  to  my  mind :  First.  A  rubber 
catheter  with  sufficiently  large  calibre  to  admit  the  bougies  is  much 
larger  than  a  silver  one  insulated  by  the  rubber  wound  on  spirally. 
Second.  The  sterilization  of  the  rubber  catheters  in  antiseptic  solu- 
tions is  never  as  reliable  as  boiling,  which  can  be  done  only  to  the 
silver  ones.  Third.  The  rubber  catheters  can  not  be  readily  bent 
and  accurately  adjusted  to  each  case  (an  important  point)  as  are 
the  silver  ones,  and  they  are  not  quite  stiff  enough  at  the  curve  to 
maintain  an  accurate  end  on  push  to  the  bougie,  which  is  very 
important  in  preventing  the  wire  from  bending. 

In  a  few  words  I  wish  to  repeat  what  I  have  said  about  the  tech- 
nique in  previous  articles. 

The  electricity  may  be  obtained  from  the  street  current,  properly 
controlled,  or  from  a  battery  of  twenty  to  forty  cells.  If  the  street 
current  is  used  it  should  be  cut  down  by  a  control  plug  before  enter- 
ing the  converting  apparatus  to  a  strength  which  is  not  dangerous. 
The  apparatus  should  have  a  perfect  volt-meter,  rheostat,  pole 
changer,  and  mille-ampere-metre.  If  a  cell  battery  is  used  there  is 
no  necessity  of  a  volt-meter  as  the  voltage  may  be  determined  by 
the  number  of  cells  used.  From  twenty  to  forty  volts  should  be 
used  according  to  the  resistance  offered  by  the  patient. 
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The  positive  pole  should  be  held  in  the  patients'  hand  (all  rings 
should  be  removed),  or  fastened  to  the  wrist  by  a  clamp.  The  nega- 
tive pole  should  be  invariably  used  in  the  Eustachian  tube.  The 
slender  wire,  running  from  the  battery  to  the  bougie  should  be 
fastened  by  means  of  a  delicate  connecting  handle. 

The  current  should  invariably  be  tried  by  short  circuiting  the 
poles  to  see  that  it  is  working  quite  smoothly,  otherwise  the  patient 
may  be  slightly  shocked  by  interruption  of  the  current. 

The  patient  should  be  prepared  by  careful  cleansing  of  the  nose 
and  naso-pharynx  by  Dobells  solution,  and  by  cocainization  of  the 
inferior  meatus,  and  mouth  of  the  Eustachian  tube,  by  passing  a 
piece  of  cotton  saturated  with  a  10  per  cent  solution  along  the 
course  of  the  beak  of  the  catheter.  The  small  silver  catheter  and 
the  bougie  should  be  sterilized  by  boiling.  A  catheter  with  large 
enough  calibre  'to  allow  the  bougie  to  pass  through  it  should  be 
used  and  adjusted  accurately  to  fit  each  case,  it  being  determined 
by  auscultation  that  it  is  in  place.  The  catheter  should  then  be 
removed  and  insulated  by  rubber  tissue  wound  on  spirally  and 
smoothly  from  the  tip  toward  the  ring,  the  whole  catheter  being 
covered.  The  insulated  catheter  should  now  be  passed  and  proved 
to  be  accurately  adjusted  by  inflation  and  auscultation.  The  bougie 
should  then  be  slipped  through  the  catheter  into  the  tube,  and  then 
pushed  along  with  very  gentle  pressure  until  some  obstruction  is 
met  with.  The  patient  should  now  be  warned  that  the  current  is  to 
be  gently  turned  on  and  that  a  slightly  warm  sensation  will  be  felt. 
From  half  to  one  and  one-half  mille-amperes  should  be  turned  on 
according  to  the  sensation  of  the  patient,  in  the  meanwhile  the  same 
gentle  pressure  being  kept  up. 

Usually  within  half  a  minute  a  bubbling  sound  caused  by  the 
electrolytic  action  will  be  heard  in  the  auscultation  tube.  The 
patient  will  hear  it  also  and  usually  speaks  of  it.  Usually  with  the 
very  mild  current  strengths  mentioned  the  obstruction  will  be  felt 
to  soften  and  the  bougie  will  pass  on.  Often  a  second  or  third 
obstruction  will  be  encountered  in  the  same  manner.  The  bougie 
should  be  invariably  pushed  on  into  the  tympanum.  Should  the 
initial  current  strength  be  insufficient  to  overcome  the  obstruction, 
at  the  end  of  one  minute  another  mille-ampere  may  be  turned  on; 
at  the  end  of  another  minute,  another  mille-ampere,  etc.,  until  five 
mille-amperes  current  strength  has  been  used  or  five  minutes  contact 
maintained.  Should  it  then  still  resist  it  will  be  much  better  to  desist 
and  wait  a  few  days  before  attempting  it  again.  It  may  be  attempted  * 
again  in  from  two  days  to  a  week  according  to  the  swelling  and  ■ 
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reaction  which  takes  place.  It  is  not  unusual  to  pass  easily  through 
an  obstruction  at  a  second  or  third  seance  which  seemed  impossible 
at  first. 

In  every  case  the  bougie  should  be  slowly  withdrawn  with  the 
current  still  on,  and  the  current  then  slowly  turned  off,  to  avoid  a 
slight  shock  to  the  patient.  Having  passed  through  the  tube  to  the 
tympanum,  gentle  catheter  inflation  may  be  practiced  at  the  end  of 
two  days.  It  may  be  found  that  more  air  enters ;  on  the  contrary 
the  tube  may  be  so  swollen  up  from  the  reaction  that  very  little  or 
no  air  enters,  in  which  case  all  the  patients  distressing  symptoms 
will  be  aggravated.      (It  is  well  to  speak  of  this  at  the  outset.) 

Should  you  have  succeeded  in  passing  into  the  tympanum,  you 
may  rest  assured  that  repeated  inflations  at  intervals  of  two  days 
will  be  almost  certain  after  the  first  week,  if  not  earlier,  to  show  an 
increasing  calibre  of  the  tube,  and  improvement  in  symptoms. 

Should  the  improvement  be  slight  the  bougie  may  he  passed  again 
at  the  end  of  two  weeks,  and  so  on  until  the  tube  is  open  enough, 
or  one  is  satisfied  that  no  more  can  be  gained  by  further  effort  in 
that  direction. 

Often  one  passage  has  been  sufficient.  Other  tubes  have  re- 
quired repeated  bougieing.  Many  have  remained  open  for  years ; 
others  for  much  shorter  times. 

One  should  avoid  the  mistake  of  using  it  too  often,  too  hurriedly 
or  too  strong. 

Small  bougies ;  small  current  strength ;  considerable  time  and  an 
immense  amount  of  patience,  are  the  best  precepts  to  follow. 

It  is  a  tedious,  difficult  task;  so  much  so  that  no  man  ought  to 
take  it  up  in  a  busy  practice  without  having  made  an  appointment 
in  which  he  has  sufficient  time  to  do  what  he  attempts.  I  had 
much  rather  do  a  mastoid  operation,  so  far  as  the  nervous  strain  is 
concerned,  than  attempt  to  bougie  a  difficult  case. 

I  promise  you  all  who  are  not  using  the  method  that  you  have 
many  distinguished  conferes  who  are  getting  results,  while  you  are 
wondering  what  you  will  do  with  your  cases ;  and  that,  should  all  of 
you  abandon  it  as  worthless,  I  still  could  not  do  so  after  the  results 
obtained  with  it.  Let  me  hasten  to  say  that  I  by  no  means  wish  to 
convey  the  impression  that  I  have  never  failed  to  make  an  improper 
selection,  or  have  never  failed  to  get  the  improvement  expected  in 
cases  in  which  I  thought  the  procedure  indicated. 

However,  my  successes  so  far  outweigh  my  failures  that  I  cannot 
avoid  enthusiasm  over  the  subject. 

254  Madison  Aveniie. 


SOME  CASES  OF  ASTHMA   TREATED   BY   REMOVAL  OF 
THE  MIDDLE  TURBINATE.- 

BY  T.   W.   MOORE,  M.D.,  HUNTINGTON,   \V.   VA. 

In  looking  over  the  subject  of  Asthma  associated  with  intranasal 
disease  I  find  that  to  Voltolini^  is  due  the  credit  of  arousing  the 
interest  of  the  profession  to  their  relationship,  but  J.  X.  Mackenzie- 
has  called  attention  to  the  fact  that  their  association  had  been  ob- 
served over  two  centuries  before  Voltolini  reported  his  case;  which 
was  that  of  a  man  aged  33  whom  he  states  was  h  constant  sufferer 
with  asthma  and  was  cured  by  the  removal  of  the  polypi  that  filled 
both  nares.  As  his  book,  in  which  the  case  is  reported,  was  com- 
pleted only  a  few  months  afterwards  and  the  patient  sent  back  to 
Ems  in  less  than  a  fortnight  after  the  operation,  I  think  in  the  light 
of  our  present  knowlege  the  permanency  of  the  cure  is  not  proven. 

Hack^  reported  81  cases  treated  by  intranasal  operation  on  the 
inferior  turbinates  and  septum,  or  removal  of  polypi.  Twenty-five 
of  these  were  not  considered  in  his  essay  owing  to  the  short  time 
after  the  treatment.  Thirty-three  were  cured  and  had  remained  so 
at  the  expiration  of  three  years,  seventeen  were  much  improved  and 
Twelve  not  improved. 

McBride,*  Kyle,"  Bosworth,^  and  numerous  other  writers  cite  cases 
benefitted  or  cured  by  the  removal  of  nasal  polypi.  Roe*  speaks  of 
a  case  cured  by  the  removal  of  hypertrophied  tissue  but  does  not 
•state  in  what  part  of  the  nasal  cavity  this  tissue  was  located,  and  any 
number  of  authors  tell  us  of  cases  cured  by  removal  of  the  intra- 
nasal disease,  but  no  one,  so  far  as  I  am  aware  mentions  the  diseased 
middle  turbinate  as  an  etiological  factor%3r  treatment  confined  to  it 
as  a  remedial  measure.  This  seems  strange  when  we  consider  the 
great  number  of  cases  helped  by  the  removal  of  polypi  and  remem- 
ber that  their  most  frequent  attachment  is  the  middle  meatus  and 
middle  turbinate.^ 

Macdonald^  stands  alone  in  claiming  to  have  never  seen  a  case  of 
asthma  benefitted  by  operation  where  the  obstruction  was  in  the 
middle  meatus. 

In  my  cases  I  was  governed .  wholly  by  the  diseased  condition  of 
the  nose ;  to  be  more  explicit,  the  intranasal  condition  demanded 


*  Read  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Oto- Laryngology, 
Indianapolis,  April  9  to  11,  1903. 
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treatment  disregarding  the  asthma,  therefore  ray  cases  all  come 
under  the  first  of  Schmiegelow's^^  three  rules,  which  freely  translated 
reads, — ''When  the  clinical  picture  leads  to  a  belief  that  the  abnor- 
mal condition  of  the  nasal  cavities  is  a  factor  in  the  production  of 
the  asthmatic  attack,  which  is  to  be  inferred,  when  the  asthmatic 
symptoms  occur,  or  are  aggravated  with  any  increase  in  the  nasal 
symptoms." 

Case  1,  female  aged  16,  was  brought  to  my  office  in  October,  1899, 
to  be  treated  for  nasal  obstruction.  I  found  both  nares  filled  with 
polypi  attached  to  the  middle  turbinates  and  middle  meati.  Patient 
complained  of  attacks  of  asthma  which  she  had  daily  and  had  had 
more  or  less  frequently  since  infancy.  I  removed  the  polypi  as 
thoroughly  as  patient  would  permit,  and  repeated  the  operation  three 
times  during  the  year,  the  last  two  times  I  found  them  only  in  the 
right  nostril.  At  the  fourth  operation  I  removed  the  anterior  end 
of  the  right  middle  turbinate  and  forthwith  the  attacks  of  asthma 
became  less  frequent,  of  shorter  duration  and  less  severe. 

Six  months  later  the  patient  returned  asking  if  I  could  not  cut 
more  out  of  her  nose  and  relieve  her  asthma  entirely.  I  then  re- 
moved the  remainder  of  the  right  middle  turbinate  with  the  result 
that  the  patient  reports  in  February  of  this  year  two  attacks  of 
asthma  in  the  two  years  since  the  last  operation,  both  occuring  in 
December,  one  in  1901  and  one  in  1902,  while  suffering  from  a 
severe  acute  coryza,  these  being  the  only  attacks  of  cold  she  has  had 
during  this  period.  The  patient's  paternal  grandmother  and  an  aunt 
were  sufferers  with  asthma. 

This  is  the  youngest  patient  whom  I  know  has  been  practically 
cured  by  intranasal  operation. 

Case  2,  Mrs.  S.,  aged  36  years.  One  sister  has  hay  fever  and 
asthma.  This  patient  was  first  afflicted  when  two  and  one-half 
years  old  and  has  suffered  more  or  less  ever  sitice,  attacks  increasing 
in  severity  and  frequency  as  she  grows  older  until  at  the  time  of 
operation  she  had  not  had  a  single  night  entirely  free  from  asthma 
for  several  years,  often  sitting  for  days  in  a  chair,  suffering  almost 
continually. 

Her  family  physician  brought  her  to  me  July  31st,  last  year,  stat- 
ing that  he  had  exhausted  his  resources  and  wished  me  to  examine 
her  nose  and  see  if  there  was  anything  abnormal.  I  found  the  nares 
very  large  and  both  inferior  and  middle  turbinates  greatly  hypertro- 
phied  and  crowded  against  the  septum.  I  removed  the  anterior 
halves  of  both  middle  turbinals,  expecting  to  cauterize  the  inferior 
ones  at  some  subsequent  period.     The  patient  had  been  suffering 
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more  than  usual  for  several  weeks.  The  operation  relieved  her 
completely  and  for  six  weeks  she  was  entirely  rid  of  the  dreaded 
attacks,  then  a  recurrence  began,  the  paroxysms  increasing  in  fre- 
quency and  severity  until  November  11th,  when  I  removed  the  re- 
mainder of  the  middle  turbinates,  with  the  result  that  patient  was 
again  completely  relieved  until  in  December  when  they  returned 
with  their  old  severity  and  in  February  they  were  quite  as  frequent 
as  ever. 

Unfortunately  I  was  unable  to  control  the  pain  with  cocaine  dur- 
ing the  second  operation  and  patient  refused  to  allow  me  to  touch  the 
inferior  turbinates  badly  as  they  needed  treatment. 

Case  3,  Mrs.  C,  aged  32,  no  history  of  asthma  in  family.  Patient 
suffered  almost  constantly  from  asthma  from  March,  1900,  until 
operated  upon  in  May,  1901.  She  was  first  afflicted  while  suffering 
with  influenza  accompanied  by  the  usual  severe  rhinitis.  This  oc- 
curred about  the  seventh  month  of  pregnancy.  The  attacks  abated 
during  her  confinement  but  came  on  two  days  after  labor  and  con- 
tinued with  greater  or  less  severity. 

Her  physician  at  several  times  despaired  of  her  life.  After  the 
operation  she  was  sent  to  the  country  where  she  remained  nearly 
three  months  improving  all  the  time  and  returning  home  entirely 
free  from  asthma  until  the  following  April,  when  she  contracted  a 
severe  cold  and  again  suffered  with  her  old  affliction  for  ten  days. 
Since  this  she  has  not  been  troubled  excepting  brief  paroxysms  occa- 
sionally which  last  only  a  few  minutes  and  are  relieved  by  sneezing 
which  is  usually  accompanied  by  slight  bleeding  from  the  nostril 
operated  upon. 

The  operation  in  this  case  consisted  in  the  removal  of  the  right 
middle  turbinate.  This  was  followed  by  a  few  drops  of  pus  in  the 
hiatus  semi-lunaris,  probably  from  the  frontal  sinus. 

Case  4,  Mrs.  I.  E.  C,  aged  27.  Mother  is  asthmatic.  Had  at- 
tacks two  or  three  times  weekly  never  being  spared  more  than  three 
weeks,  had  suffered  for  nearly  four  years  prior  to  the  operation  of 
removal  of  anterior  ends  of  both  middle  turbinates  in  August,  1900. 
The  improvement  began  at  once  and  until  the  present  she  has  not 
had  attacks  oftener  than  one  in  two  or  three  months,  her  last  one 
occurring  in  December.     They  are  milder  and  of  shorter  duration. 

I  have  operated  upon  six  other  cases  where  the  patients  had  asthma 
three  or  four  times  yearly.  Two  are  cured  after  two  years.  Two 
cases  are  improved ;  one  has  not  reported  and  sufficient  time  has  not 
elapsed  since  the  last  one  was  treated.  In  three  of  these  the  inferior 
turbinates  were  either  cauterized  or  a  portion  excised. 
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Now  to  what  conclusions  do  these  cases  lead  us  as  to  the  relation- 
ship of  asthma  and  intranasal  disease.  I  trust  that  I  may  be  par- 
doned if  I  quote  from  an  editorial  written  in  1890^^  for  it  so  aptly  and 
clearly  expresses  my  views. 

"All  that  may  be  said  is  that  wherever  the  nasal  branches  of  the 
trigeminus  spread  out  in  the  nasal  cavities,  there  will  be  found  spots, 
'rritation  of  which  produces  a  reflex  and  in  certain  cases  where  re- 
sistance of  the  medullary  ganglion  is  lowered,  or  their  excitability 
increased,  there  results,  instead  of  an  ordinary  simple  reflex  of  the 
respiratory  center  such  as  sneezing,  an  overflow  of  nervous  force, 
which  passes  down  the  phrenics  to  the  diaphragm  and  possibly  over- 
flows to  the  vasomotor  nervous  cells  in  relation  with  these  parts. 
What  is  very  certain  and  admitted  clinically  is  that  there  must  be 
some  abnormal  state  of  excitability  of  the  basal  ganglia,  which  is 
vaguely  understood  under  the  terms  neurasthenic  or  neurotic." 

In  my  cases  the  only  after-treatment  was  some  bland  oil,  usually 
sabalol,  as  a  spray,  excepting  two  cases  in  which  I  gave  an  old 
asthmatic  preparation  containing 

^     Tr.  hyosciami 

Spt.  aeth.  comp.  aa 30.00 

Potassii   iodidi 15.00 

Syrupi 30.00 

Aquae  menth.  pip.  ad 150.00 

Misce.     Sig.  Two  teaspoonfuls  in  water  every  two  or  three  hours. 

This  I  have  found  one  of  the  best  antispasmodics  in  such  cases. 

I  believe  that  the  benefit  derived  by  these  patients  was  due  to  allay- 
ing the  irritation  to  the  nerve  endings  in  the  nose  and  very  little  if 
any  to  suggestion. 

Case  2  had  developed  an  instability  of  the  control  center  and  whilst 
the  operation  gave  relief  for  awhile  the  debilitated  condition  of  the 
nervous  system  needed  only  an  irritant  to  again  bring  on  the  spasms, 
this  was  supplied  by  an  attack  of  influenza. 
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The  Injection  of  Super=Heated  Medicated  Air  in  Diseases  of  the 
Nose  and  Ear. — By  Jos.  C.  Beck,  M.D.,  Chicago. 

This  paper  zvas  published  in  The  Laryngoscope,  May,  ipoj, 
page  368. 

DISCUSSION. 

Dr.  J.  J.  Kyle. — I  want  to  express  myself  in  favor  of  using  super- 
heated air  in  the  treatment  of  catarrhal  conditions  of  the  middle  ear. 
I  have  been  using  it  for  the  past  year  exclusively.  I  believe  where 
inflation  of  the  middle  ear  is  indicated  the  use  of  cold  air  predis- 
poses to  congestion.  The  super-heated  air  will  bring  about  a 
hyperaemic  condition  rather  than  congestion.  This  hyperaemia,  if 
continued  day  after  day,  stimulates  the  absorption  of  the  exudate. 
We  thus  bring  about  a  very  good  result,  especially  in  old  catarrhal 
conditions,  where  as  by  the  injection  of  medicated  solutions  such  as 
pilocarpin,  we  are  in  danger  of  producing  a  good  deal  of  inflamma- 
tion. With  the  use  of  super-heated  air,  we  are  better  able  to  control 
the  amount  of  hyperaemia,  judging  the  condition  by  the  ocular  ap- 
pearance of  the  membrana  tympani.  So  far  as  the  relief  of  tinnitus 
is  concerned,  I  have  observed  no  flattering  results  from  the  use  of 
super-heated  air. 

Dr.  J.  A.  Stuckv  (Lexington,  Ky.). — Perhaps  no  subject  comes 
before  us  in  which  we  are  more  interested  than  the  treatment  of  the 
chronic  suppurative  conditions  of  the  middle  ear.  If  we  can  get 
sufficient  heat  there  it  is  undoubtedly  the  ideal  treatment.  I  would 
like  the  doctor  to  tell  us  how  he  knows  how  much  heat  he  has.  Does 
he  depend  on  the  sensation  of  the  patient  ? 

Dr.  Pynchon.— I  have  used  an  air  heater  quite  a  good  deal  and 
one  of  its  defects  which  I  have  noticed  is  what  Dr.  Stucky  refers  to. 
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It  has  occurred  to  me  that  if  there  could  be  put  around  this  instrument 
one  of  those  Httle  circular  thermometers  it  would  be  a  good  thing. 
They  are  not  absolutely  accurate,  but  one  could  easily  learn  what 
temperature  it  would  register  and  it  would  thus  be  a  guide  which 
would  be  in  front  of  the  eye.  This  could  be  easily  applied  to  the 
instrument. 

It  seems  to  me  one  of  the  principal  indications  for  the  use  of  hot 
air  is  pain.     It  is  of  more  value  in  pain  than  anywhere  else. 

Dr.  Vail. — I  have  not  used  this  method  of  treatment  to  any  great 
extent.  I  used  the  electric  device  made  by  Meyrowitz  of  New  York 
years  ago,  but  I  could  not  see  that  the  current  of  hot  air  directed  on 
the  drum  head  had  any  effect.  I  have  found  the  inflation  of  warm 
air  from  Politzer's  blow  bag  to  be  a  very  useful  and  grateful  method 
of  treating  acute  catarrhal  cases  of  otitis  media.  I  can  appreciate 
from  my  own  standpoint  the  difference  between  hot  and  cold  air  in 
the  middle  ear.  I  once  had  an  attack  of  acute  catarrhal  otitis  media 
and  was  Politzerized  with  warm  air.  The  treatment  was  very  grate- 
ful. I  felt  better  immediately.  I  sometimes  keep  my  blowbag  on 
the  radiator  where  it  is  always  hot,  instead  of  in  a  drawer,  where  it 
more  or  less  cold.  I  still  use  the  old  Politzer  method  of  inflation  in 
these  cases ;  it  is  safe  and  gives  the  best  relief.  I  use  the  catheter  in 
chronic  cases,  but  prefer  the  Politzer  method  in  acute  troubles. 

Dr.  Beck  (closing  discussion). — The  difficulty  in  the  Eustachian 
tube  route  is  that  the  catheter  is  too  hot  and  the  patient  cannot 
stand  it,  and  the  wood  fibre  catheter  was  selected  in  order  to  control 
the  heat.  In  a  case  of  atropnic  rhinitis  I  found  the  heat  was  borne 
much  better  than  ordinarily.  In  reply  to  Dr.  Stucky,  in  the  experi- 
ments I  made,  will  say  I  took  a  chemical  thermometer,  made  an 
artificial  external  canal  which  I  occluded  like  the  middle  ear.  Then 
the  instrument  with  the  tip  was  passed  into  this  canal.  (Reads  from 
paper.)  "In  a  case  of  atrophic  rhinitis,  with  a  large  perforation  in 
the  tympanic  membrane,  etc."  I  take  the  tube  and  put  a  thermome- 
ter at  the  point  where  the  heat  would  strike  the  ear.  I  was  in 
hopes  Dr.  Vail  would  discuss  the  paper  at  length,  for  I  selected  him 
as  the  victim  to  try  my  instrument  first. 

Naso- Pharyngeal  Fibroma,  Etc. — By  J.  A.  Stucky,  M.D. 

This  paper  will  he  published  in  a  subsequent  issue  of  The  Laryn- 
goscope. 

DISCUSSION. 

Dr.  Jos.  Beck. — Last  year  at  the  meeting  of  the  Middle  Section 
of  the  Am.  Med.  Ass'n,  I  reported  in  conjunction  with  Dr.  Holmes 
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three  cases  of  fibroma  of  the  nose  which  were  diagnosed  as  sarcoma, 
although  only  one  proved  to  be  such.  The  operation  was  done,  not 
through  the  nose,  but  through  the  superior  maxilla.  One  case  was 
not  ligated  and  that  was  reported  as  dead  shortly  after  operation. 
In  most  of  the  cases  reported  by  Holmes  and  Loeb  the  pedicle  of 
these  tumors  were  near  the  sphenoid  bone.  The  two  cases  I  re- 
ported were  nearer  the  middle  of  the  nose  and  consequently  could 
not  be  operated  on  by  the  route  described  by  the  writer.  It  was 
necessary  to  remove  the  maxillary  bone  and  empty  the  antrum, 
which  was  filled  with  fibrous  masses.  This  year  I  had  the  pleasure 
of  having  a  case  which  was  diagnosed  as  a  mucous  polypus  which 
could  be  seen  in  the  post-nasal  space,  and  its  firm  attachments  led 
me  to  believe  it  was  more  than  a  myxoma.  The  trouble  in  the 
operation  was  in  the  engaging  of  a  snare,  and  the  doctor  decided 
to  take  a  heavy  wire  and  with  the  help  of  the  finger  post-nasally 
pass  it  around  and  then  thread  it.  It  was  the  size  of  the  doctor's 
second  case,  one  of  the  largest  masses  I  ever  saw.  Histologically 
it  proved  to  be  a  fibroma.  The  bleeding  after  the  operation  was 
not  marked. 

Dr.  Barnhill. — I  wish  to  exhibit  this  specimen  of  a  fibroid  re- 
moved from  the  naso-pharynx  of  a  man  twenty  years  of  age,  for 
which  a  specially  constructed  steel  snare  was  used,  with  canula  large 
enough  to  admit  a  No.  7  steel  wire.  After  four  hours  effort  in 
tightening  the  loop,  much  to  my  chagrin,  the  canula  doubled  and  the 
wire  broke,  rendering  it  necessary  to  abandon  the  operation  or  devise 
a  new  method.  I  pulled  the  canula  away  from  the  wires  and  re- 
threaded  them  into  that  of  the  Peter's  tonsil  snare,  which  proved 
entirely  sufficient  and  severed  the  large  mass  much  to  my  gratifica- 
tion. 

I  have  seen  several  cases  of  naso-pharyngeal  fibroma  in  the  past 
few  years,  two  of  which  I  considered  inoperable.  The  first,  a  boy 
ten  years  old  was  seen  four  years  ago.  The  growth  completely  filled 
the  naso-pharyngeal  space,  crowding  the  palate  forward,  immobiliz- 
ing it,  and  sending  a  branch  into  one  nostril  of  sufficient  size  to  com- 
pletely block  it,  and  deform  the  cheek  by  its  pressure.  I  have  seen 
the  boy  recently  and  noted  that  he  is  no  worse  in  any  way,  the  size 
of  the  fibroid  remaining  about  the  same,  and  the  boy's  health  fairly 
good.  The  late  Dr.  W.  V.  Morgan,  an  eminent  surgeon  of  this  city 
advised  against  an  operation. 

The  second  case  was  of  a  man  about  30  years  of  age,  in  whom  I 
believed  the  growth  had  been  changed  to  one  of  malignant  nature  by 
frequent  electro-cautery  puncture,  done  for  the  purpose  of  reducing 
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the  growth.  This  case  died  of  inanition,  the  size  of  the  growth  and 
the  glandular  infiltration  causing  final  inability  to  swallow  anything. 

C.  L.  Minor  (Springfield). — I  have  at  the  present  time  a  case  of 
nasal  fibroma  springing  from  the  posterior  end  of  the  middle  turbinal. 
I  can  appreciate  the  difiiculties  that  the  gentlemen  have  had  in  remov- 
ing them  for  I  have  broken  a  No.  6  piano  wire  on  each  of  four  differ- 
ent occasions  in  trying  to  remove  the  growth  with  a  cold  wire  snare. 
The  growth  is  as  hard  as  a  rock  and  can  not  be  removed  by  any 
ordinary  methods  usually  employed  in  nasal  operations.  Dr.  Shurly 
advised  me  to  loop  the  point  of  a  galvano-cautery  around  the  base  and 
remove  it  in  that  way.  I  hope  that  he  will  relate  to  the  society  the 
method  that  he  advised  me  to  pursue. 

Dr.  W.  H.  Peters  (Lafayette,  Ind.). — I  have  removed  a  fibroma 
during  the  past  year  w^ith  my  nasal  snare.  I  applied  the  snare 
through  the  nose,  over  as  large  a  portion  of  the  growth  as  possi- 
ble to  get  in  the  loop.  The  hemorrhage  was  not  great.  The  case 
was  a  boy  of  14.  I  used  cocain  and  the  operation  required  three 
sittings  during  a  period  of  about  an  hour  and  a  half.  I  have  plenty 
of  muscle,  but  it  required  all  the  strength  of  both  hands  to  get  through 
the  growth.  The  growth  had  its  origin  in  the  nasal  passages,  and 
filled  the  whole  of  the  naso-pharynx.  In  growths  such  as  Dr. 
Stucky  reports,  however,  no  snare  could  be  used,  as  it  would  be  im- 
possible to  apply  it. 

Dr.  Hal  Foster  (Kansas  City,  Mo.). — I  wish  to  congratulate  Dr. 
Stucky  on  the  success  of  his  operations  and  the  beautiful  forceps  he 
has  devised.  I  have  had  some  experience  with  extensive  growths. 
Dr.  Murphy  was  in  the  office  and  saw  this  patient  and  published  the 
case  in  a  journal.  It  was  very  large.  I  would  vouch  for  what  he 
says  about  snares,  but  the  modification  of  Peter's  snare  seems  to  me 
meets  the  indication  if  you  can  get  around  the  growth.  If  it  can 
possibly  be  avoided,  I  think  it  is  much  better  not  to  give  these  cases 
chloroform,  because  when  you  do  they  are  much  more  apt  to  bleed. 

I  think  the  laryngologist  should  be  prepared  to  meet  any  emer- 
gency that  arises.  Frequently  you  will  have  to  do  transfusion  if  you 
are  not  careful.  The  hemorrhage  comes  with  a  gush  and  is  certainly 
serious.  I  used  adrenalin ;  had  a  considerable  hemorrhage  but  con- 
trolled it.  I  used  the  snare  and  then  the  forceps  as  the  obstetricians 
do,  and  tamponed  the  nose  very  rapidly,  with  good  results.  I  ap- 
proach these  cases  with  great  anxiety  and  feel  greatly  relieved  when 
the  growth  is  removed. 

Dr.  J.  P.  MoRRELL  (Terre  Haute). — I  am  glad  of  the  opportunity 
of  reporting  a  case  of  which  the  account  given  by  the  doctor  of  his 
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first  case' is  a  fair  description.  The  patient  was  17  years  of  age. 
The  growth  completely  filled  the  right  naris,  and  could  be  seen  by 
raising  the  tip  of  the  nose.  A  change  in  the  contour  of  the  bridge 
of  the  nose  was  also  apparent.  Upon  elevating  the  palate  the  growth 
could  be  seen  behind.  I  had  had  no  experience  in  the  removal  of 
such  growths.  The  removal  of  the  growth  had  beeri  previously  at- 
tempted by  another  physician  by  whom  two  or  three  wires  had  been 
broken,  and  whose  efforts  had  been  followed  by  such  violent  hemor- 
rhage that  he  desisted  from  further  attempts.  My  attempt  to  remove 
a  portion  of  it  with  a  cold  snare  was  rewarded  with  a  broken  wire. 
At  most  but  a  small  portion  of  its  anterior  surface  could  be  engaged 
in  a  snare.  The  growth  so  filled  the  cavity  that  it  was  impossible  to 
surround  any  considerable  portion  of  it  by  wire.  I  therefore  adopted 
this  method ;  With  an  electric  knife  I  made  a  vertical  channel  into  the 
growth  and  crossed  this  by  a  horizontal  one.  This  divided  the 
growth  into  fragments  around  which  I  could  place  the  soft  wire  of 
the  electric  snare.  By  repeating  this  I  was  able  in  two  or  three 
sittings  to  reach  the  plane  of  the  posterior  edge  of  the  vomer.  I  here 
found  that  the  grow^th  was  adherent  to  the  upper  surface  of  the  palate 
which  effectually  prevented  my  engaging  it  in  the  loop  of  the  snare. 
I,  however,  succeeded  in  insinuating  a  wire  with  its  end  protected 
between  the  growth  and  the  outer  wall  of  the  naso-pharynx  into 
the  oro-pharynx  where  I  grasped  it  by  forceps  and  pulled  it  out  of 
the  mouth.  I  was  also  -successful  in  passing  another  wire  with  some 
difficulty  around  behind  the  vomer  and  to  the  opposite  side  of  the 
growth  into  the  oro-pharynx.  Pulling  this  also  out  of  the  mouth 
the  ends  of  the  two  wires  were  united.  Traction  upon  the  nasal  end 
of  one  of  the  wires  drew  the  wire  loop  thus  formed  out  of  the  nostril 
until  the  junction  was  reached  when  the  two  ends  were  threaded  in 
the  snare,  and  traction  made  upon  the  growth.  Then  graduated 
traction  was  made  extending  over  two  days  when  the  attachment  was 
severed,  and  the  growth  removed.  I  have  since  then  repeated  the 
channeling  process  in  removal  of  growths  that  entirely  filled  the 
nares,  and  consider  it  a  very  practical  and  ready  means  of  getting  rid 
of  what  would  otherwise  be  a  very  troublesome  condition. 

Dr  Shurly. — It  is  unusual  to  get  the  complications  Dr.  Stucky 
has  spoken  of.  It  is  usual  in  operating  to  first  destroy  the  adhesions, 
however  long  that  may  take,  and  subsequently  arrange  for  the 
operation  of  its  removal.  In  one  instance  I  adopted  the  method  of 
removing  it  piecemeal.  This  is  not  always  as  satisfactory.  The 
cold  snare  is  also  quite  unsatisfactory,  although  I  have  removed 
them  with  the  cold  snare,  by  having  the  snare  made  of  extraordi- 
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narily  heavy  wire  and  using  No.  8  or  No.  12  wire,  although  some- 
times No.  18  will  do  better.  The  smaller  the  wire  that  will  hold, 
the  easier,  because  the  smaller  wire  will  cut  through  more  readily. 
With  the  ordinary  cold  snare  I  found  it  almost  impossible,  without 
some  additional  guide,  to  keep  the  loop  around  the  tumor.  I  pass 
the  platinum  wire  through  the  nose;  pass  the  fingers  into  the  naso- 
pharynx about  the  tumor,  and  gradually  put  the  wire  up  behind  the 
tumor  with  the  fingers,  or  a  probe  which  is  to  be  bent.  In  that  way, 
by  threading  the  wire  up  over  the  tumor,  I  get  the  canula  up  to  it. 
I  then  turn  on  the  current,  and  by  gentle  traction  cut  through  and 
remove  the  tumor.  I  have  never  met  with  these  terrible  complica- 
tions, nor  have  I  met  with  a  tumor  as  large  as  the  doctor's  unless  it 
was  of  a  sarcomatous  nature,  in  which  case,  the  only  way  to  do,  per- 
haps, is  to  operate  from  the  outside,  cutting  away  the  bone 
and  all  tissues  as  far  as  possible,  in  order  to  remove  the  whole  sar- 
coma. I  have  never  had  success  in  removing  them  by  the  internal 
method  when  large,  because  I  was  never  able  to  get  all  the  growth 
out.  A  re-growth  in  most  cases  takes  place.  In  growths  of  such  a 
nature  it  would  be  very  unsatisfactory  to  leave  any  of  it. 

Dr.  Stucky  (closing). — I  appreciate  the  liberal  discussion.  In 
Dr.  Beck's  remarks,  there  is  one  point  we  must  distinctly  make,  and 
that  is  the  difference  between  a  mixed  fibroma  and  a  true  fibroma. 
I  am  sorry  I  did  not  have  time  to  read  all  the  reports  and  make  this 
clear. 

In  answer  to  Dr.  Barnhill,  would  say  that  I  believe  the  electro 
cautery  in  these  cases  does  harm  and  that  by  its  use  you  stimulate  the 
growth.     I  am  sure  it  was  true  of  the  first  case  I  had. 

As  to  tne  remarks  of  Drs.  Minor  and  Shurly  regarding  the  attach- 
ment to  the  posterior  turbinal,  it  is  possible  when  located  at  this 
point  to  snare  them,  bone  and  all.  But  one  point  I  tried  to  empha- 
size about  this  case  was  that  the  attachment  involved  the  whole  of 
the  basilar  process  and  extended  up  into  the  nose.  You  can  no  more 
make  a  loop  of  any  kind  to  snare  that  than  you  can  snare  this  piece 
of  marble. 

About  the  case  descriped  by  Dr.  Peters  I  do  not  see  how  with  a 
snare  of  any  kind  I  could  have  cut  off  this  growth ;  and  replying  also 
to  Dr.  Foster,  if  I  had  made  a  little  opening  and  attempted  to  channel 
through  this  growth,  the  patient  would  have  bled  to  death. 

About  the  adhesions,  there  is  a  difference  between  the  adhesions 
and  the  attachment.  I  broke  up  the  adhesions  gradually  and  kept 
them  separated  with  strips  of  gauze.  The  main  attachment  was  on 
the  basilar  process. 
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An  Unusual  Case  of  Spontaneous,  Bilateral  Hemorrhage  from 
the  Ear. — By  M.  A.  Goldstein,  M.D.,  St.  Louis,  Mo. 

This  paper  zi'il!  be  published  in  a  subsequent  issue  of  The  Laryn- 
goscope. 

DISCUSSION. 

Dr.  J.  G.  DoRSEY  (Wichita,  Kan.). — I  was  very  much  interested 
in  Dr.  Goldstein's  report,  for  I  had  a  case  very  similar  last  fall.  A 
girl  of  16  was  brought  to  me  for  on-coming  deafness  in  both  ears.  I 
washed  some  epithelial  scales  from  the  ear  with  the  syringe,  and 
three  days  afterward  spontaneous  hemorrhage  from  the  left  ear 
occurred.  The  girl  developed  some  hysterical  symptoms.  For  two 
months  this  occurred,  but  I  could  not  find  the  place  whence  it  came. 
The  parts  all  appeared  to  be  normal.  There  was  complete  bilateral 
deafness.  I  will  say  that  prior  to  the  hemorrhage  from  the  ear — in 
fact  prior  to  my  seeing  her  at  all — she  had  hemorrhage  from  the 
•stomach,  but  from  that  time  there  were  no  other  symptoms  of  general 
hemorrhage.  The  case  was  under  my  care  for  about  eight  weeks. 
It  was  not  accompanied  by  vicarious  menstruation.  She  menstruated 
twice,  as  normally  as  usual  while  under  my  care,  which  seemed  to 
have  no  effect  on  the  hemorrhage. 

Dr.  Conkey. — While  this  paper  was  being  read,  a  similar  case  was 
presented  to  my  mind,  yet  different  in  many  ways.  I  saw  this  case 
in  consultation,  and  saw  it  several  times.  The  history  of  the  case 
was  that  there  had  been  hemorrhages  and  watery  discharges  from  the 
external  ear.  On  examination  I  found  an  absolutely  normal  condi- 
tion, both  of  the  auditory  canal  and  of  the  membrana  tympani.  The 
patient  had  had  headache  for  several  days.  I  referred  the  case  back 
to  the  physician  and  told  him  as  far  as  I  could  see  nothing  was  wrong 
with  the  patient.  The  hearing  was  good.  A  few  days  afterward  the 
doctor  reported  she  had  another  hemorrhage,  and  from  that  time  on 
he  reported  repeated  hemorrhages.  I  did  not  see  the  case  for  about 
a  month.  I  was  called  one  night  and  found  her  in  an  apparently 
critical  condition ;  suffering  intense  pain.  I  examined  her  again  and 
found  no  lesion  whatever  and  no  inflammatory  condition.  I  thought 
at  first  there  might  be  a  brain  lesion.  I  examined  the  retina  and 
found  no  trouble  at  all.  I  told  the  doctor  I  believed  we  had  a  case  of 
hysteria,  but  I  was  in  some  doubt.  For  several  months  this  woman 
continued  to  have  these  attacks,  followed  by  discharges,  and  with  the 
discharges  there  was  relief.  Neither  I  nor  the  attending  physician 
ever  saw  the  discharge.  Finally  she  was  sent  to  a  hospital  where  I 
found  her  complaining  of  great  pain  in  the  ear  and  symptoms  simu- 
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lating  paralysis.  Upon  pressure  over  the  mastoid  there  seemed  to  be 
some  tenderness,  and  although  I  believed  the  case  was  one  of  hysteria 
it  seemed  to  me  that  strong  measures  were  neeeded  to  get  her  out  of' 
the  state  in  which  she  had  fallen.  It  was  a  desperate  case  and  re- 
quired desperate  measures.  I  advised  a  mastoid  operation.  I  told 
her  this  must  be  done,  and  if  necessary  I  would  open  the  brain 
cavity.  This  statement  had  the  desired  effect  upon  her.  From  that 
time  on  she  began  to  improve.  She  was  soon  able  to  leave  the  hos- 
pital and  since  then  ( six  months  ago ) ,  I  have  not  heard  from  the 
case.     I  believe  it  was  hysterical.  , 

I  wish  to  add  further  that  at  the  time  of  the  last  examination  there 
was  considerable  dry  blood  in  the  external  auditory  canal,  although 
there  was  no  fluid. 

Dr.  Vail. — I  have  seen  one  case  of  hysterical  hemorrhage  from  the 
ear,  in  which  the  patient  was  caught  in  the  act  of  wounding  the  ear  by 
means  of  a  hat  pin.  Of  course  as  soon  as  this  was  discovered,  she 
was  accused  and  put  under  surveillance. 

The  case  of  Dr.  Goldstein's  presents  such  peculiar  and  unique  fea- 
tures that  there  is  an  uncertainty,  in  my  mind  at  least,  as  to  whether 
it  was  hysterical  or  not.  I  cannot  understand  how  the  wounding  of 
the  ear  could  produce  such  profuse  discharge  of  sero-sanguinous 
fluid.  The  secretion  was  found  to  be  something  of  the  nature  of 
cerebro-spinal  fluid  stained  with  some  blood  corpuscles.  We  are  any 
of  us  liable  to  run  across  this  condition,  and  I  wish  the  doctor  in 
closing  would  give  us  his  opinion  as  to  what  he  thinks  it  was. 

Di{.  Goldstein. — I  wish  to  ask  Dr.  Dorsey  and  Dr.  Conkey 
whether  provisions  were  made  in  their  respective  cases  here  reported 
for  the  definite  exclusion  of  simulation,  or  the  wounding  of  the 
external  parts  by  the  patient,  or  the  introduction  extraneously  of 
blood  or  other  fluid  ? 

Dr.  Dorsey  (answering  Dr.  Goldstein's  question). — My  case 
was  in  one  of  the  catholic  institutions,  and  I  had  a  sister  delegated 
to  watch  this  girl  carefully.  It  was  more  likely  to  appear  when  she 
was  with  people  than  when  alone.  The  hemorrhage  was  abundant 
and  more  than  could  be  produced  by  a  slight  injury  of  the  ear.  It 
was  like  a  hemorrhage  from  the  nose.  I  have  seen  the  ear  filled  with 
blood.  I  immediately  inspected  it  and  found  no  place  where  blood 
could  come  from. 

Dr.  Conkey  (answering  Dr.  Goldstein). — In  this  case  there  was 
no  reason  for  malingering.  She  was  at  home  and  a  poor  woman. 
While  I  made  no  provision  to  prevent  it,  there  was  no  real  object 
in  it. 
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Dr.  Goldstein  (closing). — As  far  as  I  have  studied  this  case,  and 
I  have  tried  to  gather  every  detail  as  completely  as  possible,  one  of 
the  most  potent  and  unusual  features  was  the  absolute  exclusion  of 
simulation  and  of  the  extraneous  introduction  of  any  fluid  or  sub- 
stance. 

Quite  a  number  of  cases  have  been  reported  of  hemorrhage  or 
exudate  from  the  ear,  with  intact  membranae  tympani,  where  malin- 
gering was  determined  as  the  cause.  In  some  of  these  cases  of  an 
intensely  hysterical  type,  the  patient  perhaps  unconsciously  provoked 
such  hemorrhage  either  by  injury  to  the  auditory  canal  or  by  the 
introduction  of  fluids  or  irritants  into  the  ear  by  way  of  the  canal. 

Another  puzzling  feature  in  my  case  was  the  determination  of  the 
character  of  the  fluid.  After  careful  and  repeated  examinations,  it 
was  decided  that  this  fluid  was  not  cerebro-spinal  in  character,  be- 
cause neither  the  specific  gravity,  the  chemical  reaction  nor  the 
microscopic  appearance  indicated  it.  The  examination  showed  spe- 
cific gravity  1040,  the  fluid  of  the  consistency  and  character  of  serum, 
containing  a  few  red  blood  corpuscles,  and  polynuclear  cells. 

Even  with  the  accurate  data  at  our  command  in  this  case,  I  have 
been  unable  to  reach  any  definite  conclusions  or  diagnosis.  I  might 
advance  as  a  theory  that  of  a  neurosis  of  a  vaso-motor  type,  where 
an  intermittent  paralysis  localized  in  the  mucosa  of  the  tympanum 
would  allow  of  a  sufficient  osmosis  or  transudation  of  serum  through 
the  capillary  blood  vessels  until  the  middle  ear  cavity  was  filled  to  a 
sufficient  extent  to  allow  the  fluid  to  syphon  out  through  some 
mechanical  or  congenital  crack  or  fissure  into  the  external  auditory 
canal.  An  intense  hysterical  temperament  like  that  possessed  by  my 
patient  would  further  predispose  to  some  such  vaso-motor  irregu- 
larity. 

I  was  careful  not  to  advance  any  hypothesis  or  theory  in  reporting 
my  case,  because  I  thought  it  would  detract  from  the  actual  value  of 
the  report.  As  a  theory,  the  one  which  I  have  just  stated  occurs  to 
me  as  the  only  one  which  may  have  a  possible  bearing  on  the 
etiology*. 

Some  Cases  of  Asthma  Treated  by  Removal  of  Middle  Tur- 
binate.—By  T.  W.  MooEE,  M.D.,  Huntington,  W.  Va. 

This  paper  will  he  published  in  the  July  issue  of  The  Laryngo- 
scope, page  533. 

DISCUSSION. 

Dr.  J.  W.  Murphy  (Cincinnati). — This  subject  of  asthma  has 
given  us  all  a  good  deal  of  worry.  No  operation  seems  to  be  a  pana- 
cea for  the  cure  of  the  disease.     The  exact  cause  and  etiolog\^  of  this 
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disease  seems  as  obscure  to-day  as  ever  it  has  been.  I  have  operated 
on  quite  a  number  of  these  cases  for  this  condition  and  now  and  then 
a  case  seems  to  be  materially  benefitted,  but  in  the  majority  of  cases 
the  condition  returns.  There  seems  to  be  a  vaso-motor  cause  here  and 
most  any  operation  seems  to  benefit  the  case  for  a  short  time.  I 
have  at  the  present  time  a  gentleman  who  is  a  great  sufferer  from 
asthma  and  I  have  operated  on  him  three  or  four  times.  Every 
operation  helps  for  a  while ;  but  there  is  nothing  more  to  operate  on 
and  I  do  not  know  what  we  will  do  when  he  comes  back  again.  I 
think  it  is  Bosworth  who  claims  that  80  or  90  per  cent  of  asthmatic 
cases  can  be  benefitted  by  operation,  but  my  experience  has  not  been 
such.  I  think  in  a  great  many  of  these  cases  there  must  be  a  great 
deal  in  suggestion.  I  had  a  case  under  observation  several  years 
ago  in  which  a  large  spur  was  removed  from  the  septum  and  the 
nose  was  put  in  as  good  condition  as  I  was  able  to,  but  the  attack 
of  asthma  returned  in  a  few  months  as  severely  as  before.  Then 
the  patient  went  south  and  the  climatic  change  helped  the  condition, 
but  as  soon  as  the  patient  returned  from  Texas  the  asthma  returned. 

Dr.  Vail. — Dr.  Murphy's  remarks  almost  explain  themselves.  He 
said  that  a  great  many  of  these  cases  are  amenable  to  suggestive 
therapeutics.  The  suggestive  treatment  is  the  very  thing  they  get 
from  the  Osteopath.  The  Osteopath  will  generally  claim  that  the 
"spheno-palatine"  duct  is  closed,  or  that  the  ''25th  cervical  vertebra" 
is  out  of  joint,  and  so  impress  the  patient  with  these  wonderful 
things. 

I  knew  a  young  medical  man  who  had  suffered  for  years  with 
asthma.  About  three  years  ago  he  took  treatment  from  an  Osteo- 
path who  informed  him  that  his  ensiform  cartilage  was  out  of  joint. 
One  treatment  cured  him — so  he  stated  to  me.  He  was  so  impressed 
with  the  tenets  of  the  osteopathic  school  that  he  turned  osteopath 
himself.  Lately  I  have  learned  that  his  asthma  is  as  bad  as  ever. 
I  presume  that  familiarity  with  the  workings  of  osteopathy  has 
staggered  his  faith  to  the  extent  that  he  is  no  longer  a  fit  subject  for 
their  suggestive  treatment. 

Dr.  Goldstein. — There  is  no  doubt  of  the  fact  that  hypcrtrophied 
turbinals  occasionally  play  an  important  part  in  the  etiology  of  local- 
ized asthma,  and  that  occasionally  operative  interference  will  give 
you  the  radical  result  you  desire.  To  me  the  most  important  feature 
would  be  to  determine  just  when  to  operate  and  just  when  to  let 
this  conditidn  alone. 

Dr.  W.  R.  Murray  (Minneapolis,  Minn.). — I  believe  a  number 
of  these  cases  can  be  classed  as  neuroses,  but  a  large  number  depend 
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on  nasal  lesi6ns  and  the  removal  of  these  will  often  result  in  a  cure. 
I  am  not  prepared  with  statistics,  but  I  have  operated  on  a  number 
in  the  past  four  years,  and  I  endorse  the  writer's  views  as  to  the 
middle  turbinal  being  frequently  the  seat  of  the  disease.  I  cannot 
say  how  permanent  the  relief  is  after  operation,  but  do  not  recollect 
any  case  that  has  come  back  where  the  asthma  was  relieved  at  the 
time.  But  sometimes  we  do  not  get  a  cure  of  the  asthma  after 
removal  of  the  lesions  of  the  nose.  I  remember  one  case,  the  most 
violent  I  had  ever  seen,  where  the  man  had  been  subject  to  attacks 
for  fifteen  years.  He  had  a  prominent  nasal  lesion.  The  middle 
turbinals  were  hypertrophi^d  and  there  were  nasal  polypi,  also  en- 
larged inferior  turbinals.  I  operated,  but  the  asthmatic  attacks  con- 
tinued and  he  has  suffered  practically  as  much  as  before  the  opera- 
tion. I  remember  six  or  eight  cases  in  the  past  three  or  four  years 
where  the  attacks  have  disappeared  within  a  week  of  the  time  of  the 
operation,  and  as  far  as  I  know,  in  those  cases  none  have  recurred. 

Dr.  Barnhill  (Indianapolis,  Ind.). — We  in  Indianapolis  live  in 
the  center  of  the  rag-weed  district  of  the  United  States,  as  well  as 
in  the  center  of  its  population,  and  therefore  any  paper  on  the  subject 
Dr.  ^loore  has  just  presented,  becomes  of  the  greatest  interest, 
because  here  in  Indiana  the  rhinologist  sees  annually  a  large  number 
of  cases  of  asthma  and  hay  asthma. 

Some  years  ago  I  read  a  paper  on  the  same  subject,  and  being  aware 
of  the  criticism  that  had  been  made  of  the  surgical  means  of  treating 
asthma,  I  attempted  to  ascertain  if  possible,  if  there  was  any  easier, 
pleasanter  or  more  certain  means  of  cure.  I  therefore  wrote  to  each 
professor  of  general  medicine  in  each  leading  regular  medical  college 
in  the  Middle  west,  asking  if  he  had  ever  had  a  case  in  which  he  had 
cured  a  case  of  hay  asthma  by  drugs  alone.  In  every  answer  received 
the  report  was  negative.  Such  is  not  the  case  with  surgical  means, 
for  many  rhinologists  have  reported  cures  following  w^ell  directed 
intra-nasal  surgery,  coupled  with  careful  general  medication.  I 
believe  the  region  of  the  middle  turbinate  to  be  most  often  at  fault 
in  these  cases,  and  that  by  removing  areas  of  pressure,  and  securing 
better  drainage  from  the  accessory  cavities  which  open  under  the 
middle  turbinate  body,  we  can  secure  good  and  often  brilliant  results. 
Much  has  been  written  about  the  nervous  element  which  accompanies 
these  cases.  I  believe  this  is  often  a  result  of  the  nasal  pressure  and 
faulty  sinus  drainage,  for  certainly  judging  from  the  amount  of  local 
suflfering  endured  by  these  patients  it  would  not  seem  unreasonable 
if  their  nervousness  was  attributed  as  a  result  of  the  nasal  condition, 
and  not  a  causative  factor  of  the  asthma.     I  have  recently  removed 
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the  middle  turbinate,  together  with  a  large  number  of  concealed 
polypi  in  such  a  case.  Several  years  ago  I  had  removed  several 
polypi  from  the  same  case,  which  were  large  enough  to  be  seen  in  the 
nasal  fossa.  This  helped,  but  the  sneezing,  and  asthma  continued 
unabated.  Several  times  -since  poylpi  were  again  removed  with  like 
result.  Recently  I  insisted  that  the  patient  permit  more  radical 
methods,  which  was  done,  and  I  removed  the  middle  turbinal,  which 
exposed  many  polypi  springing  from  the  ethmoid  and  about  the 
ostium  maxillaire.  These  were  also  removed,  and  the  result  is  en- 
tirely satisfactory  to  the  patient,  and  I  believe  a  cure  will  result. 
Certainly  in  cases  where  there  is  a  clear  condition  of  nasal  obstruc- 
tion and  faulty  silius  drainage,  our  best  results  must  come  through 
surgical  methods. 

Dr.  Pynchon. — I  personally  am  disposed  to  think  that  asthma 
is  chiefly  due  to  the  traveling  downwards  of  secretions  from  the 
post-nasal  space.  Why  such  secretions  do  not  always  produce  it, 
but  do  in  certain  cases,  I  cannot  say.  Enlargement  of  the  middle 
turbinal  is  acknowledged  by  all  to  be  a  factor  in  hay  fever.  In  my 
paper  yesterday  I  stated  that  enlargement  of  the  middle  turbinal 
impairs  the  ventilation  and  drainage  of  the  attic  of  the  nose.  By 
this  impairment  is  produced  catarrhal  sinusitis,  the  secretion  from 
which  travels  to  the  post  nasal  space,  as  emphasized  by  Cobb.  Dr. 
Moore  stated  that  he  did  not  know  of  another  writer  who  had  called 
attention  to  middle  turbinal  hypertrophy  as  a  cause  of  asthma.'  In  a 
paper  I  read  at  New  Orleans  four  years  ago  I  called  attention  to  this 
fact,  and  emphasized  it  in  the  paper  I  read  at  Cincinnati  two  years 
ago. 

Dr.  Goldstein. — Last  July  or  August  Dr.  G.  B.  Holt  of  New 
York,  one  of  the  older  surgeons  of  the  Manhattan  Eye  and  Ear 
Hospital,  published  a  paper  in  The  Laryngoscope  on  favorable 
results  in  the  removal  of  turbinal  hypertrophies  in  the  treatment  of 
hay  fever. 

Dr.  Moore  (concluding). — I  am  very  glad  to  have  the  indorse- 
ment of  the  surgical  treatment  of  this  disease  by  so  many  distin- 
guished members  of  the  Academy.  I  think  that  unless  we  watch 
these  cases  closely  afterwards  we  are  apt  to  think  that  they  are 
cured  when  they  are  not.  When  I  started  this  paper  I  was  sure  that 
three  of  these  cases  were  cured  and  I  did  not  know  until  I  inter- 
viewed the  patients  that  they  had  had  any  subsequent  attacks. 

I  think  that  the  middle  turbinate  is  an  important  etiological  factor, 
but  we  may  remove  the  cause  as  we  often  see  in  traumatic  epilepsy 
and  still  the  neurosis  will  remain. 
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The  Present  Status  of  the  Treatment  of  Mastoiditis. — By  Geo. 
F.  Keiper,  'M.D.,  Lafayette,  Ind. 

AND 

A  Synopsis  of  My  First  Hundred  Mastoid  Operations. — By  C. 

Barck,  M.D.,  St.  Louis,  Mo. 

These  papers  will  be  published  in  a  subsequent  issue  of  The 
Laryngoscope. 

A  motion  was  made  and  carried  to  discuss  these  two  papers 
together. 

DISCUSSION. 

Dr.  J.  W.  Murphy  (Cincinnati). — In  reference  to  Dr.  Keiper's 
paper  as  to  whether  we  should  use  heat  or  cold  in  the  early  stages, 
we  have  good  authorities  on  both  sides.  If  I  see  the  case  at  a  very 
early  stage  I  am  partial  to  the  ice  cap,  but  never  for  more  than  24 
hours.  If  there  is  no  improvement  at  the  end  of  24  hours,  I  then 
go  to  the  other  extreme,  and  use  heat.  I  much  prefer  dry  heat  to 
moist,  and  recently  I  have  been  able  to  apply  the  dry  heat  quite  con- 
veniently by  means  of  the  electric  globes  whenever  in  the  hospital 
or  the  home  we  have  the  electrical  current.  I  use  one  of  these  drop 
lights  on  a  cord,  with  a  key  on  it,  so  the  current  can  be  controlled  by 
the  patient.  I  wrap  the  globe  in  a  tow^el  and  place  beside  the  ear 
within  the  control  of  the  patient.  As  it  gets  too  hot  it  can  be  turned 
out.  It  must  be  watched  and  the  patient  not  allowed  to  go  to  sleep, 
as  these  get  very  hot;  I  find  a  napkin  can  be  scorched  and  almost 
burned  by  the  heat  from  one  of  these  globes.  I  also  like  to  douche 
these  ears  with  very  hot  water.  I  like  the  Lucae  ear  douche  in 
which  a  return  current  is  allowed  to  escape  from  the  ear.  It  is  at- 
tached to  the  fountain  syringe  and  the  little  hard  rubber  tube  placed 
in  the  ear  so  the  current  of  hot  water  gives  the  most  satisfactory 
results.  The  patient  can  apply  this  himself.  The  symptoms  of 
mastoiditis  must  be  carefully  watched,  and  as  the  doctor  said,  cold  is 
apt  to  mask  dangerous  symptoms ;  therefore  if  the  symptoms  do  not 
improve  in  a  short  time  the  cold  should  not  be  persisted  in.  I  have 
seen  during  the  past  winter  a  number  of  cases,  resulting  from  the 
recent  epidemic  of  grippe.  It  has  seemed  to  have  a  special  tendency 
to  involve  the  middle  ear.  Last  week  I  had  a  case  of  this  kind,  in 
which  cold  was  applied  without  beneficial  results ;  then  I  tried  heat. 
The  patient  never  had  a  temperature  to  exceed  99  degrees,  and 
deceived  me  as  to  his  reports  each  morning,  saying  he  had  rested  well 
and  was  getting  along  nicely.     We  all  hate  to  do  a  mastoid  opera- 
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tion  if  there  is  any  hope  otherwise,  and  I  took  the  patient's  state- 
ment; but  a  few  days  later  I  noticed  a  pecuHar  bulging  of  the  pos- 
terior superior  wall  of  the  canal  and  refused  longer  to  be  responsible 
for  the  case,  telling  him  I  was  sure  he  ought  to  have  the  mastoid 
opened.  He  consented  to  the  operation  and  I  found  an  abscess  at 
the  tip  of  the  mastoid  in  contact  with  the  lateral  sinus.  The  abscess 
was  larger  than  a  pigeon's  egg  and  full  of  offensive  pus,  and  yet  the 
man  had  few  symptoms  of  mastoiditis,  which  shows  how  often  we 
can  be  deceived. 

The  cases  reported  by  Dr.  Barck  were  interesting  and  show  the 
difficulties  we  frequently  encounter  in  being  unable  to  diagnose  the 
sub  or  extra-dural  abscess  in  these  cases,  especially  in  children.  In 
the  past  six  weeks  I  had  a  case  that  demonstrated  this  clearly.  The 
child  had  an  attack  of  grippe  and  there  were  very  few  symptoms ;  no 
discharge  from  the  ear,  but  a  constant  complaint  of  pain.  A  par- 
acentesis was  made  and  a  drop  of  bloody  serum  exuded.  Several 
days  later  the  mastoid  was  opened  and  a  small  amount  of  granular 
tissue,  in  a  comparatively  healthy  ear,  was  removed.  It  was  de- 
cided in  consultation  that  probably  there  was  some  inflammation  of 
the  brain,  and  the  wound  was  opened  up  and  the  integument  re- 
moved. No  abscess  was  found.  Several  days  later  the  symptoms 
still  pointed  so  strongly  to  a  brain  lesion  that  the  wound  was  again 
opened  by  a  general  surgeon  in  consultation  and  further  exploration 
revealed  no  abscess.     Meningitis  resulted  fatally  a  few  days  later. 

Dr.  Goldstein. — There  is  very  little  in  either  paper  that  will  bear 
discussion,  one  being  a  synopsis  to  date  and  the  other  simply  statis- 
tical data ;  but  the  question  developed  by  Dr.  Murphy,  the  compara- 
tive value  of  thermal  applications  is  interesting,  and  I  think  it  is  just 
as  much  in  controversy  to-day  as  it  was  five  or  ten  years  ago.  Just 
as  the  general  surgeon  in  his  treatment  of  inflammations  see-saws 
back  and  forth  between  heat  and  cold,  so  too,  does  the  otologist.  I 
am  glad  to  endorse  Dr.  Murphy's  suggestions  in  the  case  which  he 
has  related,  which  is  of  the  class  we  see  so  much  of  now,  the  acute 
grippe  inflammations  of  the  ear,  in  which  the  actual  pathological 
inroads,  brought  to  our  notice  when  the  mastoid  is  opened,  occur 
with  remarkable  rapidity.  Neither  heat  nor  cold  will  benefit  a  case 
where  mastoid  symptoms  develop  a  day  or  two  after  an  acute  ear 
ache  following  influenza.  You  will  find  granulations  almost  filling 
the  antrum.  How  heat  or  cold  or  other  agent  will  relieve  that  condi- 
tion I  fail  to  see. 

I  would  like  to  ask  Dr.  Barck  in  regard  to  one  case  to  which  he 
refers  which  has  an  interesting  history — that  of  the  recurring  mas- 
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toid  Operation.  At  about  what  time  was  that  done?  Was  it  done 
within  the  time^of  the  recent  radical  operation?  (Dr.  Barck:  In 
1892-94-95.) 

Unless  there  was  a  distinctly  tubercular  or  otner  equally  progres- 
sive specific  infection  in  that  mastoid,  there  should  not  have  been  an 
occasion  for  such  frequent  operating. 

Dr.  G.  W.  Spohn  (Elkhart,  Ind.). — I  was  very  much  interested 
in  both  papers;  but  one  thing  not  mentioned  was  the  use  of  elec- 
tricity. I  tried  it  once  in  a  case  for  operation,  where  the  consent  of 
the  family  could  not  be  obtained.  The  ear  bulged  out  and  was  in  an 
edematous  condition  in  the  region  of  the  mastoid.  At  the  fifth  and 
sixth  days  the  temperature  was  101^  and  102.  I  used  the  high  fre- 
quency current  for  fifteen  minutes  lightly  over  the  mastoid,  for  two 
days  in  succession.  To  my  surprise,  after  the  second  application 
there  was  great  improvement.  In  four  days  the  fever  had  disap- 
peared and  the  case  made  a  good  recovery.  I  applied  th£  current  to 
relieve  the  pain,  as  I  had  done  previously  in  cases  of  a  neurotic 
origin. 

I  have  had  old  chronic  cases  of  otorrhoea  that  were  carefully 
treated  for  many  months  with  no  apparent  improvement,  which  were 
cured  with  the  application  of  the  X-Ray.  It  seems  to  me  the  old 
mastoid  sinuses,  left  after  operation,  could  be  more  speedily  cured 
with  the  X-Ray.  It  has  a  stimulating  action  that  is  wonderful  in 
pus  discharging  sinuses.  The  ray  is  used  very  successfully  in  ab- 
dominal sinuses  by  such  renowned  surgeons  ar  Murphy,  Senn  and 
many  others. 

Dr.  Bradfield. — I  would  like  to  ask  about  bleeding  subsequent 
to  an  acute  otitis  media;  what  is  the  experience  as  to  the  benefit 
derived  from  free  hemorrhage  ? 

Dr.  L.  C.  Cline  (Indianapolis,  Ind.). — I  wish  to  speak  a  word  in 
reference  to  the  heat.  The  question  reminds  me  of  the  bicycle  fad 
we  had  a  few  years  ago ;  if  you  were  lean  you  should  ride  the  wheel 
to  become  fat;  and  if  you  were  fat  you  should  ride  to  become  thin. 
This  is  the  case  with  the  hot  application.  It  is  all  right  to  use  heat, 
but  I  doubt  its  efficacy  in  a  great  many  cases.  We  have  got  to  do 
something  if  we  have  mastoid  involvement,  or  if  we  are  threatened 
with  it.  I  think  if  we  would  turn  our  attention  to  flushing  the 
alimentary  canal  we^would  do  better  than  by  applying  cold  or  heat. 
A  little  calomel  followed  by  Rochelle  salts  or  anything  to  clean  out 
the  tract  and  put  the  house  in  order.  If  it  is  a  surgical  case,  nothing 
will  do  good  but  surgery.  If  the  pus  has  formed  in  the  mastoid 
cells  I  do  not  believe  that  either  heat  or  cold  will  stop  it.     I  believe 
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the  internal  treatment  will  come  nearer  doing  it  than  hot  or  cold 
applications.  The  point  is  to  find  out  when  we  should  operate,  and 
then  operate  without  further  delay.  Many  cases  die  from  neglect  to 
operate  soon  enough.  When  we  find  the  bulging  of  the  posterior 
superior  wall  we  should  become  suspicious,  and  as  Dr.  Murphy  said, 
we  should  insist  on  the  operation  or  dismiss  the  case. 

Dr.  W.  R.  Murray  (Minneapolis). — Referring  to  Dr.  Keiper's 
paper,  I  do  not  believe  there  is  any  therapeutic  effect  but  the  relief 
of  pain  in  the  ice  pack.  It  is  grateful  to  the  patient,  but  it  is  capable 
of  masking  a  great  many  symptoms  and  I  do  not  think  it  has  much 
effect  on  the  mastoid  disease.  It  should  not  be  applied  for  more  than 
24  hours. 

I  never  saw  a  case  clear  up  after  there  was  bulging  of  the  super- 
ior and  posterior  walls  of  the  canal.  When  that  occurs,  the  indica- 
tion is  absolutely  for  operation. 

Referring  to  Dr.  Barcks  paper,  which  has  been  very  interesting,  I 
would  like  to  ask  whether,  in  his  cases  of  sinus  thrombosis,  it  is 
always  his  policy  to  ligate  the  jugular  vein  before  going  into  the 
sinus.  I  would  also  ask  his  policy  in  the  after-treatment  for  brain 
abscess  in  the  way  of  dressings  and  the  frequency  with  which  they 
are  made. 

Dr.  Barck  (closing). — As  regards  the  relative  merits  of  heat  and 
cold,  I  believe  this  question  is  still  an  open  one  in  medicine  as  well 
as  in  surgery.  Personally,  I  prefer  cold  applications  in  children  and 
in  young  robust  people.  In  middle  aged  and  old  persons,  I  prefer 
warm  or  hot  applications,  usually  by  the  dry  method.  I  consider, 
however,  this  point  of  minor  importance.  In  my  opinion,  the  best 
remedy  to  abort  an  acute  mastoiditis  is  an  early  paracentesis.  By 
this  procedure,  certainly  a  number  of  them  may  be  prevented.  But 
there  are  instances  where  neither  a  paracentesis  nor  any  form  of 
application  can  prevent  mastoid  affection.  The  cause  lies  in  the 
peculiar  anatomical  condition  of  the  temporal  bone.  I  have  exam- 
ined a  number  of  these  as  to  the  relative  position  of  the  antrum  and 
the  middle  ear.  While  in  some  of  them,  the  floor  of  the  antrum  was 
just  as  high  as  the  opening  of  the  aditus  into  the  middle  ear,  or  even 
slightly  higher,  in  others  it  was  decidedly  lower.  In  the 
former,  there  is  a  relatively  free  communication  between  the  antrum 
and  the  middle  ear  and  so  even  after  the  infection  had  reached  the 
antrum,  there  is  an  outlet  for  the  secretion.  In  the  latter,  there  is  a 
kind  of  cul-de-sac,  and  when  this  is  affected,  it  will  in  all  probabili- 
ties not  recede,  no  matter  what  kind  of  external  application  is  made. 

As  for  bleeding  by  leeches  or  other  means,  I  use  it  quite  fre- 
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quently  in  well  nourished  individuals,  and  believe  it  acted  well  in  a 
number  of  instances. 

In  answer  to  Dr.  Goldstein,  as  to  the  case,  which  was  operated 
upon  four  times,  will  say,  that  there  was  never  an  indication  to  per- 
form a  radical  operation,  because  there  was  no  chronic  suppuration 
from  the  middle  ear.  It  was  in  every  instance  an  acute  otitis  and 
acute  mastoiditis — in  fact  the  most  acute  and  rapid  one  I  ever  saw. 
After  each  operation,  the  otorrhea  ceased,  the  perforation  of  the  tym- 
panic membrane  closed,  and  the  hearing  returned  about  to  the 
normal.  It  was  so  a  year  after  the  third  operation,  as  stated.  I 
never  saw  any  reason  to  sacrifice  the  chain  of  healthy  ossicles,  and 
with  them  the  hearing.  I  simply  reported  the  case,  which  was  cer- 
tainly unique  and  is  still  an  enigma  to  me  in  many  points  and  as  to 
its  etiolog}^ 

In  regard  to  the  drainage  in  brain  abscess,  would  like  to  state  that 
I  believe  in  frequent  dressings.  After  the  operation  I  usually  allow 
two  days  to  elapse,  and  then  institute  daily  dressings. 


Otorrhagia  in  Typhoid  Fever — Raoult  and  S pecker — Rci'.  Heb. 
de  Laryngologie,  D'Otologie  et  de  Rhinologie.     July  26,  1902. 

In  view  of  the  rarity  of  otorrhagia  in  the  course  of  typhoid  fever, 
Raoult  and  Specker  report  a  case  of  otitis  media  with  free  otorrhagia 
in  a  case  of  well-marked  enteric  fever. 

Dr.  Specker  was  called  to  a  girl  of  19  who  had  been  suttering 
from  typhoid  fever  for  18  days.  The  patient  had  at  first  an  intes- 
tinal hemorrhage,  and  the  following  day  a  rather  free  epistaxis  and 
at  the  same  time  an  otorrhagia.  In  spite  of  the  treatment,  the  hem- 
orrhage from  the  ear  continued,  and  diminished  only  under  the  local 
application  of  peroxide  of  hydrogen.  An  otoscopic  examination 
then  showed  a  small  perforation  of  the  tympanum,  from  which  pus 
was  discharged.  Injections  of  mercuric  chloride  and  applications  of 
sublimate  glycerine  were  commenced,  and  the  discharge  gradually 
ceased,  and  the  patient  commenced  to  improve.  The  author  insists 
upon  the  extreme  rarity  of  otorrhagia  in  the  course  of  typhoid  fever. 
In  a  case  already  reported  by  Molinie,  the  hemorrhage  came  from 
the  neighborhood  of  the  tympanum  membrane,  but  did  not  come  from 
the  miadle  ear.  W.  Scheppegeell. 


NEW  YORK  ACADEMY   OF   MEDICINE. 

SECTION  ON  LARYNGOLOGY  AND  RHINOLOGY. 

Stated  Meeting,  May  27,  1903. 

Walter  F.  Chappell,  Chairman. 

Bony  Cyst  of  the  Antrum. 

Dr.  C.  G.  Coakley  presented  a  woman  of  twenty-nine  years,  who 
about  twenty^  years  ago  developed  a  sweUing  on  the  hard  palate  near 
the  median  line.  It  interefered  somewhat  with  speech  but  never 
disappeared.  Three  or  four  years  ago  a  painless  swelling  of  the 
cheek  bone  was  first  noticed.  Two  years  ago  it  increased  in  size, 
and  this  was  associated  with  pain  in  the  second  bicuspid  tooth.  This 
tooth  was  extracted  without  relief  or  effect  on  the  swelling.  Last 
February  the  swelling  became  larger,  and  a  physician  inserted  a 
needle  at  the  most  prominent  part,  and  evacuated  some  yellowish 
jelly-like  material.  From  that  time  the  pain  became  more  severe, 
and  it  was '  necessary  to  reopen  the  puncture  several  times.  Very 
soon  the  discharge  became  foul.  The  speaker  said  he  had  then  seen 
her.  Finding  a  bony  cyst,  an  attempt  was  made  to  remove  it  entire, 
but  this  was  impossible  because  a  T-shaped  prolongation  extended 
under  the  nasal  cavity.  Microscopical  examination  was  made  of 
some  of  the  material,  and  it  showed  a  bony  wall  on  one  side  of 
which  was  thickened  connective  tissue  lined  with  epithelium,  and 
on  the  other  side  was  to  be  found  all  of  the  structure  of  the  antral 
mucous  membrane. 

Disease  of  the  Accessory  Sinuses. 

Dr.  T.  Passmore  Berens  presented  a  patient  who  gave  a  history 
of  twelve  years  of  suppuration.  All  of  the  accessory  sinuses  except 
the  left  frontal  appeared  to  have  been  affected  all  this  time.  The 
trouble  began  with  an  attack  of  scarlet  fever.  The  operation  on  the 
right  side  was  done  eleven  weeks  ago,  and  that  on  the  other  side, 
eight  weeks  ago.  The  right  frontal  had  not  yet  healed.  The  opera- 
tions done  were  those  known  as  the  *'Jansen  operations." 

Fibroma  of  Naso-pharynx. 

Dr.  Thomas  J.  Harris  presented  a  young  man  of  16  years  whom 
he  had  exhibited  about  four  months  ago.  At  that  time  a  number 
of  those  present  saw  the  case  and  agreed  in  the  diagnosis  of  fibroma. 
It  completely  filled  the  naso-pharynx  so  that  breathing  was  entirely 
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obstructed  on  the  right  side.  Several  attempts  were  made  to  re- 
move the  growth  by  the  cold  wire  snare,  but  unsuccessfully,  and 
then,  at  Dr.  Coffin's  suggestion,  he  had  used  his  post-nasal  syringe, 
for  injecting  monochloracetic  acid.  Some  twenty  injection  of  from 
one  to  three  minimums  had  been  made  in  most  instances  by  Dr. 
Coffin  and  with  little  or  no  reaction.  When  the  attempt  was  made 
to  adjust  the  snare  there  had  been  profuse  bleeding.  No  bleeding 
at  all  had  followed  the  injections.  The  growth  had  been  reduced 
from  one-half  to  two-thirds  under  this  treatment,  and  there  was 
free  breathing  on  both  sides  of  the  nose.  Recently  it  had  been  dis- 
covered that  there  was  a  protuberance  from  each  side  of  the  nose, 
and  that  they  met  behind,  forming,  a  band,  thus  explaining  the  fail- 
ure with  the  snare.  This  particular  mode  of  treatment  was  pre- 
sented because  of  its  novelty. 

A  Case  of  Instant  Loss  of  Vision  in  the  Right  Eye  Following 
Paraffin  Injection  for  Nasal  Deformity. 

De.  Lee  Maidment  Hurd  reported  this  case.  The  patient  was 
a  man,  thirty-two  years  of  age,  who  gave  no  history  of  syphilis. 
The  history  pointed  to  an  abscess  of  the  septum  as  the  cause  of  the 
nasal  deformity.  Two  injections  were  successfully  given,  and  some 
months  later  the  man  returned  asking  for  another  paraffin  injection. 
This  was  given  an  inch  above  the  tip  of  the  nose  very  close  to  the 
former  site  of  injection.  The  patient  found  immediately  after  the 
injection  that  his  vision  in  the  right  eye  was  lost.  Dr.  Ward  A. 
Holden  examined  the  patient's  right  eye  a  few  minutes  later  and 
found  a  condition  typical  of  embolism  of  the  central  artery  of  the 
retina.  Digitalis  and  nitrogylcerine  were  used  along  with  manipu- 
lations for  twenty-four  hours,  but  without  dislodging  the  embolus. 

Dk.  J.  Leonard  Corning  was  asked  to  discuss  the  case,  the 
Chairman  stating  that  Dr.  Corning  was  the  first  one  who  had  made 
use  of  injections  of  paraffin.  Dr.  Corning  said  that  he  had  invented 
and  employed  the  method  for  neuralogical  purposes.  In  1891  he 
was  anxious  to  find  some  means  of  anchoring  medicinal  substances 
around  the  peripheral  nerves,  and  the  ligature  being  inapplicable, 
it  had  occurred  to  him  to  attempt  to  block  the  capillaries  by  an 
injection,  and  then  by  means  of  a  spray  or  rhigolene  or  ether  to 
keep  the  injected  matter  in  position  as  long  as  desired.  For  the 
first  injection  he  made  use  of  cocoa  butter.  Some  time  afterward 
he  was  called  to  see  a  case  of  torticollis,  and  he  injected  into  the 
affected  muscle  (the  splenius)  of  this  patient  paraffin  with  an  ad- 
mixture of  cocoa  butter.  In  this  way  he  obtained  an  intra-muscular 
splint  and  relieved  the  spasm  completely.     A  year  or  two  later  he 
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divided  a  nerve  and  injected  paraffin  so  as  to  separate  the  divided 
ends  of  the  nerve.  The  speaker  said  that  whenever  possible  the  cir- 
culation should  be  arrested  before  making  the  injection,  and  that  the 
melting  point  of  the  injected  material  should  be  kept  as  high  as 
possible,  probably  up  to  112  degrees  or  115  degrees  F.  He  believed 
that  immediately  after  the  injection  the  paraffin  should  be  hardened 
by  the  application  of  an  ether  spray.  Many  years  ago  he  had  tried 
the  insertion  of  a  membrane  and  filling  this  with  the  injection 
material.  He  saw  no  reason  why  a  styptic  might  not  be  used  tem- 
porarily to  secure  occlusion  of  the  vessels  until  the  paraffin  had 
become  hard.  An  account  of  these  pioneer  undertakings  may  be 
found  in  Dr.  Coming's  original  articles.  (See  The  Nezv  York  Med- 
ical Journal,  December  26,  1891,  and  April  14th  1894.  Also  The 
Medical  Record,  December  5th,  1896.)  A  synopsis  of  these  papers 
may  be  found  in  an  editorial  article,  contained  in  The  Medical  Rec- 
ord, February  1,  1902,  page  172. 

Dr.  Francis  J.  Quinlan  said  that  it  had  been  his  custom  in  these 
cases  to  circumscribe  the  tissues  in  order  to  prevent  diffusion  of  the 
wax  by  means  of  a  ring  of  rubber  and  block  tin.  He  had  just 
made  his  254th  injection  of  paraffin  and  had  not  yet  met  with  any 
serious  mishap,  although  he  had  had  three  cases  of  suppuration 
occurring  in  syphilitic  or  tuberculous  subjects.  It  was  his  practice 
to  apply  a  spray  of  alcohol  for  a  few  seconds  after  the  injection  in 
order  to  secure  a  better  refrigeration  of  the  paraffin. 

Dr.  David  Webster  said  that  it  was,  of  course,  possible  that  the 
embolism  was  a  coincidence,  but  this  was  not  at  all  probable ;  it  was 
far  more  reasonable  to  believe  that  some  of  the  paraffin  was  con- 
veyed through  the  circulation  to  the  central  artery  of  the  retina. 
A  particle  of  oil  might  have  passed  through  the  internal  angular 
vein,  and  then  through  the  heart,  so  that  it  became  comparatively 
hard  by  the  time  it  reached  the  central  artery  of  the  retina.  This 
being  the  case  there  was  no  reason  to  believe  that  it  could  be  re- 
moved by  the  method  (massage)  tried,  and  which  was  sometimes 
successful  in  ordinary  cases  of  embolism  of  the  retina.  It  was  quite 
possible  that  small  arteries  in  other  parts  of  the  body  had  been 
plugged  by  the  paraffin  from  time  to  time,  but  being  vessels  of  no 
importance  this  had  not  been  noticed.  It  was  most  unfortunate  that 
this  accident  should  have  occurred,  but  equally  fortunate  that  Dr. 
Hurd  had  reported  it  as  a  warning  to  others. 

Dr.  Harmon  Smith  was  inclined  to  think  that  this  embolism 
might  have  been  a  coincidence,  and  called  attention  to  a  recent  case 
of  retinal  embolism  which  had  occurred  without  paraffin  injection 
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or  other  obvious  cause.  In  the  case  reported,  paraffin  and  petroleum 
jelly  had  been  used,  and  it  was  probable  that  some  of  the  petroleum 
jelly  had  escaped  into  the  venous  circulation.  It  was  certainly  more 
dangerous  to  inject  the  paraffin  while  liquid  than  when  it  had  be- 
come solid  in  the  syringe.  The  latter  was  the  method  he  employed, 
the  paraffin  being  allowed  to  remain  in  the  syringe  until  hard  for 
half  an  hour,  if  necessary,  before  using.  He  thought  compression, 
made  by  the  fingers  of  an  assistant,  was  far  better  than  the  use 
of  a  ring  or  any  mechanical  device.  He  was  of  the  opinion  that  a 
plug  of  paraffin  of  the  size  which  would  plug  the  central  artery  of 
the  retina  would  be  apparently  too  large  to  pass  through  the  circu- 
lation in  the  lungs. 

Case  of  Epithelioma  of  the  Tonsil  Involving  the  Pharynx. 

Dr.  Fred.  Kam merer  presented  a  man  of  seventy-one  whom  he 
had  first  seen  about  six  weeks  ago.  For  three  or  four  months  the 
man  had  noticed  a  more  or  less  painful  swelling  in  the  mouth.  On 
examination,  a  large  ulcerated  mass  involving  the  faucial  pillar  and 
extending  to  the  left  lateral  wall  of  the  pharynx  and  beyond  the 
middle  line,  was  seen.  He  did  what  was  known  as  the  Mikulicz 
operation,  removing  the  lower  submaxillary  gland.  The  inferior 
maxilla  was  divided  in  front  of  the  angle  by  means  of  a  Gigli  saw^ 
and  the  bone  was  disarticulated  after  turning  back  the  periosteum. 
The  cavity  was  tamponed  with  a  Mikulicz  tampon,  and  the  external 
wound  sutured.  He  did  not  favor  preliminary  tracheotomy  for  these 
operations,  believing  that  it  predisposed  to  pneumonia,  and  that  it 
was,  after  all,  an  unnecessary  procedure. 

Dr.  Luc,  of  Paris,  was  introduced  by  the  Chairman,  and  asked  to 
take  part  in  the  discussions.  Dr.  Luc  said  that  one  of  the  well 
known  surgeons  of  Paris  made  use  of  the  operation  employed  in 
this  case.  He  had  himself  witnessed  the  operation  and  had  been 
impressed  with  the  ease  with  which  the  tumor  was  reached.  It  was 
also  interesting  to  note  that  exactly  the  same  conclusion  had  been 
arrived  at  by  that  surgeon  with  regard  to  the  danger  of  preliminary 
tracheotomy. 

The  Chairman  also  emphasized  the  danger  of  preliminary  trach- 
eotomy. 

New  Instruments. 

Dr.  Wendell  C.  Phillips  exhibited  a  simplified  Lilienthal  oper- 
ating table,  which  he  thought  would  be  found  useful  by  laryngolo- 
gists  in  private  operations. 

He  also  showed  an  enamelled  caster  bottle-holder,  which  made  a 
very  neat  and  convenient  office  fixture.     He  had  first  seen  the  in- 


558  SOCIETY    PROCEEDINGS. 

strument  used  by  Dr.  McKernon,  and  had  had  it  made  of  enamel 
ware. 

Some  Remarks  on  the  Etiology  of  Hyperplasia  of  the  Pharyn- 
geal Tonsil  in  the  Light  of  Recent  Investigations. 

Dr.  Thomas  J.  Harris  read  this  paper.  He  said  that  histologi- 
cally the  adenoid  growth  was  usually  identical  with  the  normal  lym- 
phoid tissue  in  this  region.  It  must  be  constantly  borne  in  mind 
that  the  adenoid  was  a  hyperplasia  and  not  a  new  growth.  Dieula- 
foy  had  found  tubercle  bacilli  in  as  many  as  20  per  cent  of  cases 
examined.  Many  cases  of  pulmonary  tuberculosis,  however,  showed 
no  tubercle  bacilli  in  the  growth.  A  most  plausible  theory  was  a 
direct  or  indirect  association  with  scrofula  or  struma,  but  many  of 
the  symptoms  of  this  condition  were  known  to  disappear  after  the 
removal  of  the  adenoids.  Meyer  had  shown  that  the  Hebrew  race 
was  particularly  susceptible  to  this  hyperplasia.  Massini's  studies 
with  regard  to  vital  capacity  and  hypo-oxygenation  were  quoted,  ^nd 
also  Bosworth's  observation  regarding  the  tendency  to  lymphoid  en- 
largement in  early  life.  The  potent  influence  of  recurring  inflamma- 
tions was  admitted  by  all  observers.  The  author  said  that  it  had 
not  been  his  experience  to  find  that  the  majority  of  these  cases  re- 
quired post-operation  treatment.  Scarlet  fever,  diphtheria  and 
typhoid  were  generally  conceded  to  be  among  the  inflammatory 
causes.  The  function  of  the  tonsil  was  then  considered  in  the  belief 
that  this  had  an  important  bearing  upon  the  etiology  of  adenoids. 
The  recent  work  of  Bringen  in  this  direction  being  referred  to  and 
quoted  from.  Special  emphasis  was  laid  upon  the  bacteria-resisting 
power  of  the  tonsils.  The  author's  conclusions  were  (1)  The 
pharyngeal  tonsils  possesses  certain  functions;  (2)  These  functions 
are  of  the  nature  of  a  defense  against  the  entrance  of  bacteria,  and 
consists  in  the  irrigation  of  the  surface  by  a  lymph  stream  loaded 
with  lymphocytes;  (3)  this  carries  with  it  the  inherent  power  of  the 
tonsil  to  enlarge;  (4)  this  inherent  tendency  is  further  seen  in  the 
recurrence  of  the  tonsil  after  removal;  (5)  in  the  great  majority  of 
cases  such  enlargements  are  not  a  pathological  but  a  physiological 
process. 

Report  on  Some  Cases  of  Throat  and  Nose   Diseases  Treated 
by  the  X-Rays. 

Dr.  J.  Edward  Stubbert  presented  this  paper.  He  said  that  in 
his  own  experience  he  had  observed  that  in  active  cases  of  mixed 
infection  daily  exposures  to  the  x-ray  produced  a  decided  diminu- 
tion in  the  number  of  cocci  in  the  expectoration.  Several  observers 
had  already  insisted  upon  the  bactericidal  action  of  the  x-ray.     The 
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first  case  reported  was  one  of  a  new  growth  of  the  tonsil  diagnos- 
ticated as  sarcoma  by  a  number  of  physcians.  Aftr  treatment  for 
some  time  by  the  X-ray  the  growth  entirely  disappeared,  but  just 
about  this  time  the  man  developed  a  severe  gastro-intestinal  disturb- 
ance, associated  with  marked  cachexia.  He  was  now  dying,  though 
the  diagnosis  of  the  present  condition  was  uncertain.  In  a  second 
similar  case  retrogression  sepsis  suddenly  developed,  necessitating 
operation  for  evacuation  of  pus.  A  case  of  tuberculosis  of  the 
larynx  complicating  pulmonary  tuberculosis,  and  one  of  tuberculo- 
sis of  the  tonsil  were  reported.  The  latter  improved  more  rapidly 
and  decidedly  than  under  the  usual  treatment.  In  a  case  of  sub- 
mucous hemorrhage  of  one  vocal  cord  the  application  of  the  x-ray 
caused  a  prompt  blanching  of  the  cord.  The  next  case  was  one  of 
lupus  of  the  nose,  which  had  done  well  under  x-ray  treatment. 


Hypertrophic  Lingual  Tonsil  in  a  Child. — Frank  G.  Nifong^  St. 

Louis — St.  Louis  Courier  Med.,  April,  1903. 

A  male  white  child,  aged  23  months,  with  healthy  parents,  and 
no  tubercular  or  hereditary  tendencies,  began  to  have  trouble  in 
breathing  together  with  the  peculiar  sound  similar  to  that  of  whoop- 
ing cough  during  inspiration,  termed  by  the  mother  the  "draw." 
There  was  no  cough,  and,  except  for  the  dyspena  and  the  "draw,"  the 
child  was  quite  healthy.  The  symptoms  increased,  dysphagia  devel- 
oped, and  a  croupy  cough  was  excited  by  swallowing  solid  food. 

A  laryngoscopic  examination  was  unsuccessful;  the  child  was 
well  nourished,  a  mouth  breather,  though  he  did  not  have  complete 
occlusion  of  the  nares.  Dyspnea  was  marked — so  marked  that  he 
was  sent  to  the  surgical  clinic  with  the  suggestion  to  the  mother 
that  tracheotomy  might  have  to  be  done.  Heart  and  lungs  were 
found  normal;  faucial  tonsils  not  excessively  enlarged;  adenoid 
growth  in  vault  of  pharynx  not  large.  A  large  mass  of  tissue  was 
found  at  the  base  of  the  tongue,  in  the  glosso-epiglottic  fossa,  and 
seemed  to  partly  surround  the  epiglottis.  The  tongue  could  be  pro- 
truded but  a  little  beyond  the  teeth,  although  the  frenum  was  not 
stretched.  This  soft  pulpy  mass  of  tissue  was  continuous  with  the 
tongue  and  epiglottis,  almost  enveloping  the  epiglottis. 

Under  anaesthesia  the  post-nasal  adenoids  were  removed.  With 
the  fingers  the  tissue  in  the  glosso-epiglottic  fossa  was  separated 
from  the  epiglottis,  and  scraped  out.  The  tongue  could  now  be 
drawn  out  to  normal  length.  Next  day  there  was  marked  improve- 
ment— only  slight  spasm  of  glottis.  In  a  few  weeks  they  had  dis- 
appeared. Eaton. 
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A  Rare  Anomaly  of  the  Lateral  Sinus. — George  H.  Powers — 
Occidental  Medical  Times,  November,  1902. 
A  man  aged  40  had  suffered  for  nearly  four  months  with  puru- 
lent otitis  media,  and  showed  a  beginning  paralysis  of  the  facial 
nerve.     There  was  rough  bone  in  the  middle  ear. 


-^^^ 


Fig.  1.     Topographical   relations  of  the  sinus  with  special  reference  to  McEwen's  triangle  and  the 

fossa  mastoidea. 

As  the  first  step  in  freeing  mastoid,  middle  ear  and  antrum, 
Powers,  in  an  effort  to  enter  the  antrum,  came  upon  the  lateral  sinus, 
which  seemed  to  be  in  an  unusual  position.  Avoiding  that  spot 
without  injuring  the  walls  of  the  sinus,  and  continuing  in  an  effort 
to  reach  the  antrum,  two  unisuccessful  attempts  were  made  in  which 
the  sinus  was  entered,  and  the  operation  finally  abandoned.  The 
mastoid  cells  were  then  opened. 
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Afterwards  the  facial  paralysis  became  complete,  and  the  patient 
died. 

A  complete  autopsy  was  denied,  but  permission  was  given  to 
remove  the  temporal  bone.  On  its  cerebral  aspect  it  is  seen  that 
the  sigmoid  sulcus  containing  the  transverse  sinus  instead  of  turn- 
ing sharply  and  forming  only  a  slight  groove  between  the  pars 
petrosa  and  the  squama  temporalis,  it  extends  so  far  ventralward 


Fig.  2.     Facial  cerebralis  of  the  temporal  bone,  showing  the  abnormal  position  of  the  sinus  transversus 
with  foramina  made  during  the  operation. 


that,  with  the  exception  of  a  slight  bridge  of  bone  on  the  anterior 
aspect  of-  the  anterior  pyramid,  these  two  portions  are  completely 
separated. 

The  topographical  relation  of  the  sinus  are  shown  in  Fig.  1, 
where  it  extends  above  the  mastoid  crest  some  0.7  cm.,  ventralward 
to  the  external  auditory  meatus,  and  caudal  ward  to  a  point  within 
0.7  cm.  from  the  tipof  the  mastoid  process.  Eaton.  • 
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Death  from  the  Bursting  of  a  Tonsillar  Abscess. — F.  de  Havil- 
LAND  Hall— "Lancet,"  September  27,  1902. 
Almost  all  the  writers  on  diseases  of  the  throat  mention  the  possi- 
bility of  this  occurring,  and  a  few  cases  are  scattered  about  in  medi- 
cal literature.  There  is  one,  for  example,  in  Sajous's  "Annual  of 
the  Universal  Medical  Sciences,"  1889,  vol.  iv.,  E.  13.  The  author 
examined  a  young  woman  suffering  from  quinsy  who  died  suddenly 
the  following  night,  and  at  the  necropsy  the  larynx  was  found  to  be 
full  of  pus.  In  most  of  the  fatal  cases  the  abscess  was  ruptured 
during  sleep.  The  risk  of  this  accident  occurring  emphasizes  the 
importance  of  incising  the  tonsil  in  cases  of  suppurative  tonsillitis. 

StClair  Thomson. 

Death  from  the  Bursting  of  a  Tonsillar  Abscess.^-ALEXANDER 

Lyons— "Lancet,"  September  20,  1902. 

A  man,  aged  twenty-eight  years,  was  admitted  suffering  from  a 
very  large  suppurative  tonsillitis  on  the  left  side.  He  was  given  a 
warm  bath  and  put  to  bed,  where  he  partook  of  a  glass  of  milk. 
About  half  an  hour  afterwards  the  nurse  in  charge  of  the  ward 
heard  him  coughing  feebly,  and  on  going  to  ascertain  the  cause  was 
surprised  to  find  him  cyanosed,  and  the  patient  was  dead  in  five  or 
six  minutes. 

At  the  post-mortem  examination  it  was  found  that  the  abscess  had 
burst,  and  that  a  large  amount  of  piis  had  got  into  the  upper  part  of 
the  larynx. 

On  looking  up  the  literature  on  the  subject,  the  writer  finds  only 
one  case  of  a  similar  kind  recorded — viz.,  by  Hilton  Fagge. 

StClair  Thomson. 

Some  Functional  Neuroses  of  the  Throat. — P.  McBride — Edin- 
burgh, Med.  Journ.,  Aug.,  1902. 
The  writer  describes  some  interesting  cases  of  functional  dis- 
turbance. One  was  a  case  of  probable  pharyngeal  whistling,  where 
the  sound  appeared  to  be  produced  by  passing  through  a  narrow 
channel  formed  by  the  faucial  pillars  laterally,  by  the  soft  palate 
above  and  the  tongue  below.  Another  case  described  was  that  of 
inspiratory  spasm  co-existing  with  functional  aphonia.  He  points 
out  the  possibility  that  exists  of  confounding  this  spasmodic  condi- 
tion with  bilateral  abductor  paralysis.  In  the  former  there  is  an 
entire  absence  of  noise  during  sleep  and  further,  after  the  nose  and 
mouth  have  been  held  shut  for  a  few  moments,  a  full  quiet  inspira- 
tion can  then  be  taken  by  the  patient.  A.  Logan  Turner. 
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Myiasis    of    a    Pharyngeal    Divertekel    (Diverticulum) — E.  A. 

Johnson  (Adelaide,  Australia) — Aiistralas.  Med.  Gaz. — Jan. 
20,  1903. 

Four  years  before  he  was  seen,  the  patient,  a  man  of  24  years,  had 
pleurisy  in  left  side.  He  recovered  but  a  cough  had  persisted  since. 
Five  weeks  after  this  attack  he  ran  after  a  car  and  hemorrhage  fol- 
lowed this  exertion,  and  about  one  pint  of  dark  colored  blood  was 
spat  up.  He  had  no  relapse  and  soon  entirely  recovered.  One  year 
ago  he  was  lifting  some  heavy  weights  when  he  spat  up  about  one 
ounce  of  blood,  and  for  a  week. or  two  afterward  his  phlegm  was 
blood-streaked. 

On  April  30th,  of  this  year,  he  had,  at  9  a.  m.,  a  tickling  in  the 
throat.  This  was  followed  by  a  coughing  fit  lasting  five  to  ten  min- 
utes, when  a  big  piece  of  phlegm  was  expectorated  upon  the  floor. 
His  brother  was  present,  and  noticed  the  "phlegm  move,'*  so  he 
picked  it  up  and  put  it  in  a  bottle  for  examination.  There  has  been 
no  return  of  expectoration  and  the  throat  has  been  much  easier. 

On  examination  results  of  old  pleurisy  were  heard  on  the  left  side 
and  posteriorly ;  right  -side  normal,  heart  normal.  Nothing  could  be 
found  in  the  throat. 

On  examination  of  the  expectorated  mucus  a  maggot  of  the  blue- 
bottle fly  was  discovered.  Eaton. 

Tuberculous  Laryngitis — ^J.  Clarence  Sharp  (New  York) — N.  Y. 
Med.  Journal.     February  7,  1903. 

The  author  does  not  believe  that  primary  tuberculosis  of  the  larynx 
ever  exists,  and  further  remarks  that  local  treatment  of  the  organ  has 
given  away  to  non-interference.  He  hopes  that  this  policy  of  leav- 
ing the  larynx  alone  will  continue. 

Good  results  are  obtained  by  the  author  from  the  internal  adminis- 
tration of  beechwood  creosote  in  ascending  doses  in  cases  where  the 
infiltration  and  pulmonary  involvement  is  not  far  advanced,  though 
ulceration  of  the  larynx  exists. 

He  employs  the  U.  S.  Solution  of  Morphine  for  the  relief  of  cough. 

Where  infiltration  is  present,  a  change  of  climate  is  demanded. 

Proper  attention  to  diet  and  dress  is  also  dwelt  upon. 

M.  D.  L. 
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Acute  Inflammation  of  the  Third  or  Pharyngeal  Tonsil. — H.  L. 

SwANE — Yale  Medical  Journal,  August,  1902. 

The  author  in  a  comprehensive  article  on  acute  inflammation  of 
the  third  tonsils  gives  a  good  clinical  picture  of  the  disease  and 
preludes  same  with  the  histological  features  and  function  of  the 
phar}mgeal  tonsil. 

In  the  local  treatment  of  the  condition  the  author  advocates  alka- 
line sprays  or  gargles  v^ith  the  addition  of  suprarenal  solution. 

The  constitutional  disturbances  such  as  fever,  headache,  etc.,  are 
treated  in  the  usual  routine  manner. 

E.  D.  Lederman. 

Ablation  of  Both  Mastoids,  Followed  by  Extreme  Variations 
in  the  Temperature  of  the  Different  Parts  of  the  Body  and 
of  the  Whole  Body  at  Different  Times,  Etc.— E.  E.  Holt— 
Maine  Journal  of  Medicine  and  Science,  ^lay,  1902. 

In  an  unique  and  unparalleled  case  the  author  gives  the  history 
of  the  case,  viz. :  Ablation  of  both  mastoids  for  chronic  suppurative 
inflammation  of  the  middle  ear,  followed  by  extreme  variations  in 
the  temperature  of  the  different  parts  of  the  body  at  the  same  time,. 
and  of  the  whole  body  at  different  times  of  more  than  twenty 
degrees  Fahrenheit,  there  existing  extreme  high  temperature  in  the 
mouth  (114+°F.)  (45.5+ °C)  with  extreme  low  temperature  in 
the  rectum  (94° — F.,  34.4° — C)  then  changing  to  low  temperature 
in  the  mouth,  with  extreme  high  temperature  in  the  rectum.  Again 
changing  to  extreme  high  temperature  in  both  the  mouth  and 
rectum,  to  be  followed  by  extreme  low  temperature  in  both  the 
mouth  and  rectum  the  extremes  of  temperature  not  being  measured 
by  any  available  thermometer  that  registered  from  94°  F.  to  114°  F. 
and  four  thermometers  were  broken  by  the  intense  heat.  The 
author  goes  on,  giving  the  pulse,  respiration  and  temperature — at 
various  times  showing  a  marked  fluctuation  in  all  three.  Later  on 
amblyopia  developed  in  both  eyes.  The  case  resulted  in  complete 
recovery.  The  temperature,  etc.,  chart  in  the  articles  is  interesting, 
showing  above  variations. 

E.  D.  Lederman. 


570  SELECTED  ABSTRACTS. 

Death  after  the  Removal  of  Tonsils  and  Adenoids  in  a  Haemo- 
philic  Child. — Francis  J.  Steward — "Lancet,"  November  15, 
1902. 

A  boy,  aged  seven  years,  was  admitted  for  enlarged  tonsils  and 
adenoids.  Ether  was  administered,  and  the  tonsils  and  adenoids 
were  removed  in  the  ordinary  way.  Hemorrhage  at  the  time  of  the 
operation  was  free,  and  the  patient  lost  considerable  more  blood  than 
is  usually  the  case,  a  good  deal  being  swallowed  and  subsequently 
vomited.  The  bleeding,  although  excessive,  stoped  spontaneously, 
and  the  patient  was  put  back  to  bed,  when  it  was  noted  that  the 
pulse  was  160  per  minute  and  very  feeble.  At  11 :30  the  pulse  had 
improved,  but  it  was  found  that  both  sides  of  the  neck  and  also  the 
left  cheek  were  considerably  swollen  from  blood  extravasations. 
These  swellings  steadily  increased,  and  in  a  short  time  reached  the 
sternum  and  clavicles,  the  patient  becoming  more  and  more  ancemic, 
and  the  pulse  more  feeble  and  rapid.  No  further  bleeding  took 
place  into  the  mouth  or  naso-pharynx.  He  was  ordered  ice  to 
suck  and  enemata  of  half  a  drachm  of  calcium  chloride  every  hour. 
In  the  evening  dyspnoea  gradually  developed,  and  it  was  found  that 
extravasation  of  blood  was  taking  place  into  the  pharyngeal  sub- 
mucous tissue.  The  dyspnoea  becoming  urgent,  intubation  was  per- 
formed at  1  a.  m.  on  the  20th.  The  relief  afforded  was,  however, 
only  temporary,  and  at  4  a.  m.  tracheotomy  was  performed.  Con- 
siderable bleeding  took  place  from  the  tracheotomy  wound,  but  this 
was  checked  by  the  application  of  adrenalin  chloride  solution.  The 
general  condition,  however,  became  progressively  worse,  in  spite  of 
stimulants  and  saline  infusions,  and  death  took  place  at  6  p.  m., 
thirty-two  hours  after  the  operation. 

Necropsy. — At  the  post-mortem  examination  the  pharynx,  larynx, 
and  the  tissues  of  the  neck  generally  were  found  to  be  infiltrated 
with  blood.  The  thymus  was  much  larger  than  usual.  No  other 
abnormality  was  found. 

Although,  on  inquiry,  no  definite  evidence  of  haemophilia  in  the 
family  or  in  the  previous  history  of  the  patient  was  obtainable,  there 
<:an  be  little  doubt  that  this  was  a  severe  and  quite  unsuspected  case 
of  haemophilia.  This  is  borne  out  not  only  by  the  severe  hemor- 
rhage at  the  operation  and  the  extravasation  of  blood  into  the  neck, 
but  also  by  the  marked  tendency  to  bleeding,  which  was  evidenced 
both  in  the  tracheotomy  incision  and  at  the  site  of  the  needle  punc- 
tures where  the  saline  infusions  were  made. 

The  case  is  certainly  peculiar,  on  the  other  hand,  in  that  no  bleed- 
ing occurred  from  either  the  site  of  the  tonsils  or  from  the  naso- 
pharynx after  the  time  of  the  operation,  whereas  steady  and  pro- 
gressive extravasation  of  blood  took  place  into  the  submucous  tissues 
of  the  pharynx  and  larynx,  and  also  formed  large  swellings  in  the 
left  cheek  and  on  either  side  of  the  neck.  Moreover,  this  peculiar 
form  of  hemorrhage  precluded  any  attempt  at  local  treatment. 

StClair  Thomson. 
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Adenoid  Growths  in  Children — J.  E.  Sohadle.     St.  Paul  Medical 
Journal.     January,  1903. 

A  most  thorough  and  excellent  review  of  this  important  subject  is 
given  by  the  author,  and  to  be  fully  appreciated  must  be  read  in  it.- 
•entirety.  Stein. 

On  the  Radical  and  Rapid  Cure  of  Chronic  Frontal  Sinusitis. — 

GoRis — Rev.  Hebd.  Laryngologies  D'Otologie  ct  dc  Rhinologie, 
April  11,  1903. 

The  author  limits  himself  to  cases  of  chronic  suppuration  of  the 
frontal  sinus  due  to  disease  of  the  ethmoidal  cells.  He  passes  over 
the  attempts  to  cure  of  this  condition  by  way  of  the  nasal  passages, 
as  he  considers  them  both  dangerous  and  insufficient.  He  then 
demonstrates  the  lack  of  success  in  the  so-called  radical  methods. 
The  method  of  Ogston-Luc  has  the  great  inconvenience  of  preserv- 
ing the  cavity  of  the  sinus  in  which  the  suppuration  usually  recurs, 
and  which  always  requires  prolonged  treatment.  The  method  of 
Kuhnt,  which  preserves  the  inferior  wall  of  the  sinus,  prevents  the 
adherence  of  the  soft  parts  along  their  whole  extent  and  causes  an 
•open  fistula  very  rebellious  to  cicatrization,  and  leaving  behind  a 
marked  deformity.  In  order  to  remedy  these  defects,  the  author 
has  recourse  to  the  following  method : 

In  one  set  of  cases,  he  suppresses  entirely  the  cavity  of  the  sinus. 
After  trepanning  the  sinus,  and  laying  open  the  anterior  wall,  he 
loosens  the  periosteum  from  the  superior  orbital  wall  and  from  the 
internal  angle  of  the  orbit,  and  then  removes  the  inferior  wall  of  the 
sinus  as  far  as  the  internal  angle  of  the  orbit,  the  sinus  being  thus 
-entirely  suppressed. 

In  the  second  class  of  cases,  he  cuts  in  the  infundibulum  a  large 
-canal  so  arranged  as  to  permit  secretions  which  accumulates  in  the 
internal  angle  of  the  orbit,  to  run  out,  destroying  at  the  same  time 
the  anterior  portion  of  the  ethmoidal  cells  which  in  such  cases  are 
always  diseased. 

The  exposed  surface  is  then  cauterized  with  chloride  of  zinc,  and 
a  large  drain  is  placed  in  the  enlarged  infundibulum.  An  endermic 
suture  followed  by  a  firm  tamponnement  ends  the  operation.  The 
fourth  day,  the  drain  is  removed,  and  about  the  sixth  day  the  ad- 
herence of  the  tissues  with  the  posterior  walls  of  the  sinus  is  com- 
pleted, and  the  cavity  of  the  sinus  is  also  radically  cured. 

W.  SCHEPPEGRELL. 
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Primary  Tuberculosis  of  the  Ear  Followed  by  Mastoiditis; 
Report  of  Four  Cases. — M.  A.  Goldstein — Medical  News. 
March  14,  1903 ;  Journ.  LaryngoL,  March,  1903. 

The  author  premises  by  quoting  a  half  dozen  authorities  to  show 
that  tuberculosis  of  the  ear,  secondary  to  and  associated  with  tuber- 
culosis processes  in  other  parts  of  the  body  is  not  of  infrequent 
occurrence.  The  statistics  of  these  authorities  showing  from  2  4-10^ 
to  81  5-10  per  cent  of  tuberculous  invasion  of  the  ear  in  post- 
mortem and  living  cases  affected  with  tuberculosis  elsewhere.  These 
statistics  are  from  the  summary  of  Bruck. 

Bobone,  Von  Breuning,  Gottstein  and  Morpurgo,  in  1883,  were 
first  to  record  localized  tuberculous  invasion  of  the  ear,  and  which 
was  about  the  time  of  Koch's  first  description  of  the  bacillus  tuber- 
culosis, first  made  possible  the  certain  diagnosis  of  primary  tubercu- 
losis of  the  ear.  Only  three  of  the  thirty-three  cases  of  otitis  tuber- 
culosis, thus  far  published  have  been  positively  determined  as  pri- 
mary tuberculous  lesions.  It  must  be  conceded  that  it  is  extremely 
difficult  to  make  a  positive  diagnosis  of  primary  tuberculosis  of  the 
ear,  because  of  inability  to  eliminate  slight,  old  pulmonary  lesions 
which  may  have  become  encapsulated  or  systemic  tuberculous  lesions 
elsewhere,  where  such  original  foci  are  not  revealed  even  on  most 
careful  and  repeated  physical  examination. 

As  the  pulmonary  tissue  is  the  place  of  least  resistance  to  the 
bacillus  tuberculosis,  we  assume  that  most  tuberculous  processes 
have  their  origin  there ;  but  nevertheless  it  is  true  that  recent  clinical 
and  pathological  research  demonstrates  that  a  tuberculous  infection 
may  occur  in  the  upper  respiratory  tract  before  the  lungs  are  in- 
volved, and  this  is  borne  out  by  our  knowledge  that  the  bacillus- 
tuberculosis  is  frequently  found  in  even  healthy  pharyngeal  mucosa, 
that  the  predisposition  to  tubercular  infection  includes  a  mucosa  of 
the  upper  respiratory  tract  below  par  and  that  it  is  this  same  mucosa 
which  first  harbors  the  tubercle  bacillus,  placing  this  area  in  special 
danger  of  infection.  We  also  know  that  there  have  been  well-sub- 
stantiated cases  of  primary  tubercular  infection  of  the  tonsils, 
pharynx  and  larynx.  From  a  bacteriological  and  pathological  view, 
the  ear  should  be  considered  an  integral  part  of  the  upper  respiratory 
tract  because  of  its  intimate  association  and  direct  continuity  of  its 
mucous  surfaces  with  this  region.  It  is  generally  believed  that  over 
70  per  cent  of  the  inflammatory  and  infectious  processes  which 
involve  the  ear  have  their  origin  in  the  pharyngeal  and  naso-pharyn- 
geal  cavities.  Hence  it  would  seem  to  be  logical  to  include  tubercu- 
lous  infections   in  this   class.     The  author  believes  that  the  data 
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noticed  justifies  his  conviction  that  a  primary  infection  of  the  ear 
per  se  is  not  only  theoretically  possible  but  actually  more  frequent 
than  a  first  consideration  of  the  subject  would  indicate.  To  further 
substantiate  this  conclusion,  he  reports  four  cases. 

Case  1.  Colored  male,  6^  years  old.  Patient  contracted  measles 
at  three,  from  which  he  recovered  without  aural  complications. 
Earache  one  year  later  of  several  days  duration,  followed  by  a 
copious,  purulent  discharge  which  continued  for  eighteen  months. 
After  seeing  the  case,  he  was  lost  sight  of  for  two  months.  When 
seen  again  the  discharge  had  stopped,  but  the  entire  external  audi- 
tory canal  was  plugged  with  a  vicid,  cheesy  mass,  fetid  and  offen- 
sive, while  the  entire  mastoid  process  was  sensitive,  presenting  typi- 
cal symptoms  of  mastoid  infiltration.  There  was  a  small  sinus  over 
the  apex  of  the  mastoid.  On  entering  the  mastoid  it  was  found 
necrotic,  and  the  entire  cellular  bone  structure  had  been  converted 
into  a  rotten,  cheesy  mass.  A  careful  physical  examination  on  his 
first  presentment  gave  no  indication  of  a  phthisical  onset,  so  every 
precaution  w^as  taken  to  detect  any  change  in  the  condition  of  the 
lungs.  Three  weeks  later  incessant  coughing,  profuse  expectora- 
tion, rise  in  temperature,  enlargement  of  the  superficial  lymphatic 
glands,  rapid  emaciation,  great  prostration  and  finally  the  involve- 
ment of  the  lungs,  and  later  exacmination  revealed  the  presence  of  the 
bacillus  tuberculosis  in  the  sputum.  Several  months  later  rapid  de- 
veloping miliary  tuberculosis  as  an  infection  secondary  to  the  aural 
disease  was  substantiated,  as  the  pulmonary  lesions  and  those  of 
other  organs  in  the  body  indicated  the  infection  of  these  areas  as 
subsequent  to  that  of  the  ear. 

Case  2.  White,  female,  32,  history  of  mastoid  fistula  in  childhood 
unattended.  First  seen  June,  1899,  with  mastoid  operation  indi- 
cated. On  exposing  the  antrum  by  the  Schwartze  operation,  the 
whole  area  was  found  to  be  filled  with  unhealthy  granulations  and 
suspicious-looking  deposits.  Examination  revealed  the  presence  of 
the  bacillus  tuberculosis,  almost  in  pure  culture.  A  thorough  physi- 
cal examination  failed  to  show  involvement  in  other  regions.  The 
wound  began  healing  satisfactorily,  but  later  granulations  filled  the 
site,  and  a  stubborn,  scanty  discharge  was  maintained.  Unfavor- 
able symptoms  continued  until  November,  1899,  when  the  radical 
operation  was  performed.  Along  the  direct  tract  of  the  antrum  and 
tympanic  cavity  there  were  indications  of  reinfection.  A  thorough 
curettement  was  made  of  the  entire  mastoid  cell  structure  of  the 
antrum  and  tympanic  cavity.  When  last  seen,  one  year  ago,  the 
wound  had  completely  healed,  general  condition  of  the  patient  im- 
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proving,  with  no  tubercular  involvement  apparent  after  repeated^ 
careful  examination.  In  the  interim  between  June  10,  1902,  the 
date  of  reading  this  paper,  and  December  10,  the  date  of  sending 
this  MS.  for  publication,  the  patient  again  presented  herself.  A 
small  sinus  was  found  extending  into  the  petrosa,  with  intermittent 
pain  radiating  from  the  mastoid  area.  A  third  operation  was  done 
October  25,  1902.  The  entire  mastoid  area  was  freely  exposed  and 
found  filled  with  healthy  granulations.  The  site  of  the  reinfection 
proved  to  be  in  the  superior  wall  of  the  cavum  tympanum  and  aditus. 
A  thorough  curettement  was  done.  At  this  writing,  December  10,. 
patient  is  doing  nicely,  with  no  signs  of  reinfection.  A  guinea  pig 
which  was  inoculated  with  the  material  from  the  wound  by  a  bacter- 
iologist showed  no  infection. 

Case  3.  White,  female,  aged  8.  History  of  chronic  suppurative 
otitis  media  of  six  months,  following  scarlet  fever.  A  Schwartze 
operation  revealed  granulation  tissue  and  foul-smelling  detritus. 
Large  numbers  of  giant  cells  and  groups  of  pure  culture  of  tubercle 
bacilli  were  found.  No  clinical  evidence  of  specific  infection  until 
the  mastoid  cavity  was  exposed.  Child  was  well  nourished  and 
apparently  healthy.  Made  an  uneventful  recovery  and  is  well 
to-day. 

Case  4.  Male,  colored,  58.  Applied  for  treatment  in  1896  for 
chronic  suppurative  otitis  media,  right  of  about  seven  years  duration. 
Cavity  was  found  filled  with  granulations  and  a  thin,  greenish,  foul- 
smelling  pus.  Curettement  was  made,  and  several  small  carious 
areas  in  the  attic  were  determined.  The  patient  was  then  lost  sight 
of,  but  the  material  removed  revealed  the  tubercle  bacilli. 

From  these  cases,  the  author  thinks  all  point  to  definitely  localized 
specific  infection  of  the  cavum  tympanum  and  mastoid  cells,  with 
the  characteristic  development  of  a  tuberculous  process  as  it  occurs 
in  bone  tissue,  and  with  the  definite  demonstration  of  the  bacillus 
tuberculosis  in  each  case.  '  F.  C.  E. 
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Prof.  Moritz  Schmidt  is  a  pre-eminent  example  of  the  old  school  specialist 
who  has  always  kept  pace  with  the  rapid  progress  made  in  our  sciences,  and 
as  such,  his  ripe  experiences,  graphically  and  explicitly  recorded  in  this 
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thology and  therapy  to  to  the  general  system.  In  fact,  this  comparison  of 
special  to  general  medicine,  forms  the  chief  feature  of  this  work. 
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It  is  not  only  a  pleasure  to  meet  the  successful  practitioner  of  medicine 
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AN  UNUSUAL  CASE  OF  SPONTANEOUS,  BILATERAL  HEMOR- 
RHAGE FROM  THE  EAR.* 

BY  M.  A.  GOLDSTEIN^  M.  D.^  ST.  LOUIS^  MO. 

While  there  is  but  scant  Hterature  available  in  the  question  of 
hemorrhage  from  the  ear  with  an  apparently  normal  condition  of  the 
areas  under  examination  and  an  intact  external  auditory  canal  and 
drum  membrane,  the  data  furnished  in  the  reported  cases  of  Ferreri/ 
Stepanow,-  Eitelberg,''  Gradenigo,^  Stein,'^  Richardson,*^  and  Wheel- 
ock,'  establishes  beyond  question  the  fact  that  this  phenomenon 
occurs.  From  a  detailed  study  of  these  reported  cases,  I  gather 
that  all  but  one  were  in  females;  that  five  were  women  of  hysterical 
temperament;  four  were  vicarious  to  menstruation,  and  in  all  but 
one,  the  hemorrhage  was  intermittent  in  character  and  infrequent. 
In  the  cases  of  Gradenigo  and  Richardson  there  was  a  distinct 
syphilitic  history. 

In  all  of  the  cases  thus  far  reported,  the  hemorrhage  from  the 
ear  occurred  at  irregular  intervals,  and  in  all  but  one  (Stein),  the 
bleeding  was  unilateral.  In  the  cases  of  Ferreri  and  Stepanow  the 
discharge  was  profuse,  lasted  several  days,  and  the  quantity  of 
blood  exceeded  that  of  an  ordinary  menstruation.  In  the  cases  of 
Eitelberg,  Gradenigo,  and  Wheelock  the  quantity  of  hemorrhage  was 
small  and  of  short  duration.  As  the  case  which  I  report  has  some 
data  analogous  to  this  literature,  I  have  incorporated  herewith  a 
synopsis  of  all  the  cases  thus  far  reported  pertaining  to  hemorrhage 

*  Read  at  the  Ninth  Annual  Meeting  of  the  American  Laryngological,  Rhinological  and  Otological 
Society,  Lexington.  Ky.,  April  30, 1903. 
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from  the  ear,  associated  with  intact  membrana  tympani.  A  careful 
comparison  of  these  data  with  my  own  case  reveals  interesting  points 
of  resemblance,  and  many  points  of  difference.  * 

At  the  outset  I  wish  to  distinctly  establish  two  facts  in  the  etiology 
of  my  case.  First,  that  the  question  of  simulation  or  malingery  is 
definitely  excluded,  as  the  patient  was  under  careful  observation  for 
over  one  year,  and  as  the  corroboration  of  competent  observers  will 
testify.  Second,  that  the  menstrual  function  did  not  influence  either 
the  quantity  or  the  time  of  this  hemorrhage. 

Notwithstanding  the  fact  that  the  patient  was  under  my  personal, 
frequent  and  careful  observation  for  more  than  one  year,  the  data 
which  I  am  prepared  to  offer  are  scarcely  sufficient  to  establish 
definitely  either  the  etiology,  pathology  or  diagnosis  of  this  case, 
and  I  may  be  pardoned  for  adding  many  points  which  ordinarily 
might  appear  superfluous. 

Miss  X.,  white,  age  22  years,  intelligent  and  of  good  family,  one 
of  twins,  of  distinct  hysterical  temperament,  born  in  Cincinnati. 
Her  family  history  is  good ;  it  is  stated  that  up  to  her  sixteenth  year 
her  health  was  perfect.  For  data  of  her  first  illness  I  am  indebted  to 
Dr.  J.  M.  Pace,  of  Dallas,  Texas,  which  I  can  summarize  as  follows : 
The  patient  applied  September  25,  1897,  for  treatment  of  a  lacerated 
gum  in  the  lower  maxilla,  following  the  extraction  of  a  tooth.  A 
spicula  of  necrotic  bone  was  removed  from  this  infected  area,  and 
paroxysms  of  pain,  hysteroid  or  tetanoid  in  character  continued.  In 
a  consultation  one  week  later,  tetanus  was  suspected,  but  nothing  of 
that  character  developed.  The  hysteroid  condition  continued,  some 
days  better,  then  again  worse,  with  sleepless  nights,  until  October 
28th,  when  improvement  began.  The  acute  stage  of  this  illness, 
therefore,  lasted  about  one  month.  During  this  illness  her  tempera- 
ture varied  but  slightly  from  normal.  The  wound  discharged  a 
sanguinous,  purulent,  sanious,  offensive  fluid.  Some  necrosis  of 
gum  and  bone  was  noted.  She  continued  in  a  nervous  state  for 
some  time  after  recovery ;  in  fact,  until  the  family  moved  to  St. 
Louis  in  1898. 

The  feature  which  was  most  pronounced  in  this  attack  and  which 
I  desire  to  emphasize,  is  the  hysterical  temperament  observed  in  the 
patient. 

In  September,  1901,  she  first  came  under  the  observation  of  Dr. 
J.  Friedman,  of  St.  Louis,  to  whose  courtesy  I  am  indebted  for  this 
case,  who  has  furnished  me  with  data  of  her  last  illness,  and  who 
has  carefully  watched  with  me  the  many  interesting  developments 
during  the  past  year. 
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Dr.  Friedman  states : 

"The  history  of  the  case  dates  some  three  or  four  years  back.  While  at  a 
summer  resort  patient  was  shocked  by  an  electric  bolt,  which  shock  was  fol- 
lowed by  an  hysterical  attack.  This  attack  did  not  differ  materially  from 
other  attacks  of  hysteria  with  the  exception  that  she  had  pain  in  the  right 
inguinal  region  in  the  neighborhood  of  McBurney's  point.  No  temperature 
and  no  increased  pulse  rate.  The  January  following  this  attack  patient 
again  had  extreme  pain  at  ^McBurney's  point  and  while  the  muscles  were  not 
tense  and  patient  would  admit  of  a  great  deal  of  pressure,  this  pain  was 
accompanied  by  incessant  vomiting.  Patient  would  absolutely  retain  nothing 
on  her  stomach,  but  would  vomit  everything  taken.  The  only  food  that 
patient  could  retain  was  raw  ripe  pears.  Again  she  had  no  temperature,  and 
diagnosis  was  hysterical  vomiting.  This  attack  continued  some  six  (6)  weeks, 
finally  yielding  to  a  nerve  treatment. 

In  February  of  last  year  (1902),  she  again  had  a  similar  attack,  again 
accompanied  by  incessant  vomiting,  and  on  the  recovery  from  this  attack  she 
called  my  attention  to  the  fact  that  she  was  bleeding  from  both  ears.  She 
complained  of  considerable  pain,  which  pain  was  not  apparent  before  the 
bleeding.  I  referred  her  to  Dr.  Goldstein,  who  from  that  time  until  her 
recovery  treated  her.  I  wish  to  mention  the  fact  that  the  left  ear  yielded  to 
the  doctor's  treatment  in  a  very  short  time.  The  right  ear  continued  to  show 
evidences  of  bleeding  for  eleven  months.  There  were  repeated  bacteriological 
examinations  of  the  fluid  coming  from  the  ear,  and  it  was  pronounced  to  be 
"blood  and  serum." 

J.  Friedman,  M.  D. 

On  March  9,  1902,  I  was  first  called  to  see  Miss  X.  She  was 
convalescing  from  this  last  attack,  and  was  sitting  up  for  the  first 
time.  Several  hours  before  I  reached  the  patient  there  had  been  a 
spontaneous,  bloody  discharge  from  both  ears,  coming  on  without 
any  subjective  symptoms  beyond  a  slight  fullness  in  the  head.  There 
was  no  previous  history  of  trauma,  nor  had  there  been  an  ear  trouble 
of  any  kind.  I  would  emphasize  that  it  was  definitely  determined 
that  the  hearing  was  normal  prior  to  this  attack.  On  examination, 
I  found  both  external  auditory  canals  filled  with  a  sero-sanguinous 
fluid,  which  on  wiping  away  left  no  stain,  nor  did  it  clot.  This 
fluid  indicated  slightly  alkaline  reaction  with  litmus  paper.  On 
wiping  away  the  discharge  and  clearing  the  auditory  canal,  I  was 
surprised  to  find  the  membrana  tympani  intact.  Both  membrana 
tympani  were  in  normal  plane,  no  part  of  their  surface  showing  either 
bulging  or  retraction,  and  there  was  absolutely  no  evidence,  by  inspec- 
tion, of  any  perforation.  There  was  no  evidence  whatever  of  inflam- 
mation, nor  has  there  been  any  during  more  than  one  year  since  I 
have  had  the  case  under  observation.  The  only  clinical  data  which  I 
can  report  is  a  sense  of  pressure  and  occasional  headache  just  before 
the  exudation  took  place.    The  discharge  occurred  at  irregular  inter- 


580        GOLDSTEIN:    BILATERAL    HEMORRHAGE    FROM    THE    EAR. 

vals;  earlier  in  the  course  of  the  affection,  as  often  as  every  half 
hour,  when  the  patient  was  under  some  nervous  excitement,  there 
was  a  greater  frec[uency  and  quantity  of  the  discharge.  The  quan- 
tity of  each  exudation  was  of  about  the  same  volume  (about  one 
c.  c).  The  discharge  occurred  more  frequently  by  night  than  by 
day;  the  recumbent  position  seemed  to  favor  it.  Four  days  after  I 
first  saw  the  patient,  the  discharge  in  the  left  ear  ceased,  and  there 
has  never  been  a  recurrence  in  that  ear;' the  other  ear  continued  to 
discharge  for  fifty  (50)  weeks  without  an  intermission  of  more  than 
eight  hours.  The  character  of  the  exudate  is  best  described  in  the 
bacteriological  report  which  is  herewith  appended : 

St.  Louis,  June  18th,  1902. 

Dear  Doctor : — I  have  to  make  following  report  of  my  analysis  of  fluid 
from  ear  of  Miss  X. 

Reddish  colored  fluid,  of  offensive  odor.  Specific  gravity  1040,  determined 
after   Hammerschlag's  method,   with  equal   parts   of   chloroform   and  benzol. 

Gave  none  of  the  fibrin  reactions.  Fluid  was  alkaline  in  reaction.  Hema- 
toidin  present.  Teichmann's  hematin  crystals  present.  Distinct  albumin  re- 
action present.  Testing  with  cupric  solutions  failed  to  give  any  reduction. 
2  c.  c.  of  this  fluid  was  put  into  an  Einhorn  saccharometer  tube,  with  yeast 
and  distilled  water;  no  gas  formation  after  24  hours. 

Microscopic  examination  of  sediment  obtained  by  centrifugalization  showed 
a  few  red  blood  cells  and  many  polymorphonuclear  leucocytes.  No  lymphoid 
cells  or  lymphocytes  were  made  out. 

A  great  many  short,  motile  rods  were  present.  I  did  not  make  any  attempt 
to  identify  them,  because  the  vessel  in  which  the  fluid  was  stored  was  not 
sterilized,  so  these  bacteria  might  have  been  a  contamination  from  the  bottle. 

I  conclude  that  this  fluid  is  partly  blood.  The  main  constituent  is  a  serous 
fluid  of  some  kind.  Whether  it  is  cerebro-spinal  fluid  cannot  positively  be 
stated.  We  have  no  positive  test  for  cerebro-spinal  fluid.  Cerebro-spinal 
fluid  is  generally  very  poor  in  albumins;  this  fluid  gave  marked  albuminous 
reaction.  Cerebro-spinal  fluid  does  not  clot  nor  does  it  give  fibrin  reaction; 
this  fluid  corresponds  to  the  behavior  of  the  cerebro-spinal  fluid  in  that 
respect.  Cerebro-spinal  fluid  occasionally  contains  a  substance  which  like 
dextrose,  reduces  Fehling's  solution,  but  which  is  not  sugar;  this  fluid  did 
not  reduce,  nor  did  it  give  a  saccharine  reaction  with  yeast  in  the  fermenta- 
tion tube. 

What  is  known  as  to  the  composition  of  cerebro-spinal  fluid  relates  chiefly 
to  normal  fluid;  the  fluid  in  this  case  may  be  altered  cerebro-spinal  fluid, 
blood-tinged,  hence  the  albuminous  reaction  might  be  accounted  for  in  that 
way.  Very  truly  yours, 

R.  B.  H.  Gradwohl,  M.  D. 

The  examination  of  the  blood'  of  the  patient  added  below,  shows 
no  dyscrasia : 
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St.   Louis,  July   18th,   1902. 
Dear  Doctor : — I  beg  to  submit  herewith   report  on  examination  of  blood 
of  Miss  X. 

Smears  from  blood  obtained  from  lobe  of  left  ear,  fixed  with  equal  parts 
of  alcohol  and  ether,  stained  with  eosin  and  methylene  blue,  with  Jenner's 
stain  and  with  polychrome  methylene  blue  shows  pale  red  blood  corpuscles, 
with  marked  poikilocytosis,  many  megaloblasts  being  present,  besides  a  num- 
ber of  blood  plaques.  No  morphologic,  pathologic  change  in  the  white 
blood  corpuscles  was  to  be  noted.  No  parasites  were  noted  in  these  exami- 
nations. Blood  counts:  Red,  3,000,000;  white,  5,000. 
Very  sincerely  yours, 

R.  B.  H.  Gr.\dwohl,  M.  D. 

Hearing  tests  made  a  few  days  after  my  first  examination  of  the 
patient  revealed  the  following :  Conversation  voice  readily  herd  by 
the  patient.  Forty  inch  watch  not  heard  on  contact  on  either  ear. 
Tuning  forks  Q-Co-Cg,  and  C4  not  heard  over  mastoid  on  either  ear. 

Tuning  fork  tests  made  one  week  later  (after  discharge  had  ceased 
in  left  ear)  showed  slight  perception  over  left  mastoid;  Weber's 
test  also  elicited  tone  perception  in  left  ear. 

Tuning  fork  tests  made  December  10,  1902,  indicated  Rinne  posi- 
tive and  the  watch  test  |g-  on  left  ear.  ^lembrana  tympani  at  this 
time  appear  normal  on  inspection. 

On  determining  the  source  of  this  sanguineous  exudation,  I  had 
constantly  in  mind  the  observations  made  in  the  cases  previously 
reported  of  a  similar  character.  In  all  of  these  cases  the  origin  of 
bleeding  seems  to  have  been  from  the  cerumen  glands,  especially 
those  nearest  the  fundus  of  the  auditory  canal. 

While  I  have  never  been  able  to  definitely  locate  the  exact  point 
at  which  this  sanguineous  fluid  made  its  appearance  in  the  ear,  I  have 
always  located  it  in  the  angle  formed  by  the  posterior  wall  of  the 
auditory  canal  and  the  plane  of  the  membrana  tympani.  I  have 
watched  the  auditory  canal  and  membrana  tympani  by  well  reflected 
light  for  twenty  minutes  constantly,  in  the  hope  that  I  could  deter- 
mine the  location  of  the  exudate ;  I  have  seen  the  exudation  suddenly 
fill  the  fundus  of  the  canal  on  several  occasions,  but  I  could  not  locate 
the  bleeding  points. 

As  the  case  progressed,  the  quantity  of  the  discharge  increased. 
The  patient  went  about  with  large  pads  of  cotton  over  the  ear,  and 
these  were  soaked  and  often  dripping  with  this  discharge.  I  sought 
consultation  locally,  and  presented  a  synopsis  and  data  of  the  case 
to  distinguished  confreres  abroad,  and  I  have  taken  the  liberty  of 
recording  in  brief  their  opinions  and  suggestions  of  the  case. 

I  even  went  so  far  as  to  do  an  exploratory  operation  May  20th, 
to  examine  and  determine  the  character  of  the  cavum  tympanum, 
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cutting  a  fenestra  in  the  membrana  tympani,  and  packing  the  middle 
ear  cavity  with  styptic  gauze.  Even  this  exploratory  examination 
gave  us  no  new  data. 

The  patient  spent  the  summer  months  at  the  lakeside  in  Wiscon- 
sin, and  in  spite  of  the  uninterrupted  bleeding  from  the  ear,  gained 
fifteen  pounds  in  the  course  of  two  months. 

The  diversity  of  opinions  of  many  of  my  consultants  was  so 
marked,  that  I  was  undetermined  what  course  to  pursue  in  the  fur- 
ther conduct  of  the  case.  I  felt  assured  that  this  prolonged  exuda- 
tion carried  with  it  no  serious  lesion,  for  never  during  the  course  of 
the  case  was  there  the  slightest  evidence  of  inflammation,  rise  in 
temperature,  or  serious  symptoms.  Had  the  case  been  associated 
with  any  cerebral  lesion,  there  certainly  would  have  been  definite 
development  in  short  order.  By  exclusion  and  elimination,  the 
only  etiological  factors  which  were  still  subject  to  consideration 
were,  a.  malingering,  h.  neurosis.  The  definite  exclusion  of  ma- 
lingering or  the  introduction  of  a  fluid  extraneously  has  been 
established  by  my  careful  observations  and  the  corroboration  of  my 
consultants. 

At  different  stages  of  its  development,  this  case  was  seen  by  Drs. 
J.  Friedman,  J.  B.  Shapleigh,  C.  A.  Todd,  J.  C.  Buckwalter,  W.  E. 
Klokke  and  H.  W.  Loeb,  of  St.  Louis ;  J.  M.  Pace,  of  Dallas,  Texas, 
and  H.  V.  Wiirdemann,  of  Milwaukee,  Wis.  I  add  in  brief  the 
opinions  expressed  by  some  of  my  consultants  as  to  the  etiology 
and  character  of  this  case. 

St.  Louis,  April  6th,  1903. 

Dear  Doctor : — In  regard  to  the  case  of  Miss  X.,  and  especially  as  to  the 
possibility  of  malingering  about  which  there  has  been  much  discussion,  I 
have  this  to  say:  Malingering  is  the  easiest  explanation  of  the  case,  but 
I  cannot  accept  it  for  two  reasons.  First,  that  you  yourself  have  seen  the 
fluid  suddenly  well  up  from  the  depth  of  the  auditory  canal  on  several  occa- 
sions while  carefully  wiping  the  ear;  second,  that  on  one  occasion  the  bleed- 
ing began  while  the  patient  was  sitting  quietly  in  my  office  chair.  I  do  not 
see  how  the  fluid  could  have  been  introduced  from  without  in  this  instance. 

There  are  many  other  things  against  this  supposition.  For  instance,  how 
could  the  patient  have  obtained  a  fluid  of  such  peculiar  character  in  such 
quantity,  and  under  such  a  variety  of  circumstances  during  the  past  year? 

I  do  not  think  this  a  case  of  malingering.  What  then,  is  the  explanation? 
Was  it  labyrinthine  or  cerebral  fluid?  I  think  not,  for  there  was  too  much 
blood  in  it  under  non-inflammatory  conditions. 

It  was  not  a  vicarious  menstruation,  for  that  function  was  performed 
normally,  and  with  no  effect  on  the  ear  trouble. 

I  have  a  theory  which  I  advance  with  hesitation,  and  in  anything  but  a 
dogmatic  spirit.  It  is  the  best  analysis  of  a  most  interesting,  unusual  and 
obscure  pathological  condition  that  I  can  make  from  what  I  have  heard  and 
seen  of  the  case.     The  theory  is,  that  this  bleeding  was  a  nervous  phenome- 
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non  of  vaso-motor  origin  and  that  the  fluid  was  by  osmosis,  or  sweating 
through  the  capillary  walls.  In  favor  of  such  an  hypothesis  these  facts  may 
perhaps  be  advanced :  First.  The  patient  was  of  a  distinctly  nervous  tem- 
perament, tending  to  the  hysterical.  This  is  very  favorable  to  the  appear- 
ance of  nervous  phenomena.  Second.  The  deafness  which  still  persists,  is  I 
believe  hysterical.  It  certainly  depends  on  some  condition  of  the  perceptive 
apparatus  of  the  ear.  Third.  Disturbance  of  the  capillary  circulation  in 
other  regions.  I  noticed  frequently  such  a  disturbance  of  the  capillary  cir- 
culation as  shown  by  red  blotches  in  the  skin  of  the  cheek  and  neck — areas  of 
vaso-motor  paralysis.  These  were  transient  and  would  come  and  go  during 
the  period  of  an  examination.  Fourth.  The  character  of  the  fluid  and  the 
manner  in  which  it  made  its  appearance  together  with  the  intermittent  nature 
of  the  flow.  The  fluid  was  sanguinolent,  and  did  not  clot;  it  appeared 
quickly  after  a  sense  of  fullness  in  the  ear  and  no  special  point  could  ever 
be  detected  as  the  origin  of  the  hemorrhage.  This  is  to  me  suggestive  of 
an  intermittent  vaso-motor  paralysis  producing  first,  congestion  of  the  capil- 
laries and  then  a  transudation  through  their  walls  of  the  serous  elements  of 
the  blood  with  more  or  less  of  the  red  corpuscles.  Fifth.  The  cessation  of 
the  phenomenon  through  mental  suggestion.  A  supposed  operation,  carried 
out  as  you  did  this  one  would  produce  a  decided  mental  effect  in  a  semi- 
hysterical  patient. 

This  theory  does  not  answer  the  question  what  capillaries  were  at  fault — 
those  of  the  tympanum,  membrana  or  auditorj'^  canal,  and  if  the  former, 
how  did  the  fluid  escape  without  rupture  of  the  membrane,  which  should 
have  been  detected.  If  the  oozing  came  from  the  canal,  then  of  course  no 
opening  in  the  membrane  need  be  accounted  for.  Why  dxd  it  persist  in  this 
€ar  aftd  cease  in  the  other?  This  is  less  important,  for  often  no  reason  can 
be  given  for  the  localizing  of  hysterical  phenomena  in  certain  regions. 

The  case  certainly  falls  outside  the  usual  lines  in  its  symptoms,  course  and 
etioIog\'  and  the  theory  I  have  advanced  seems  to  me  to  cover  the  grdund 
better  than  any  I  can  think  of  except  malingering,  and  this  I  have  said  I 
cannot  accept.  Yours  truly, 

J.  B.  Shapleigh,  M.  D, 

Among  the  therapeutic  measures  which  were  brought  into  use, 
were  included  the  Violet  Ray  Lamp  and  the  X-Ray,  and  I  add  the 
following  data  of  X-ray  treatment. 

St.  Louis,  March  21st,  1903. 

Dear  Doctor: — I  am  pleased  to  furnish  the  following  data  in  the  case  of 
Miss  X.,  and  my  observation  in  the  X-ray  treatment  to  which  she  was 
subjected. 

The  patient  was  brought  to  me  December  5th,  1902.  She  had  hemicrania, 
especially  right  side;  seemed  languid,  face  slightly  flushed,  skin  irregularly 
mottled,  hands  cold,  restless  and  of  nervous  temperament. 

She  bears  static  current  in  fine  spray  well;  has  anaesthetic  zones  (static 
interrupted)  over  areas  illustrated.  Area  1,  anaesthesia  absolute;  area  2, 
anaesthesia  relative. 

First  treatment;  static  interrupted  current  and  vacuum  electrode,  eight 
minutes.     Patient  claimed  at  second  sitting  that  hemorrhage  was  increased. 

As  no  appreciable  change  was  observed  after  four  or  five  treatments  with 
a  static  machine,  this  was  discontinued  and  the  X-ray  applied. 
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External  auditory  canal  was  wiped  dry  revealing  a  clear  picture  of  normal 
membrana  tympani,  without  opacities.  A  lead  aural  speculum  was  closely 
fitted  into  the  canal,  the  X-rays  isolated  by  means  of  a  cone  of  sheet  lead 
and  the  rays  of  a  medium  hard  tube  at  twelve-inch  distance,  allowed  to 
enter  for  ten  minutes.  The  patient  complained  of  temporo-sphenoidal  head- 
ache following  the  exposure. 

At  a  subsequent  use  of  the  X-ray  I  made  an  inspection  of  the  auditory 
canal  and  membrana  tympani  after  the  tube  was  removed,  and  after  patiently 
waiting  some  ten  minutes  was  rewarded  by  seeing  a  quantity  of  sanguinous 
fluid  suddenly  well  up  from  the  fundus  of  the  canal.  This  fact  convinced 
me  absolutely  that  the  question  of  simulation  or  malingering  which  had 
been  suspected  and  much  discussed,  was  no  longer  in  debate  in  this  case. 

I  suspected  this  to  be  some  form  of  vaso-motor  neurosis,  and  would  refer 
to  the  works  of  Schwalbe  and  Vierordt  where  mention  is  made  of  the 
hemorrhage  of  hysteria  from  the  nose,  throat, .  stomach,  bowels  and  skin. 
I  think  the  etiology  of  this  case  will  be  found  along  these  lines. 

Yours  very  truly, 

W.  Emil  Klokke,  M.  D. 

During  the  summer  while  the  patient  was  in  Wisconsin,  I  had 
occasion  to  refer  her  to  Dr.  H.  V.  Wiirdemann,  of  Milwaukee, 
Wis.,  and  append  abstract  of  his  letter : 

Milwaukee,  Wis.,  September  8th,  1902. 

Dear  Doctor : — The  case  of  Miss  X.  is  extremely  interesting.  Without 
further  data  from  you,  my  opinion  expressed  in  the  following  is  made  up 
entirely  from  the  one  observation  of  the  case  that  I  have  made. 

I  found  no  temperature;  total  deafness  of  the  right  ear;  left  practically 
normal ;  an  intermittent  serous  discharge  (which  the  microscope  shows  to 
contain  many  red  blood  corpuscles  and  a  few  epithelial  flakes)  gushes  from 
time  to  time  out  of  the  external  meatus  in  sufficient  quantity  to  soak  thick 
external  dressings ;  it  is  worse  in  a  reclining  posture.  There  is  some  incoor- 
dination on  walking  with  eyes  closed.  The  previous  history  of  vomiting  and 
vertigo  probably  have  reference  to  the  internal  ear.  There  is  a  small  per- 
foration posterior  to  the  end  of  the  malleus  (this  perforation  resulted  from 
the  exploratory  operation  made   May  20th,   1902.) 

I  do  not  think  the  secretion  is  made  in  the  middle  ear,  but  that  it  comes 
from  the  cochlea  and  is  probably  connected  with  the  cerebral  cavity.  I  think, 
however,  that  the  red  blood  corpuscles  and  epithelium  which  are  in  the  fluid 
are  probably  more  or  less  from  the  middle  ear. 

The  case  is  certainly  very  uncommon,  but  to  my  mind,  is  of  the  same 
character  as  those  occasional  cases  we  see  in  which  a  discharge  of  this 
nature  occurs  for  some  hours  or  days  after  fracture  of  the  skull,  in  which 
the  fracture  extends  through  the  petrous  portion  of  the  temporal  bone,  allow- 
ing the  cerebro-spinal  fluid  to  leak  out  through  the  middle  ear.  I  am  greatly 
obliged  to  you  for  the  reference  of  this  interesting  case. 

Cordially  yours, 

H.    V,  WiJRDEMANN,    M.  D. 
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In  my  correspondence  with  the  eminent  authorities  abroad,  Prof. 
PoHtzer  of  X'ienna,  Prof.  Liicae  of  Berlin,  and  Prof.  Urbantschitsch 
of  \'ienna,  it  is  worthy  of  remark  that  there  was  a  concensus  of 
opinion  expressed  as  to  the  etiology  of  this  case.  I  had  furnished 
to  each  of  these  authorities  a  brief  report  of  the  clinical  data  which 
had  been  gathered,  including  a  description  of  the  sanguinolent  fluid, 
its  quantity  and  analysis,  the  method  in  which  it  suddenly  welled  up 
in  the  fundus  of  the  canal,  the  tuning  fork  tests,  and  all  other  infor- 
mation of  a  positive  character  that  I  could  obtain.  From  this  rather 
incomplete  report,  each  of  the  above  authorities  independently  diag- 
nosed the  case  as  one  of  simulation.  Prof.  Urbantschitsch  added 
as  another  possible  cause,  that  of  trophic  neurosis. 

In  the  light  of  these  and  similar  suggestions  by  local  consultants 
as  to  the  case  being  one  of  possible  malingering  or  simulation,  I 
proceeded  to  systematically  and  absolutely  eliminate  this  etiological 
factor.  My  evidences  for  excluding  malingery  are :  First,  the 
most  careful  inspection  of  the  auditory  canal  and  tympanic  mem- 
brane failed  to  reveal  any  evidence  of  the  parts  having  been  tam- 
pered with.  Second,  the  very  character  and  constituency  of  the 
fluid  w^as  proof  against  it.  The  fluid  w^as  not  blood,  nor  did  it 
coagulate.  Third,  on  at  least  six  occasions,  after  having  wiped 
the  canal  dry  and  while  patiently  inspecting  the  affected  area,  I 
have  seen  this  fluid  suddenly  well  up  in  the  fundus  of  the  canal. 
One  of  the  unusual  features  associated  with  the  determination  of  the 
source  of  this  bleeding,  is  that  I  was  unable  to  locate  the  exact  point 
from  w^hich  the  fluid  entered  the  auditory  canal.  As  I  had  defin- 
itely in  mind  the  distal  ceruminous  glands  as  a  possible  source  of  this 
exudation,  my  inspection  always  included  this  area  and  I  can  say 
positively  that  the  fluid  welled  up  from  points  farther  remote  than 
the  most  distal  ceruminous  glands.  On  wiping  away  the  exudate 
(usually  about  1  c.  c.  in  volume),  I  could  determine  a  moist, 
reddish,  glistening  Hne  along  the  posterior  circumference  of  the 
membrana  tympani,  extending  from  a  line  with  the  short  process  of 
the  malleus,  to  the  floor  of  the  canal.  This  line  always  appeared 
about  the  same  length,  and  in  the  same  position  at  each  inspection. 
Fourth,  I  do  not  offer  my  own  testimony  alone  as  to  the  sudden  well- 
ing up  of  this  sero-sanguinolent  exudate  in  the  ear,  but  submit  as 
corroborative  evidence  the  observations  of  Drs.  Todd,  Shapleigh, 
Buckwalter,  Klokke,  and  Wiirdemann,  all  of  whom  saw  this  exuda- 
tion at  different  times.  F'ifth,  as  an  additional  measure  to  exclude 
simulation,  I  proceeded  to  seal  the  affected  ear  in  the  following  man- 
ner.    The  external  auditory  canal  was  thoroughly  cleaned  and  dried, 
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and  then  lightly  filled  with  sterilized  cotton  which  had  been  previous- 
ly colored  blue,  and  which  was  inserted  into  the  ear  without  the 
patient's  knowledge  as  to  the  change  in  color  of  the  cotton.  A  small 
tampon  of  white  sterilized  cotton  was  placed  over  this,  the  entire 
concha  filled  with  cotton,  a  piece  of  gauze  shaped  to  the  concha,  and 
the  whole  dressing  fixed  with  collodion.  This  dressing  was  retained 
in  position  for  twenty- four  hours.  When  removed,  all  of  the  dress- 
ings were  still  in  the  position  in  which  they  had  been  arranged,  and 
were  saturated  with  the  exudate. 

I  think  I  have  furnished  sufficient  evidence  to  absolutely  exclude 
simulation  or  malingering  from  the  etiology  of  this  case. 

In  the  entire  literature  which  I  have  investigated,  there  are  but 
two  other  factors  associated  with  some  form  of  neurosis  which  have 
been  mentioned.  One  is  that  of  vicarious  menstruation  in  hysteri- 
cal female  -subjects ;  the  other  is  the  case  of  Stein  of  Moscow,  of  a 
young  boy  with  haemophiliac  diathesis.  Neither  of  these  conditions 
are  applicable  to  my  case.  In  all  of  the  previous  cases  reported,  the 
source  of  the  exudation  was  either  definitely  determined  or  supposed 
to  be  from  the  ceruminous  glands ;  in  my  case,  careful,  repeated  ob- 
servation proved  to  me  that  the  ceruminous  glands  were  not  the 
source  of  the  exudation.  In  all  of  the  other  cases  the  exudation 
consisted  of  pure  blood;  in  my  case  the  fluid  (as  indicated  by 
chemical  and  microscopical  analysis),  was  not  pure  blood,  nor  did 
it  have  the  usual  properties  of  blood. 

By  this  process  of  elimination,  I  have  been  able  to  exclude  all  of 
the  previously  known  causes  which  have  had  any  bearing  on  similar 
cases,  but  after  one  year's  careful  observation  I  am  unable  to  add 
any  further  positive  data  concerning  the  etiology  of  this  case. 

After  taking  every  precaution  and  attempting  every  therapy,  I 
finally  determined  on  radical  suggestive  therapy.  February  22, 
1903,  the  patient  was  taken  to  the  Jewish  Hospital  of  St.  Louis,  and 
both  Dr.  Friedman  (her  attending  physician),  and  I  positively 
declared  to  her  than  an  operation  would  be  performed  on  the  aflfected 
ear,  that  the  entire  head  would  be  encased  in  a  fixed  plaster  of  Paris 
dressing,  and  that  the  operation  would  absolutely  and  permanently 
cure  the  ear.  This  statement  was  firmly  impressed  on  the  patient 
by  several  repetitions. 

Chloroform  to  primary  anaesthesia  was  administered,  the  auditory 
canal  was  dried  out  and  lightly  packed  with  a  narrow  strip  of_gauze 
and  with  a  small  pledget  of  cotton,  the  entire  head  enveloped  in 
sheet  wadding  and  a  heavy  plaster  of  Paris  bandage  applied,  envel- 
oping the  head  and  neck.     The  patient  was  kept  .n  a  rr-Lumbent 
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dorsal  position  and  carefully  watched  for  forty-eight  hours.  The  fixed 
dressings  were  then  cut  away,  and  when  the  gauze  was  removed 
from  the  affected  ear  there  was  no  evidence  whatever  of  a  recurrence 
of  the  exudate. 

A  stiff  crinoline  bandage  was  then  applied  for  forty-eight  hours, 
and  renewed  daily  for  one  week.  At  the  end  of  that  time  the  dress- 
ings Avere  removed  entirely  and  the  patient  pronounced  cured. 
There  has  been  no  sign  of  recurrence  of  this  exudation  to  date  (a 
period  of  six  weeks). 

Another  corroborative  evidence  of  the  hysterical  nature  of  this 
neurosis  is  the  present  condition  of  the  hearing.  Throughout  the 
period  of  exudation,  there  was  total  deafness  in  the  affected  ear; 
to-day  there  is  Rinne  positive  and  the  hearing  for  the  watch  20-40. 

The  case  certainly  has  no  parallel  in  otological  literature. 

ABSTRACTS  OF  ALL  CASES  OF  HEMORRHAGE  FROM 
EAR  WITH  INTACT  MEMBRANA  TYMPANL 

Alcani  cenui  eziolos:ica  suir  emorragie  delT  organo  uditivo  e  descrizione 
d'una  otorragia  isterica.  (The  etiology  of  hemorrhage  from  the 
ear,  with  report  of  a  case  of  hysterical  otorrhagia.)     G.  Ferreri, 

(Turin.)     Speiimentale,  1882,  Maggio',   Archiv fiir   Ohrenheilkundej  1883, 
Vol.  XIX.,  p.  173. 

The  author  cites  in  a  general  way  the  various  etiological  factors  on  which 
hemorrhage  from  the  ear  may  be  dependent,  and  then  describes  the  follow- 
ing case: 

Female,  30  years  old,  single.  Has  three  sisters  without  hysterical  ten- 
dencies. Menstruation  began  at  12  years,  and  until  five  years  ago  was  always 
regular.  Even  as  a  young  girl  she  had  frequent  rhinorrhagia,  and  later  this 
became  a  regular  feature  either  with  the  beginning  or  cessation  of  the  men- 
strual flow.  Six  years  ago,  as  the  result  of  a  severe  fright,  there  was  amenor- 
rhoea  for  three  months  and  there  appeared  at  regular  intervals  short,  con- 
vulsive, nervous  phenomena.  This  nervous  condition  then  became  serious  in 
character  and  the  patient  was  confined  to  bed  for  eighteen  days  in  an  almost 
lifeless  state;  speech  and  consciousness  then  returned.  She  was  bedridden 
for  six  months  and  under  constant  treatment. 

Whenever  her  menses  were  due  the  patient  had  extreme  pains  in  the  left 
ear  and  in  the  left  side  of  the  head,  with  slight  bleeding  from  the  ear. 
Examination  by  de  Rossi  at  this  period  revealed  an  extreme  sensitiveness  of 
the  ear,  intense  pain  with  every  movement  of  the  jaw  and  a  severe  otorrhagia 
so  profuse  that  the  patient  called  on  de  Rossi  at  5  a.  m.,  who  used  collodion 
to  check  the  bleeding,  as  it  was  the  nearest  remedy  at  hand. 

The  patient  was  then  placed  under  observation  in  the  ear  department  of  the 
hospital  for  two  months.  She  showed  many  hysterical  tendencies,  melan- 
choly temperament  and  lymphatic  constitution. 

For  several  days  after  this  severe  hemorrhage  the  left  cheek  and  auricle 
were  swollen  and  red,  and  there  was  hypersesthesia  of  the  n.  acusticus,  and 
pain  in  the  left  side  of  the  head.     Examination  of  the  ear  revealed  only  a 
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normal  status,  and  the  cause  of  the  bleeding  could  not  be  determined.  She 
was  given  emmenao:ogue  and  tonic  treatment.  After  t\Vo  months  she  again 
menstruated.  On  several  occasions  while  still  in  the  hospital  and  closely- 
examined,  de  Rossi  determined  the  exudation  of  blood  from  four  or  five 
openings  of  cerumen  glands  in  the  postero-inferior  area  of  the  external  audi- 
tory canal,  and  but  few  m.m.  distant  from  the  auditory  meatus.  The  blood 
appeared  rapidly,  drop  by  drop,  so  that  in  several  hours  two  or  three  handker- 
chiefs were  stained  with  it.  This  otorrhagia  recurred  at  irregular  intervals, 
and  of  varying  volume.  Careful  observation  of  the  vascular  system  indi- 
cated evidences  of  Basedow's  disease. 

Five  months  after  her  discharge  from  the  hospital  there  was  a  material 
improvement  in  her  condition.  Menstruation  was  normal,  there  was  no 
otorrhagia  a^id  no  hysterical  phenomena.  Two  years  later  patient  struck 
herself  accidently  with  a  long  needle,  deeply  penetrating  the  third  metacarpal 
space  and  a  portion  of  the  needle  was  broken  off  in  the  tissues.  Then  fol- 
lowed various  hysterical  conditions  plus  a  permanent  contraction  of  the  arm 
on  the  injured  side.  The  wound  healed,  menstruation  remained  normal  and 
there  was  no  further  otorrhagia.  Later  there  followed  periostitis  acuta,  of 
the  upper  third  left  humerus,  and  an  incision  eight  cm.  long  was  made,  and 
a  fragment  of  the  needle  extracted.  After  the  operation  the  hysterical 
phenomena  were  again  accentuated  by  absence  of  menses  and  bleeding  from 
the  nose.  Later  there  was  frequent  cephalalgia  left  side,  and  hemiplegia,  with 
entire  loss  of  motion  and  sensibility.  The  hemiplegia  improved  to  such  an 
extent  that  patient  was  able  soon  to  use  the  left  arm.  Dysmenorrhea  per- 
sisted irregularly  and  there  was  frequent  bleeding  from  the  nose  and  twice 
there  was  a  moderate,  and  once  a  profuse,  bleeding  from  the  ear. 

As  the  improvement  of  the  hemiplegia  was  first  observed  in  the  upper  ex- 
tremity, the  author  records  this  case  as  one  of  vaso-motor  disturbance  rather 
than  that  of  a  possible  lesion  in  the  central  nervous  system. 

Vicariirende  Ohrenblutungen  mit  voruebergehender  Taubheit  combinirt. 
Vicarious  Otorrhagia  and  Transitory  Deafness.  Stepanow.  Monats- 
schrift  f.  Okrenheilkundej  No.  \\,  1885. 

The  patient,  a  female,  aged  17,  came  of  healthy  family  and  had  no  sick- 
ness up  to  her  13th  year.  First  menstruation  at  13.  About  two  months 
before  underwent  a  severe  operation  of  extraction  of  needle  from  hand 
without  narcrosis,  on  account  of  which  fell  into  a  faint  that  lasted  24  hours. 
The  first  menstruation  was  accompanied  by  considerable  disturbance  on  the 
part  of  the  nervous  system,  which  kept  the  patient  in  bed.  After  getting  up, 
she  had  paralysis  and  anesthesia  of  both  legs.  After  some  months  the  pa- 
ralysis gradually  disappeared;  the  anesthesia  remained  longer  and  disap- 
peared suddenly.  Since  then  the  patient  did  not  menstruate.  Instead,  there 
occurred  from  time  to  time  hemorrhages,  at  first  out  of  both,  but  later  almost 
exclusively  out  of  left  ear.  They  lasted  1  to  2  days,  and  were  accompanied 
by  dyspnea,  cardiac  palpitation  and  pain  in  region  of  heart.  Sometimes 
these  disturbances  occurred  also  between  the  ear  hemorrhages. 

During  the  year  past,  the  bleedings  have  grown  worse  and  have  appeared 
in  almost  regular  monthly  periods. 

Examination  of  the  ears  showed : 

Right.  Hearing  is  normal.  Membrana  tympani  exhibited  only  a  slight 
opacity  in  middle.     Manubrium  and  light  reflex  well  marked. 
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Left.  Hearing  good,  but  less  than  on  right  side.  Manubrium  mallei  does 
not  stand  out  so  prominentfy :  processus  brevis  is  well  marked.  A  central 
opacity  of  membrana  tympani. 

In  auditory  canal  no  alterations  evdent.  Bone  conduction  better  on  right 
side  than  left. 

Naso-pharynx.     Some  chronic  catarrh. 

Pharynx.     Chronic  granular  pharyngitis. 

The  hemorrhages  were  generally  preceded  for  a  longer  or  shorter  time  by 
prodromata ;  viz.,  a  sharp  lancinating  pain,  diminution  of  hearing  on  left  side, 
with  vertigo  and  general  weakness. 

The  author  had  opportunity  to  see  this  patient  in  the  prodromal  stage, 
during  the  attack  and  after. 

In  the  prodromal  stage,  he  found  considerable  diminution  of  hearing  of 
left  ear;  watch  heard  neither  by  air  nor  bone  conductior:. 

The  otoscopic  examination  showed  no  alteration.  Eustachian  tube  proved 
to  be  patent.     Hearing  and  subjective  noises  not  influenced  bj-  inflation. 

A  hemorrhage  took  place  twice  earh'  in  the  morning  and.  according  to 
those  present,  it  was  copious  and  fully  equal  to  that  from  a  normal  men- 
struation. 

The  author,  after  cleansing  the  ear,  found,  to  his  astonishment  no  change 
except  slight  maceration  of  the  parts.  There  w^as  even  no  sign  of  hyper- 
emia. Mastoid  was  tender  to  the  touch.  Judging  from  catheterization 
tympanum  was  empty.  No  perforation  rale.  No  trace  of  blood  in  nose  or 
naso-pharynx. 

Hearing  in  left  ear  is  now  completely  gone,  so  far  as  could  be  judged  with 
intact  condition  of  other  ear. 

In  order  to  determine  whence  blood  came,  author  endeavored  to  examine 
ear  during  hemorrhage,  but  had, the  peculiar  experience  that,  whenever,  with 
speculum  in  hand,  he  waited  for  bleeding,  it  never  came :  whenever  he  de- 
sisted from  examination,  the  canal  would  overflow  with  blood. 

Author  concludes  that  without  doubt  the  blood  came  from  the  walls  of  the 
auditory  canal  and  possibly  also  from  membrana  tympani.  although  the 
absence  of  blood  in  tympanum  was  opposed  to  latter  idea.  Second,  that 
blood  came  from  this  side  of  membrana  tjmpani  and  not  from  tympanum ; 
and  the  bleeding  was  accompanied  by  complete  anesthesia  -of  the  auditory 
canal,  vertigo  and  tinnitus. 

As  to  the  nature  of  the  bleeding,  can  only  say  that  it  probably  took  place 
by  diapedesis,  and  was,  perhaps,  analogous  to  the  so-called  stigmata.  The 
sebaceous  glands  played  some  role. 

EIn  Fall  von  periodisch  wiederkehrender  Ohrenblutung  be!  fmperforirtem 
Trommelfelle.     (A  Case  of  Periodically  Recurring  Otorrhagia  with 
Imperforate  Membrana  Tympani.)     Eitelberg.    Internat.  Kliti.  Rund- 
schau, (tVien),  1898.  II,  81. 
Patient  was  an  anemic,  badly  nourished  woman,  age  37  years.     As  a  child 
often   complained   of  pricking  in   the   ears.     In   1870   had   suppurative   otitis 
media  in  right  ear,  which  lasted  a  long  time  and  was  accompanied  by  fre- 
quent hemorrhages  from  the  ear. 

Examination,  however^  reveals  evidence  of  inflammation  having  at  some 
time  taken  place  also  in  left  ear. 
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In  1874,  patient  was  seized  with  intense  occipital  and  parietal  headache, 
which  led  often  to  fainting  spells.  This  improved  after  patient  was  married. 
She  had  borne  five  children,  of  which,  however,  only  one  Uved.  All  the  rest 
died  in  about  three  years  in  convulsions.  During  pregnane^  patient  was 
free  from  headache  and  earache.  Headache  was  said  to  be  worse  always  at 
time  of  new  moon. 

Examination  of  ears  gave  following:  On  right  membrana  tympani  there 
was  posteriorly  a  scar,  while  almost  entire  lower  half  was  occupied  by  a 
chalky  deposit.  On  lefa  membrana  tympani  could  be  seen  two  long  oval  scars 
in  front  and  below  a  crescentic-shaped  chalky  deposit.  In  left  ear  there  was 
intermittent  tinnitus.  In  right  ear  no  tinnitus,  but  often  pain.  There 
was  chronic  rhinitis  with  swelling  of  turbinates  and  Eustachian  tube.  On  right 
side  bone  conduction  was  better  than  air  conduction.  Tuning  fork  on  vertex 
could  be  heard  only  on  right  side,  from  teeth  and  over  mastoid  on  both  sides, 
though  on  right  much  better.  Watch  heard  normally  6  m.  could  be  heard  on 
either  side  not  above  distance  of  10  c.  m..  Right  side,  numbers  spoken  in 
whisper  heard  1  meter.     Left  side  50  c.  m. 

The  patient  first  came  under  writer's  observation  June  20.  1897. 

Aural  bleeding  was  always  from  left  ear,  although  the  right  seemed  most 
affected.  In  two  months  patient  had  two  such  severe  attacks  that  she  was 
compelled  to  go  to  bed.  Following  prodromal  symptoms  were  noticed;  in 
left  ear,  intense  heat  sensation;  there  was  sometimes  also  an  itching  in 
external  canal,  which  was  relieved  by  rubbing  the  tragus;  there  was  diminu- 
tion of  hearing.  Sometimes  hemorrhages  would  come  on  during  exertion ;  at 
other  times  when  doing  nothing. 

Amount  of  blood  lost  usually  one  or  two  teaspoonfuls  and  hemorrhage  is 
followed  by  disappearance  of  pain,  if  that  was  present.  There  is  now  noticed 
the  following  peculiarity  in  her  symptoms,  viz.:  that  in  lying  on  the  right 
ear  an  unendurable  beating  sound  is  heard  in  the  left  ear  ^nd  vice  versa. 

Observation  for  some  months  demonstrated  that  there  was  undoubtedly 
a  relationship  between  the  aural  hemorrhage  and  the  menses.  However, 
there  did  occur  some  hemorrhages  outside  of  the  time  for  menstruation  and 
besides  it  occurred  along  with  period  on  some  occasions,  but  these  were 
exceptional. 

Author  was  able  to  exclude  simulation  and  states  that  careful  examination 
showed  no  trace  of  a  past  traumatism. 

**A  Case  of  Periodically  Recurring  Hemorrhage  From  the  Ear  with 
Imperforate  Membrana  Tympani,  in  Hysterical  Patient."  G.  Gra- 
DENiGO.    Archiv.  fiir  Ohrenheilkunde,  Vol.  28,  p.  83,  1889. 

Female,  age  15  years,  hysterical  temperament.  At  the  age  of  fourteen 
large  erythematous  blotches  were  observed  symmetrically  and  bilaterally 
about  the  tibio-tarsal  area;  ulceration  followed,  and  cicatrization  was  very 
slow. 

In  consequence  of  a  severe  coryza,  patient  suffered  with  constant  headache, 
daily  exacerbations  of  severe  pain  in  the  frontal  region,  and  frequent  attacks 
of  sneezing.  These  sneezing  onsets  were  parozysmal,  and  often  of  several 
days  duration,  so  that  the  patient  became  exhausted  thereby.  As  the  sneez- 
ing attacks  subsided,  patient  located  pain  in  occipital  area  and  complained 
frequently  of  severe  bilateral  earache. 
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Functional  examination  revealed  impairment  of  hearing  on  both  sides, 
accompanied  by  indefinite  anaesthesia  of  the  auditory  nerve ;  chronic  catarrhal 
otitis  media  bilateral ;  hj^pertrophy  of  the  anterior  end  of  the  right  lower 
turbinate ;  deflection  of  the  septum  to  the  left,  and  slight  chronic  catarrhal 
pharyngitis.  Under  suggestive  treatment  and  Politzerization  patient  was  tem- 
porarily improved,  but  there  were  soon  recurrences  of  pa  in  in  the  ears  and 
occiput.  About  three  months  later  there  were  recurrences  of  the  sneezing 
paroxysms,  and  distinct  hyperplasia  of  the  mucosa  of  the  naso-phamyx  and 
pharynx.  It  should  also  be  observed  that  a  periauricular  edema  was  also 
noted,  and  there  was  some  dry  cough  and  dysentery. 

When  this  symptom  complex  was  at  its  height,  patient  menstruated.  The 
night  previous  to  menstruation  a  few  drops  of  blood  exuded  from  the  right 
ear.  An  examination  on  the  following  day  failed  to  reveal  any  traces  of  this 
bleeding  in  the  external  auditory  canal,  and  no  morphologic  change  in  the 
appearance  of  the  drum  membrane.  The  patient  was  carefully  observed  in 
subsequent  menstruations,  but  no  further  bleeding  from  the  ear  was  found; 
the  pains  in  the  occiput  and  ears  however,  continued.  Six  months  later  the 
patient  again  bled  from  right  ear.  Xo  distinct  evidence  of  bleeding  point 
could  be  found  on  examination  excepting  the  presence  of  small  flakes  of  dry 
blood  adhering  to  the  drum  membrane  and  auditory  canal.  On  the  posterior 
wall  of  the  bony  canal,  there  were  six  to  eight  red  punctate  spots  which  the 
author  claims  were  the  mouths  of  the  cerumen  glands,  and  states  this  as  the 
possible  origin  of.  the  bleeding.  The  case  was  successfully  treated  by  the 
instillation  of  saturated  solution  of  boracic  acid  in  alcohol. 

Ein  FaH  von  Ohrenblutungen  beieinem  Knaben  mit  Imperforirtem  Trom- 
melfelle.  (A  Case  of  Otorrhagia  with  Imperforate  Drum  Mem- 
brane, in  a  13  year  old  boy.)  S.  von  Stein  (Moscow.)  Zeitschrift 
/.    Ohrenheilkuude,  1893,  Vol.  XXIV.,  p.  294. 

When  the  author  was  first  called  to  this  case,  a  thirteen  year  old  boy  had  a 
sudden  profuse  hemorrhage  from  both  ears,  saturating  two  handkerchiefs  and 
lasting  about  three  hours.  A  careful  inspection  revealed  in  both  auditory 
canals  a  number  of  punctate  bleeding  spots  close  to  the  junction  of  the 
concha  and  external  auditory  canal,  seemingly  the  openings  of  well-developed 
cerumen  glands.  The  rest  of  the  external  auditory  canal  appeared  free  of 
blood ;  the  membrana  tympani  were  normal,  and  with  no  evidence  of  hypere- 
mia; repeated  tests  indicated  normal  hearing. 

There  was  a  moderate  catarrhal  rhinitis ;  the  general  condition  of  the 
patient  was  good ;  he  complained  neither  of  pain  in  the  ear  nor  elsewhere, 
simply  appearing  anemic,  which  was  his  usual  condition. 

Since  he  was  six  years  old  he  had  had  frequent  attacks  of  epistaxis,  espec- 
ially in  the  summer  time;  in  the  three  years  just  preceding  the  otorrhagia,  this 
nasal  hemorrhage  became  more  severe  and  more  frequent,  usually  accompanied 
by  intense  migraine.  This  nasal  hemorrhage  was  especially  aggravated  when 
the  patient  engaged  in  gymnastic  exercises,  and  on  the  day  the  otorrhagia 
occurred  he  had  been  quite  active  in  the  gymnasium. 

The  day  following  the  bleeding,  the  author,  on  removing  the  tampons, 
noticed  a  few  drops  of  blood  exuding  from  the  mouths  of  the  cerumen  glands. 
When  these  drops  were  wiped  away,  red  punctate  spots  remained.  The 
bleeding  recurred  for  four  consecutive  days  in  gradually  diminishing  quantity. 
The  membrana  tympani  and  the  hearing  were  always  normal. 
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This  hemorrhagic  tendency  ceased  as  soon  as  the  boy  was  cautioned  against 
too  strenuous  exercise.  In  this  case  the  author  definitely  determined  that  the 
blood  exuded  directly  from  the  mouth  of  the  cerumen  glands. 

Report  of  a  Case  of  Hystero=epllepsy  in  which  the  Climax  of  the  Seizure 
was  expressed  by  Discharge  of  blood  through  the  Intact  External 
Auditory  Canal.  K.  K.  Wheelock,  (Fort  Wayne),  American  Medicine, 
August  3,  1901. 

Female,  white,  age  28.  Four  children,  apparently  in  good  health.  Had 
history  of  previous  treatment  for  general  nervousness,  attacks  accompanied 
on  several  occasions  by  copious  hemorrhages  from  ears  alternating.  Familj^ 
history  good,  excepting  father,  who,  for  five  years  had  attacks  simulating 
epilepsy,  now  completely  free  from  them. 

Inspection  showed  normal  canals  and  tympani.  No  history  of  trauma  or 
suppuration  from  ear.  Hearing  diminished  in  both  ears,  membranes  retracted 
slightly,  but  no  perforations. 

Two  years  before  birth  of  last  child  she  had  fainting  spells  at  menstrual 
periods,  with  loss  of  consciousness,  tonic  and  clonic  spasms,  frothing  at 
mouth,  etc.  Since  birth  of  last  child,  these  attacks  ceased,  but  were  replaced 
by  periodical  hemorrhages  from  the  ear,  preceded  by  dizziness  and  sharp  pain 
behind  ears  and  intense  frontal  headache. 

Menstrual  function  deranged  since  last  confinement,  having  been  sup- 
pressed for  three  months,  previously  scanty  and  irregular.  During  August, 
1898,  and  ten  months  following,  the  author,  together  with  three  medical 
brethren,  had  the  privilege  of  witnessing  several  attacks,  and  had  been  unable, 
in  the  examination  immediately  following,  to  discover  any  abnormal  condi- 
tion of  the  tympanic  membrane,  and  only  a  slight  congestion  of  the  cartilagi- 
nous portion  of  the  external  auditory  canal.  The  hemorrhage  was  preceded 
by  an  exudate  of  a  whitish  fluid.  Then  followed  slight  clonic  spasms  of 
hand  and  arms,  pupillary  reflexes  slow,  pulse  slow  and  small,  but  no  loss  of 
consciousness,  attack  lasting  about  five  minutes.  She  had  had  as  many  as 
seven  such  attacks  in  one  day.  Patient  thought  attacks  occurred  during  men- 
strual period. 

A  Case  of  Hemorrhage  from  External  Auditory  Canal.     C.  W.  Richard- 
son  (Washington,  D.  C.)    Annals  of  Ophthalmol,  and  OfoL,  1896,  Vol. 
v.,  No.  3. 

The  author  reports  a  case  of  hemorrhage  from  a  macroscopically  healthy  ex- 
ternal auditory  canal.  Patient  was  a  negress,  age  30,  a  prostitute  and  first 
presented  herself  in  May,  1893,  with  a  sore  throat.  Examination  revealed 
tertiary  ulcers  upon  tonsils  and  pharyngeal  walls,  positively  luetic  in  char- 
acter. About  a  year  after  these  lesions  had  healed,  patient  complained  of 
bleeding  from  left  auditory  canal,  attacks  coming  on  nearly  every  week,  last- 
ing two  to  three  days.  This  continued  six  months.  During  the  seventh 
month  hemorrhage  became  profuse,  intermitting  only  four  days.  The  month 
following  and  up  to  present  date,  bleeding  had  been  continuous,  with  slight 
exacerbations  and  after  careful  observation  to  eliminate  malingering,  he  aver- 
ages the  amount  at  eight  grams  daily,  bearing  no  relatioti  to  the  menstrual 
function. 

The  pinna  appeared  normal  as  did  the  external  auditory  canal..  The 
membrana  tympani  had  the  appearance  of  a  membrana  in  chronic  catarrhal 
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Otitis  media,  having  been  intact  since  his  first  observation  of  the  case.  The 
canal  had  always  been  free,  and  the  Eustachian  tube  patulous  throughout 
the  attack. 

Pain  was  a  marked  subjective  symptom.  Spontaneous  pain  over  temporal 
bone  and  pressure  over  this  area  or  mariipulation  of  auricle  caused  severe 
suffering. 

Tinnitus  had  increased  steadily  with  attacks  of  vertigo  and  progressive 
deafness  (4-40)  all  limited  to  the  affected  ear.  Pain  was  most  severe  just 
preceding  hemorrhagic  exacerbations. 

The  author  points  to  the  syphilitic  history,  suggesting  that  the  blood  exudes 
from  the  ceruminous  glands,  influenced  by  the  improperly  functionating 
cervical  sympathetic 

Treatment  included  anti-syphilitic,  electrical,  local  and  general  hemostatic 
with  no  improvement. 

3858  Westminster  Place. 


LOCALIZED  HEMORRHAGE  INTO  THE  TYMPANUM, 
WITH  INTACT  MEMBRANA  TYMPANL* 

BY   SEYMOUR  OPPENHEIMER,   M.D.,   NEW  YORK. 

Otologist   to  the   Gouverneur  Hospital;  Laryngologist  to  the  Bellevue-University  Medical  College 

Dispensary,  etc. 

While  hemorrhage  from  the  external  auditory  canal  and  middle 
ear  is  frequently  observed  as  the  result  of  varied  and  numerous 
causes,  it  is  desired  here  to  sharply  differentiate  these  cases  in  which 
there  is  an  effusion  of  blood  from  the  tympanic  cavity,  from  cases- 
in  which  the  hemorrhage  is  limited  to  the  middle  ear  spaces  and  in 
which  in  the  absence  of  sufficient  pressure  or  infection,  the  membrana 
tympani  remains  intact ;  the  former  class  being  not  at  all  uncommon, 
while  the  latter  is  of  sufficient  rarity  to  warrant  careful  considera- 
tion. A  distinction  must  also  be  made  between  this  condition  and  an 
extravasation  of  blood  into  the  labyrinth ;  the  latter  constituting  the 
pathologic  basis  of  the  so-called  Meniere's  disease,  ^v^hile  in  the  former 
the  symptom-complex  clearly  indicates  the  absence  of  internal  ear 
involvement,  and  while  the  literature  would  indicate  that  labyrinthine 
hemorrhage  or  effusion  is  not  of  great  rarity,  the  opposite  seems  to 
be  true  of  the  condition  of  heiliato-tympanum. 

The  source  of  hemorrhage  from  the  aural  tract  is  usually  recog- 
nized on  visual  inspection,  and  while  the  majority  of  such  cases  of 
minor  degree,  originate  from  the  site  of  erosions  or  granulation 
tissue  of  the  external  canal  as  the  result  of  chronic  middle  ear  sup- 
puration, yet  a  certain  number  are  the  result  of  the  same  conditions 
or  transudations  in  the  cavum  tympani,  but  are  readily  recognized  by 
the  presence  of  blood  as  seen  through  the  perforation  in  the  drum 
membrane. 

Undoubtedly  traumatism  plays  an  prominent  role  in  the  majority  of 
severe  cases  and  especialty  in  fracture  of  the  base  of  the  skull  when 
the  temporal  bone  is  involved  in  the  line  of  the  fracture.  When  the 
injury  to  the  head  is  •unusually  severe,  however,  the  membrana  tym- 
pani, on  one  side  at  least,  is  at  the  same  time  ruptured,  and  the  result- 
ant hemorrhage  is  necessarily  profuse  and  more  or  less  continuous, 
while  it  is  also  associated  with  the  presence  of  cerebro-spinal  fluid 
and  does  not  remain  encapsulated  in  the  tympanic  cavity,  but  rapidly 
escapes  through  the  drum.     A  small  amount  of  partially  coagulated 


*  Presented   at   the   Ninth   Annual    Meeting  of  the   American    Laryngological,  Rhinological  and 
Otological  Society,  Lexington,  Kentucky,  April  30,  1903. 
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blood  may  also  be  found  in  the  tympanic  cavity  as  the  result  of  direct 
traumatism  applied  to  the  tympanic  membrane,  siich  as  is  produced 
by  perforation  of  the  drum  by  a  foreign  body,  but  here  again  a  por- 
tion of  the  effused  blood  is  found  in  the  canal  and  usually  around  the 
tear  in  the  membrane.  If  the  latter  be  produced  by  a  small,  sharp 
pointed  instrument  and  the  patient  is  not  seen  until  a  day  or  two 
after  the  accident,  considerable  doubt  may  exist  in  the  mind  of  the 
otologist  as  to  the  nature  of  the  injury,  as  rapid  healing  of  the 
incised  tissue  occurs  and  in  some  cases  but  little  remains  except  a 
dark  bluish-red  mass  seen  through  the  apparently  normal  membrane. 
Another  class  which  approaches  very  much  in  character  to  the  first 
of  my  cases  is  the  result  of  indirect  force  such  as  a  fall  on  the  head, 
in  which  there  is  produced  a  fracture  in  immediate  proximity  to  the 
Glaserian  fissure;  here  the  t>Tnpanum  is  found  partially  or  com- 
pletely filled  with  blood  and  the  membrane  may  remain  perfectly 
normal.  The  tuning  fork,  however,  shows  nonnal  bone  conduction, 
while  air  conduction  is  absent  on  the  affected  side,  and  if  the  hearing 
for  the  latter  has  been  temporarily  destroyed  by  the  hemorrhage  pro- 
ducing complete  interference  with  the  sound  waves  by  means  of  the 
ossicular  chain,  the  well  known  reaction  resulting  from  an  obstruc- 
tive lesion  of  the  conducting  apparatus,  is  readily  obtained  by  the 
tuning  fork  on  the  vertex ;  the  patient  hearing  best  by  bone  conduc- 
tion in  the  affected  ear. 

The  following  case  illustrates  some  of  these  phenomena  in  a  most 
striking  manner  and  at  the  same  time  demonstrates  the  tolerance  of 
the  tympanic  cavity  to  the  presence  of  a  large  blood  clot,  in  the 
absence  of  infection. 

F.  N.,  male,  age  52  years.  He  had  always  been  healthy,  not  hav- 
ing had  even  the  diseases  of  childhood  and  at  no  time  had  he  ever 
any  trouble  with  his  ears.  One  week  before  being  first  seen, 
he  stumbled  over  a  chair  in  a  dark  room  and  was  thrown  to  the 
floor,  striking  the  back  of  his  head.  He  stated  that  he  was  stunned 
for  several  rninutes,  but  paid  no  further  attention  to  the  accident 
until  a  few  minutes  later,  when  the  sound  of  escaping  steam  became 
very  pronounced  in  the  left  ear ;  he  then  noticed  that  he  could  not 
hear  with  this  ear.  Except  for  some  thickening  of  the  radial  and 
temporal  vessels,  his  physical  condition  seemed  to  be  perfect  and  the 
upper  respiratory  tract  presented  no  special  abnormalities.  The 
right  membrana  tympani  was  normal,  while  examination  of  the  left 
disclosed  a  marked  degree  of  retraction ;  the  umbo  forming  the  cen- 
ter of  the  cone  shaped  indrawing  of  the  drum.  The  membrana  itself 
was   otherwise    normal    and    showed   no   evidence   of   pre-existing 
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chronic  disease,  but  most  striking  was  the  pecuHar  color:  a  deep 
bluish-black  of  the  tympanic  contents  as  seen  through  the  drum. 
This  involved  the  entire  area  posterior  to  the  drum  head  and  ex- 
tended upwards  to  a  line  represented  by  the  lower  border  of  the 
flaccid  membrane.  The  tuning  fork,  watch  and  voice  w^ere  heard 
normally  by  the  right  ear,  but  on  the  left  there  was  absolute  deafness 
a-s  regards  air  conduction;  with  the  tuning  fork  ever  the  mastoid, 
bone  conduction  was  normal  while,  when  placed  on  the  vertex,  the 
sound  was  heard  best  in  the  affected  ear.  With  the  history  of  the 
case,  the  appearance  of  the  membrana  tympani  and  the  results  of  the 
functional  tests  showing  an  obstructive  lesion  of  ihe  sound  conduct- 
ing apparatus,  the  diagnosis  seemed  to  be  clearly  that  of  an  effusion 
of  blood  into  the  tympanic  cavity  from  a  rupture  of  a  small  ather- 
omatous vessel,  resulting  from  the  fall  which  he  had  sustained. 

He  was  placed  on  iodide  of  potash  and  given  daily  pneumo-mas- 
sage  of  the  membrana  tympani,  and  at  the  end  of  a  week  of  this 
treatment  a  silver  catheter  was  placed  well  up  in  the  patulous 
Eustachian  tube  and  a  few  drops  of  sterile,  warm  water  were  injected 
through  it  into  the  middle  ear  cavity.  Under  gentle  aspiration,  a 
portion  of  the  fluid  was  removed  in  the  same  way  and  decided  relief 
was  obtained,  while  at  the  same  time  the  original  diagnosis  was  con- 
firmed, by  the  removed  fluid  containing  small  coagula  from  the 
hemorrhage  in  the  cavum  tympani.  This  procedure  was  repeated 
twice  weekly  in  addition  to  the  other  treatment  and  at  the  end  of  two 
months  the  tinnitus  had  entirely  disappeared,  v/hile  the  hearing 
showed  eight  feet  for  the  moderate  voice  and  30/45  for  the  watch. 

In  this  patient  the  mechanism  concerned  in  the  production  of  the 
hemorrhage  seemed  to  be  fairly  well  established,  the  traumatism 
being  suflicient  to  rupture  one  of  the  small  arterioles  of  the  cavum 
tympani,  while  the  amount  of  blood  poured  out  was  suflicient  to 
bind  down  the  malleus  and  incus ;  the  contraction  of  the  resulting 
coagulum  drawing  the  drum  inwards.  While  this  explains  the 
presence  of  hemorrhage  in  traumatic  cases,  other  measures  must  be 
found  in  those  instances  the  result  of  general  diseases,  or  the  effect 
of  adjacent  irritation  such  as  the  case  reported  by  Haug,  in  which 
hemorrhage  took  place  into  the  drum  cavity  from  the  excessive  irri- 
tation produced  by  pulpitis  of  a  molar  tooth.  These  cases  are  ap- 
parently not  the  result  of  a  direct  solution  of  continuity  of  the 
vessel  wall,  but  rather  result  from  the  effusion  or  transudation  of 
the  serum  mixed  with  a  certain  amount  of  the  formed  blood  elements ; 
at  the  same  time  there  may  also  be  associated  some  minute  breaks  in 
the  vascular  channels  provided  the  inflammation  be  intense  in  degree 
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with  excessive  vascular  engorgement.  The  determining  factor  ap- 
parently being  an  associated  diminished  intratympanic  air  pressure 
dependent  upon  temporary  and  absolute  closure  of  the  Eustachian 
tube  the  support  to  the  superficial  vessel  walls  being  thus  removed 
and  the  conditions  necessary  to  the  production  of  an  effusion  being 
greatly  enhanced. 

The  recognition  of  blood  in  the  tympanum  rarely  presents  any 
special  difficulties  even  if  the  membrane  be  somewhat  thickened  and 
partially  translucent,  as  the  peculiar  color  seen  through  the  drum 
head,  ranging  from  a  deep  bluish-red  to  bluish-black,  is  not  seen  in 
any  other  condition  and  the  partial  perspective  that  is  seen  under 
brilliant  illumination  of  the  canal,  indicating  that  the  color  observed 
is  behind  and  not  in  the  membrane,  allows  a  diagnosis  to  be  made  at 
once.  In  addition,  the  auditory  tests  with  tuning  fork,  etc.,  will 
always  In  uncomplicated  cases,  show  an  obstructive  lesion  of  the 
transmitting  apparatus,  and  the  absence  of  internal  ear  or  laby- 
rinthine symptoms  will  be  of  material  aid  in  the  recognition  of  the 
condition  present.  Hemorrhage  may,  however,  occur  between  the 
layers  of  the  membrana  tympani  and  for  a  time  partially  obscure  the 
middle  ear  changes,  but  the  former  condition  presents  a  somewliat 
different  aspect  as  regards  the  appearance  of  the  depth  of  the  colora- 
tion and  it  also  differs  in  being  much  brighter  in  hue,  the  blue  of  the 
tympanic  effusion  being  replaced  by  the  red  of  the  blood  in  the 
membrane  and  the  obscuration  of  the  outline  of  the  manubrium, 
with,  in  addition,  a  loss  of  lustre  of  the  drum  head. 

The  location  of  the  hemorrhage  varies  with  the  amount  of  blood 
poured  into  the  cavum  tympani;  if  it  be  but  slight,  it  occupies  the 
antrium  and  shows  as  a  faint  blue  line  at  the  lower  border  of  the 
drum,  w^hile  if  the  discharge  is  more  profuse,  the  greater  part  of  the 
cavity  will  be  filled,  and  in  part  the  various  reduplication  of  the  lin- 
ing mucosa  will  be  pushed  aside.  As  partial  coagulation  seems  to  take 
place  somewhat  rapidly,  one  is  unable  to  obtain  any  change  of  loca- 
tion in  the  extraneous  contents  of  the  tympanum,  such  as  occurs  in 
non-sangnineous  liquid  collections.  An  interesting  phenomenon 
was  observed  in  this  respect  in  the  cases  coming  under  my  observa- 
tion, by  the  small  areas  of  blue  color  remaining  after  a  larger  part  of 
the  clot  had  been  removed  by  the  tubal  injections,  the  adhering  blood 
showing  most  markedly  over  the  region  of  the  promontory  and 
around  the  manubrium. 

Undoubtedly  the  greater  number  of  cases  of  hemato-tympanum 
occur  during  the  course  of  severe  attacks  of  some  of  the  acute  infec- 
tious diseases  as  typhoid  fever,  influenza  and  cerebro-spinal  menin- 
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gitis.  In  these  cases  the  blood  in  the  tympanum  results  from  exces- 
sive congestion  of  the  lining  membrane  and  if  such  patients  were 
examined  by  the  otologist  more  frequently,  especially  when  the  dis- 
ease is  of  such  severity  that  a  fatal  issue  ensues,  it  would  undoubtedly 
be  found  that  hemorrhage  into  the  tympanum  was  present  in  a 
greater  number  of  individuals  than  is  generally  supposed.  Such  a 
case,  the  result  of  epidemic  cerebro-spinal  meningitis,  is  the  follow- 
ing: 

N.  C,  female,  age  eleven  years.  She  is  a  bright,  intelligent,  robust 
girl,  but  her  parents  state  that  she  is  absolutely  dt-af  and  when  it  is 
desired  to  communicate  with  her,  everything  is  written.  From  the 
history  given  by  the  parents  it  was  at  first  thought  that  -she  was  also 
unable  to  speak,  but  careful  examination  immediately  showed  that 
she  could  talk  perfectly  normal,  but  from  being  communicated  with 
in  writing  she  had  acquired  the  habit  of  responding  in  flie  same 
manner.  She  had  always  been  healthy  until  four  months  previous 
to  when  I  first  saw  her,  when  she  had  a  severe  attack  of  epidemic 
cerebro-spinal  meningitis.  She  was  delirious  most  of  the  time  dur- 
ing her  illness  and  had  frequent  convulsive  seizures,  while  for  four 
days  she  had  severe  opisthotonos.  At  no  time  previous  to  the  illness 
had  she  any  trouble  with  her  ears  and  during  the  fever  her  parents 
state  that  there  was  nothing  in  her  actions,  nor  did  any  symptoms 
present  themselves  to  call  attention  to  the  auditory  apparatus.  The 
deafness,  however,  undoubtedly  commenced  at  some  period  during 
the  latter  part  of  the  illness,  for  when  she  had  recovered,  the  loss  of 
hearing  was  absolute.  A  careful  study  of  her  nervous  system 
showed  no  abnormalities  except  that  the  knee  jerk  on  both  sides  was 
absent ;  other  than  this  and  the  deafness  she  was  perfectly  well. 

The  nasal  chambers,  pharynx  and  larynx,  presented  no  abnormali- 
ties, while  examination  of  the  ears  showed  the  external  canal  to  be 
normal  on  both  sides.  The  membrana  tympani  were  slightly  re- 
tracted and  thin,  while  appearing  through  it  and  apparently  filling 
the  entire  tympanic  cavity,  was  a  dark  red  mass  which  was  recog- 
nized as  coagulated  blood.  This  was  nearly  black  in  hue  on  the 
right,  but  on  the  left  side  it  was  not  as  dark.  Tinnitus  was  not  pres- 
ent as  in  the  previous  case  and  the  voice,  watch  and  tuning  fork 
showed  after  repeated  tests  absence  of  air  conduction  on  both  sides, 
but  bone  conduction  was  normal  for  each  ear.  Especial  care  was 
taken  in  making  the  functional  examinations  as  it  was  well  known 
that  deafness  following  this  form  of  meningitis  is  usually  the  result 
of  serious  and  permanent  involvement  of  the  internal  ear  and  audi- 
tory nerve,  but  after  constant  trials  it  was  conclusively  demonstrated 
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that  the  receptive  apparatus  was  not  in  any  way  injured;  but  that 
the  entire  trouble  was  the  result  of  the  hemorrhage  into  the  middle 
ears.  The  treatment  was  essentially  the  same  as  in  the  previous 
case ;  massage,  iodide  of  potash  and  washing  of  the  cavum  tympani 
with  sterile  water  through  the  Eustachian  tube ;  the  latter  confirming 
the  diagnosis  by  the  presence  of  particles  of  old  blood  clots  in  the 
returning  fluid.  At  the  end  of  the  first  month  under  this  treatment 
she  could  hear  loud  sounds  such  as  thunder  and  the  return  of  the 
hearing  gradually  progressed  until  at  the  end  of  six  months  she  could 
hear  a  fairly  loud  voice  at  three  feet;  she  was  then  lost  sight  of  for 
some  time,  but  when  seen  again  at  the  end  of  about  a  year,  the  im- 
provement still  continued  and  she  could  fairly  well  hear  the  ordinary 
conversational  voice. 

Practically  these  cases  present  but  two  subjective  symptoms,  mark- 
ed impairment  of  hearing  and  tinnitus,  the  former  varying  with  the 
amount  of  hemorrhage  and  the  rapidity  with  which  the  blood  is 
poured  into  the  tympanum.  Vertigo  in  contradistinction  to  a  similar 
condition  taking  place  into  the  labyrinth,  is  not  present  and  while  it 
is  possible  from  the  pressure  of  the  blood  mass  on  the  stapes  with  a 
consequent  increase  of  intra-labyrinthine  tension,  yet  this  can  only 
occur  when  the  coagulum  becomes  excessive  in  size  and  such  a  pres- 
sure would  of  necessity  cause  bulging  of  the  membrana  tympani  into 
the  external  canal  with  subsequent  perforation. 

In  addition  to  the  conditions  previously  mentioned  in  which  hemor- 
rhage may  occur  into  the  tympanic  cavity,  causes  have  also  been  ob- 
served in  diseases  of  the  spleen  and  lymph  glands  and  in  various 
affections  associated  with  the  hematopoietic  system  as  in  leukemia 
and  Hodgkins  disease ;  Hektoen  has  recorded  an  instructive  case  of 
deafness  due  to  the  hemorrhage  into  the  middle  ear  in  a  case  of 
myelocythemia ;  while  Kummel  saw  a  case  of  hematotympanum  in 
a  patient  with  pseudoleukemia,  in  which  there  was  an  exudation  of 
blood  in  each  attic  space  in  which  the  ossicles  were  embedded. 
While  Pritchard  states  that  the  condition  has  also  been  found  in 
scurvy,  pernicious  anemia,  hemophilia  and  purpura.  An  important 
form  of  intra-tympanic  hemorrhage  is  also  seen  in  chronic  nephritis 
when  there  is  a  lack  of  circulatory  tonus  and  weakening  of  the  arter- 
ial walls.  Usually  the  outpouring  of  blood  is  the  result  of  diapedesis 
and  more  frequently  involves  the  membrana  tympani,  but  while  a 
sufficient  number  of  cases  have  been  reported  in  which  the  hemor- 
rhage affected  the  tympanic  cavity  alone,  to  warrant  the  considera- 
tion of  the  phenomena  as  an  important  symptom  in  the  course  of 
Bright's  disease,  yet  sufficient  causes  have  not  been  collected  to  be  of 


600  OPPENHEIMER  :     HEMORRHAGE    INTO    THE    TYMPANUM. 

much  value  in  forming  conclusions  as  to  their  ultimate  termination. 
Such  cases  of  value  have  been  described  especially  by  Schwartze, 
Buck  and  Trautmann. 

Finally  in  acute  otitis  media  and  especially  as  the  result  of  influ- 
enza, there  may  result  a  hemorrhagic  exudation  into  the  tympanum 
but  usually  these  cases  rapidly  become  associated  with  the  develop- 
ment of  pus  and  perforation  of  the  drum  ensues ;  Braislen  having  in 
some  cases  found  the  middle  ear  filled  with  blood,  while  in  the  so- 
called  hemorrhagic  otitis  media  as  described  by  McBride,  the  onset 
is  extremely  rapid'  and  the  cavum  tympani  within  a  few  hours  shows 
the  marked  phenomena  of  the  presence  of  hemorrhage. 
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EXPLORATORY  PUNCTURE  OF  THE  DRUM  MEMBRANE 
IN  CERTAIN  DISEASES  OF  THE  MIDDLE  EAR.:^ 

BY   DUXBAR  ROY,    M.D.,   ATLANTA,   GA. 

To  the  medical  student  there  is  no  Hterature  so  interesting  as  that 
which  deals  with  the  report  of  cases.  As  a  teacher  I  have  frequently 
tried  to  solve  the  reason  for  this.  If  one  will  but  consider  for  a 
moment,  he  will  readily  discover  wherein  lies  this  peculiarity.  I 
never  read  the  report  of  a  case  in  my  own  line  of  work  but  that  it 
brings  up  another  which  has  occurred  in  my  own  practice  wherein 
similar  or  dissimilar  characteristics  are  frequently  seen. 

I  remember  with  what  pleasure  I  used  to  peruse  the  pages  of  that 
old  work  of  Toynbee's  upon  the  ear  and  even  now  I  read  the  same 
with  pleasure  and  profit,  all  because  he  illustrates  every  subject  with 
a  number  of  cases  which  had  occurred  in  his  own  practice. 

To  me  such  reports  are  exceedingly  interesting  and  instructive,  so 
much  so  that  I  am  free  to  admit  that  the  practical  report  of  un- 
usual cases  carries  more  information  with  it  than  pages  of  theoret- 
ical suggestions.  Such  reports  appeal  to  you  as  incidents  which 
have  actually  occurred  and  which  may  occur  at  any  time  in  your 
own  practice.  It  is  for  this  reason  that  I  report  to-day  the  histories 
of  two  cases  and  from  them  draw  some  deductions  as  bearing  upon 
the  title  of  this  paper. 

While  many  of  you  present  may  have  had  similar  cases  and  may 
have  had  no  difficulty  in  their  diagnosis  and  treatment,  the  fact  is 
true,  however,  that  the  various  text-books  on  otology  are  silent  upon 
such  possible  conditions  being  present  during  the  course  of  a  middle 
ear  trouble  and  even  other  literature  at  my  command  is  silent  upon 
the  subject. 

Miss  B.,  age  40,  consulted  me  in  June,  1899,  on  account  of  deaf- 
ness, noises  in  the  head,  and  intense  pain  around  the  ear. 

From  her  mother  I  obtained  the  following  history :  Patient  was 
never  strong  and  robust.  Was  of  a  nervous  temperament  and  two 
years  ago  was  treated  by  a  prominent  neurologist  for  what  he 
diagnosed  as  hysterical  insanity.  She  had  never  been  troubled  with 
her  ears  up  to  five  months  ago  when  she  was  seized  with  severe  pain 
in  the  left  ear.     She  was  treated  by  her  home  physician  with  practi- 


*  Read  "before  the   American   Laryngological,  Rhinological   and  Otological  Society  at  the  ninth 
annual  meeting  in  Lexington,  Ky.,  April  30,  May  1  and  2,  1903. 
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cally  no  result.  On  April  10,  one  month  later  she  came  to  Atlanta 
and  placed  herself  under  the  care  of  an  otologist.  He  told  her  she 
was  threatened  with  a  mastoid  abscess.  The  drum  was  punctured 
but  she  said  she  never  felt  or  saw  any  discharge.  She  remained 
under  treatment  until  June,  and  then  returned  home  still  suffering 
with  pain.     On  June  26th  she  consulted  me. 

Oniexamination  I  found  a  fairly  vigorous  looking  woman  of  small 
stature.  Wears  glasses  for  hyperopia.  Has  a  saddle  back  nose  due  to 
a  perforated  septum.  She  gives  no  history  of  syphilis,  and  the  per- 
foration was  due  to  a  traumatism.  The  mucous  membrane  of  the 
nose  looks  healthy.  Has  some  posterior  hypertrophies  of  both 
inferior  turbinates,     Naso-pharynx  shows  nothing  abnormal. 

Right  ear  is  normal  in  appearance  and  hearing  power. 

Left  Ear :  Canal  perfectly  clear  and  no  congestion  present  at  any 
point.  The  drum  appears  thickened  and  opaque  but  absolutely  no 
redness.  By  inflation,  the  eustachian  tube  appeared  well  open.  No 
swelling  or  tenderness  even  on  deep  pressiire  over  the  mastoid. 

Hearing :    Watch,  6  inches.     Whisper,  one  yard. 

T.  F.  of  middle  register  -shows  B.  C.  much  prolonged  over  A.  C. 
Same  relationship,  holds  with  forks  of  all  registers.  Complains 
of  intense  pain  in  front  of  ear  and  in  the  occipital  region.  A  pro- 
visional diagnosis  was  made  of  otalgia  and  hysterical  neuralgia. 
Patient  was  put  upon  increasing  doses  of  iodide  of  potas- 
sium. Iodine  was  painted  over  the  mastoid.  The  galvanic  current 
was  applied  to  the  neck  and  occipital  region.  Menthol  and  iodine 
were  passed  per  catheter  into  the  middle  ear. 

At  12  :30  the  same  night  of  the  first  examination,  I  was  called  by 
telephone  to  see  the  patient.  She  was  complaining  of  intense  pain 
in  the  occipital  region.  This  was  relieved  with  an  anodyne  and  the 
hot  water  bag.  The  next  day  the  patient  was  as  comfortable  as  on 
the  day  previous.  The  line  of  treatment  commenced  was  continued 
with  a  varying  degree  of  success  until  June  30th,  when  the  pain  con- 
tinuing with  such  severity  I  decided  to  incise  the  drum  membrane 
as  an  exploratory  measure. 

This  was  done  under  thorough  antiseptic  precautions,  the  incision 
being  made  posteriorly  and  well  up  into  Shrapnell's  membrane.  This 
was  followed  by  some  blood  and  glairy  mucus.  The  patient  im- 
mediately experienced  a  feeling  of  relief.  She  was  instructed  to 
syringe  the  ear  with  hot  carbolized  solution  every  three  hours. 

The  next  day  the  patient  still  felt  much  relieved  and  the  opening 
made  continued  patulous.  Suction  was  made  upon  the  drum  with  a 
Siegel's  speculum  during  which  there  appeared  at  the  incision  a 
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small  red  body  like  a  polypus.  This  was  seized  with  a  pair  of 
forceps  and  removed,  it  proving  to  be  a  mucous  polypus  about  the 
size  of  a  pea.  From  this  time  on  the  patient  rapidly  improved  and 
in  a  few  days  the  discharge  ceased,  the  incision  in  the  drum  healed, 
all  pain  disappeared  and  the  hearing  power  was  equal  to  that  in  the 
other  ear. 

This  case  is  reported  in  detail  because  its  diagnosis  was  veiled  in 
some  obscurity.  Since  this  observation  and  from  further  practical 
proof  obtained  in  other  cases,  I  am  convinced  that  the  majority  of 
workers  in  otologj-  reverence  too  sacredly  the  idea  of  puncturing  the 
drum  membrane.  I  do  not  believe  that  the  puncturing  of  the  drum 
membrane  should  be  done  rashly  and  at  random,  but  I  do  believe 
,  that  if  we  are  convinced  of  a  middle  ear  trouble  we  should  not 
hesitate  to  puncture  the  membrana  tympani  as  an  exploratory 
measure. 

If  this  little  operation  is  done  under  thorough  antiseptic  precau- 
tions, I  believe  that  no  harm  ever  results.  These  ideas  are  referable 
to  cases  both  acute  and  chronic. 

A  great  deal  has  been  said  and  written  about  the  puncture  of  the 
drum  membrane  in  acute  otitis  media.  Both  sides  have  their  advo- 
cates and  after  all  such  is  but  an  expression  of  individual  experience. 
He  is  a  poor  doctor  who  does  not  demonstrate  for  himself  the  useful- 
ness of  any  remedy.  Personally,  I  believe  that  I  have  been  able  to 
save  my  patients  many  hours  of  suffering  and  pain  and  many  days 
of  anxious  watching-  and  waiting  by  an  early  puncture  of  the 
drum  membrane.  I  have  never  seen  bad  results  follow  this  operation 
but  on  the  other  hand  I  have  seen  bad  results  follow  when  it 
was  not  used.  I  never  hesitate  to  puncture  a  drum  membrane  if  it 
is  beefy  red  in  toto  and  the  patient  is  suffering  with  a  throbbing  deep 
seated  pain.  In  such  cases  I  have  never  failed  to  find  secretion 
which,  by  its  pressure  presence  was  the  cause  of  the  pain. 

Many  a  mastoid  abscess  has  been  aborted  by  an  early  and  free 
incision  in  the  membrana  tympani. 

In  cases  of  subacute  otitis  media  or  where  an  acute  case  is  long 
drawn  out,  where  the  congestion  has  disappeared  from  the  drum  and 
the  ear  still  feels  full  and  not  relieved  by  inflations,  in  such  cases  an 
exploratory  puncture  will  do  no  harm  and  frequently  prove  of  in- 
stantaneous relief  to  the  patient. 

Years  ago  Politzer  called  attention  to  the  fact  that  frequently  great 
relief  followed  the  puncture  of  the  drum  where  the  same  was.  greatly 
retracted,  and  there  were  marked  symptoms  of  tinnitus  and  fullness 
in  the  head.  In  fact  in  his  1893  edition  he  devotes  a  chapter  to  this 
subject  and  lays  down  five  indications  for  this  procedure : 
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1.  In  abnormal  thickening  and  hardening  of  the  drum. 

2.  In  immobilization  of  the  malleus  and  incus  on  account  of 
adhesive  bands  in  the  tympanic  cavity. 

3.  Where  there  is  a  marked  impermeable  stricture  of  the 
eustachian  tube. 

4.  When  there  are  very  intense  and  lasting  noises  in  the  ears 
which  have  not  been  relieved  by  previous  ordinary  treatment. 

5.  As  preliminary  to  intratympanic  operations. 

The  incision  of  the  drum  membrane  under  the  above  conditions 
has  frequently  proven  to  be  of  great  value  to  me. 

As  otologists,  I  think  we  should  try  to  eradicate  from  the  minds  of 
the  laity  the  prevailing  idea  that  the  hearing  is  destroyed  if  the  drum 
is  punctured.  # 

On  the  other  hand  I  believe  that  such  a  puncture  as  a  therapeutic 
measure  is  of  much  more  value  than  is  usually  considered. 

The  second  case  is  one  of  mastoid  involvment  following  an  acute 
otitis  media  where  all  .objective  symptoms  were  practically  absent. 

On  May  13th,  1902,  I  was  called  by  telephone  to  Macon,  Ga.,  with 
instructions  to  come  prepared  to  operate  on  a  probable  brain  abscess. 

I  arrived  about  8  p.  m.,  and  was  driven  to  the  home  of  Rev.  J.  L. 
W.,  the  patient,  where  I  met  the  home  physicians  in  consultation. 

From  his  attending  otologist,  a  most  excellent  man,  I  ascertained 
the  following  history : 

Four  weeks  ago  the  patient  was  visiting  in  Gainesville,  Ga.,  and 
while  there  was  attacked  with  severe  pain  in  his  right  ear.  He  imme- 
diately returned  to  his  home  in  Macon  to  consult  an  aurist. 

His  physician  gave  me  the  following  history :  Patient  suffering 
with  quite  a  little  pain  in  the  right  ear,  auditory  canal  was  normal 
in  appearance.  The  drum  membrane  was  congested  throughout  but 
absolutely  no  bulging.  There  was  no  rise  in  temperature.  An  acute 
otitis  media  was  readily  diagnosed. 

Under  the  usual  treatment  all  the  unpleasant  symptoms  disap- 
peared. His  general  health  seemed  much  below  par  so  his  family 
phyiscian  took  him  in  charge. 

As  he  continued  to  have  an  occasional  rise  in  temperature  and 
some  chilly  sensations  he  was  treated  for  malaria.  The  patient  still 
complaining  of  some  pain  in  the  ear,  the  aurist  was  again  consulted. 
On  examination  he  found  a  trace  of  pus  in  the  auditory  canal.  This 
was  wiped  away  and  it  seemed  to  come  from  a  little  spot  in  the  upper 
part  of  the  canal.  The  drum  was  normal  in  appearance  and  there 
was  no  redness  at  any  point.  The  patient  still  continued  to  suffer 
pain    with    occasional    exacerbations    of    fever    and    some    chills. 
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He  was  given  as  much  as  5  grains  of  codeine  daily  to  relieve  his  suf- 
fering. There  was  at  no  time  any  oedema  or  pain  over  the  mastoid. 
In  fact  all  pain  was  confined  to  the  vertex  of  the  skull  and  to  the 
occipital  region. 

On  arrival  I  found  the  patient  fairly  comfortable  under  the  influ- 
ence of  codeine.  Temperature  was  101 F.  Absolutely  no  pain  could 
be  elicited  by  pressure  over  the  mastoid.  The  pain  was  confined 
more  especially  to  the  side  and  vertex  of  the  head.  The  temperature 
in  the  morning  had  been  almost  normal.  The  auditory  canal  showed 
absolutely  no  abnormality  and  in  contour  it  seemed  just  the  same 
as  on  the  other  side.  There  were  no  signs  of  moisture.  The  drum 
also  appeared  perfectly  normal  and  I  looked  in  vain  for  even  a 
trace  of  congestion.  It  had  just  the  appearance  of  a  drum  in  dry 
catarrh  of  the  middle  ear.  As  exploratory  only,  I  incised  freely 
the  drum  membrane.  There  was  an  escape  of  a  small  amount  of 
blood  and  muco-pus.  Believing  that  the  mastoid  was  involved,  I 
advised  immediate  operation.  This  being  accepted,  the  patient  was 
removed  to  the  City  Hospital,  where  with  the  assistance  of  Drs. 
Peete,  Clark  and  Moore,  the  mastoid  was  opened.  This  bone  was 
of  a  very  peculiar  formation,  very  prominent  and  exceedingly 
convex  on  the  outer  surface.  Considerably  healthy  bone  had 
to  be  passed  through  before  the  antrum  was  reached.  Only 
a  drop  of  pus  was  found  here  but  on  enlarging  the  opening 
several  large  cells  were  brought  into  view  which  were  filled 
with  pus.  All  of  the  mastoid  was  removed  to  the  tip.  A  free  com- 
munication was  made  with  the  middle  ear.  The  bone  over  the  sinus 
appeared  healthy.  The  wound  was  then  packed  With  idoform  gauze 
and  dressings  applied.  A  remarkable  feature  all  during  the  opera- 
tion, was  the  profuse  muco-purulent  discharge  through  the  auditory 
canal.  The  patient  was  put  to  bed  in  a  very  good  condition.  The 
next  morning  at  7  a.  m.,  I  called  by  to  see  him  on  my  way  to  the 
train  and  found  him  free  from  fever  and  pain  and  expressing 
himself  as  being  exceedingly  comfortable.  He  made  an  uninter- 
rupted recovery,  and  is  now  in  better  health  than  ever  before. 

This  case  presents  some  peculiarities.  In  the  first  place  it  illus- 
trates the  point  which  I  attempted  to  make  prominent  in  the  report 
of  the  first  case,  and  that  is  the  value  of  an  exploratory  puncture  of 
the  drum  membrane. 

The  history  of  this  case  shows  that  there  was  absolutely  no  indica- 
tion for  puncture  at  any  time  during  the  course  of  the  disease.  I 
mean  by  indications  such  as  are  usually  laid  down  by  text-books  on 
otology. 
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The  appearance  of  the  drum  membrane  in  this  case  was  ahiiost  per- 
fectly normal.  The  question  also  naturally  arises  would  not  this 
case  have  recovered  without  an  operation  upon  the  mastoid  had  the 
membrana  tympani  been  incised  freely  early  in  the  course  of  the 
disease  ? 

While  an  affirmative  answer  cannot  be  given  with  certainty,  I 
believe  that  the  chances  for  such  a  result  would  have  been  most  ex- 
cellent. I  am  even  free  to  admit  that  there  was  a  possible  chance  for 
such  a  termination  at  the  time  the  puncture  was  made  by  me,  since 
there  was  found  to  be  such  a  free  communication  between  the 
mastoid  antrum  and  the  middle  ear,  as  indicated  by  the  free  dis- 
charge through  the  auditory  canal  after  the  puncture  was  made. 

The  second  feature  of  this  case  was  the  total  lack  of  all  objective 
symptoms  of  mastoid  involvement.  There  was  never  any  tenderness 
over  the  mastoid  even  under  deep  pressure;  there  were  no  signs  of  a 
sagging  of  the  upper  and  posterior  wall  of  the  canal.  The  patient 
had. many  of  the  symptoms  of  malaria  and  it  was  very  easy  to  see 
how  a  mistaken  diagnosis  could  have  been  made.  In  these  southern 
climates,  where  malaria  is  frequent,  I  have  seen  several  cases  where 
it  was  difficult  to  make  a  differential  diagnosis.  In  country  places 
one  is  not  always  able  to  have  a  blood  analysis  made. 

Cases  of  this  kind  but  teach  us  that  stereotyped  symptoms  do  not 
always  occur  and  that  we  must  be  prepared  for  anomalous  conditions 
at  any  time. 

Every  case  reported,  which  has  features  distinctive  from  those 
usually  seen,  is  of  value  to  the  profession  as  adding  to  the  sum-total 
of  our  knowledge.- 

While  I  cannot  claim  any  historical  or  literary  features  for  this 
paper,  I  hope  that  it  may  provoke  a  discussion  which  will  atone 
lor  its  lack  of  merit. 


A  CASE  OF  LIPOMA  OF  THE  TONSIL.* 

BY  CLEMENT  F.   THEISEX,   M.   D.,  ALBANY,  N.   Y. 

Malignant  neoplasms  of  the  tonsils  occur  so  frequently,  that  the 
report  of  a  rare  benign  growth,  is  of  considerable  interest. 

There  are  certain  benign  tumors  of  the  tonsil,  of  such  extreme 
rarity,  that  each  new  case  should  be  put  on  record. 

The  writer  was  fortunate  enough  to  observe  the  following  case  of 
Lipoma  of  the  tonsil,  which  is  one  of  the  rarest  forms  of  benign 
growth  in  this  region. 

yi.  H.,  a  girl,  aged  8  years,  was  brought  to  my  clinic  in  St.  Peter's 
Hospital,  December  11th,  1902,  to  be  treated  for  a  severe  paroxysmal 
cough  that  had  troubled  her  for  several  years.  The  child  is  an 
inmate  of  the  Orphan  Asylum  at  Rensselaer,  N.  Y.,  and  when  she 
was  about  3  years  old,  she  was  seen  by  the  writer  in  the  hospital.  At 
that  time  she  also  had  a  troublesome  cough  which  was  worse  at 
night.  Inspection  of  the  throat  disclosed  the  presence  of  a  tumor 
about  the  size  of  a  small  marble,  which  was  attached  to  the  center 
of  the  right  tonsil,  by  a  rather  long,  thin  pedicle.  The  growth  was 
perfectly  round  and  smooth,  and  of  a  yellowish  color.  An  operation 
was  advised,  but  for  some  reason  which  I  do  not  now  remember,  it 
was  not  performed  and  the  child  was  not  seen  again  until  the 
present  winter. 

On  examination  of  the  throat  the  same  tumor,  slightly  larger 
perhaps,  but  otherwise  unchanged,  was  seen.  The  growth  was  quite 
compressible,  but  there  was  no  fluctuation.  Its  distinctl}^  yellow 
color  was  of  interest.  A  careful  examination  showed  that  the  pedicle 
came  apparently  out  of  a  tonsillar  crypt,  almost  in  the  center  of  the 
tonsil.  The  growth  was  removed  by  simply  cutting  it  off  as  close 
to  the  tonsil  as  possible,  and  was  sent  to  Dr.  George  Blumer,  of 
the  Bender  Laboratory,  for  examination.  The  child's  cough  turned 
out  to  be  whooping  cough,  and  the  paroxysms  had  been  of  course 
much  increased  in  severity,  by  the  growth  which  hung  down  against 
the  base  of  the  tongue,  and  kept  up  a  constant  irritation.  Dr.  Blum- 
mer's  report  is  as  follows : 


*  Read  before  the  American    Laryngological,  Rhinological    and    Otological  Society,  at  the  Ninth 
annual  meeting  in  I^xington,  Ky.,  April  HO,  May  1  and  2,  VJOH. 
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Bender  Hygenic  Laboratory,  Albany  N.  Y. 
The  specimen  was  received  in  alcohol. 

The  specimen  consists  of  a  small,  distinctly  pedunculated  tumor, 
globular  in  shape.     The  tumor  measures  7mm.  in  diameter.     The 


pedicle  is  about  3mm.  in  length.     The  outer  surface  of  the  tumor  is 
covered  by  an  even  gray  white  membrane,  resembling  skin  in  appear- 
ance.    On  section,  the  greater  portion  of  the  growth  is  made  up  of 
a  yellowish  tissue,  having  the  appearance  of  ordinary  fat. 
Microscopic  appearance : 
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The  outer  covering  of  the  tumor  consists  of  a  stratified  epithelium, 
such  as  usually  covers  the  tonsil,  but  much  hypertrophied.  Beneath 
this  epithelial  layer,  is  a  zone  of  connective  tissue,  for  the  most  part 
dense,  but  infiltrated  here  and  there  with  cells  which  under  the  high 
power,  are  seen  to  be  small  round  cells.  Numerous  blood  vessels 
of  small  size  are  present  in  this  layer.  The  greater  portion  of  the 
tumor  is  composed  of  typical  areolar  tissue.  The  fat  cells  composing 
it  are  quite  uniform  in  their  size,  which  is  normal,  and  are  held 
together  by  delicate  strands  of  connective  tissue,  which  are  con- 
tinuous with  the  connective  tissue  layer  which  overlies  the  fat. 
Numerous  blood  vessels  are  present  in  the  supporting  tissue. 

(See  illustration.) 

Diagnosis. — "Lipoma  of  the  Tonsil." 

There  are  so  few  cases  of  true  lipoma  of  the  tonsil  on  record,  that 
a  brief  review  of  them  will  not  be  out  of  place.  At  least  I  was  only 
able  to  find  a  few  cases  in  a  thorough  search  of  the  literature.  There 
is  a  reference  to  a  case  reported  by  Lambl  (a)  in  1860,  in  Ardenne's"^ 
work  on  the  benign  tumors  of  the  tonsil,  but  it  was  impossible  to  get 
hold  of  the  original  article.  It  is  not  contained  in  the  Surgeon  Gen- 
erals library.     Lambl's  case,  if  authentic,  is  the  first  one  reported. 

The  following  cases  in  the  order  given  are  the  only  ones  on 
record : 

First — The  first  was  reported  by  Biaggi^  in  1893.  The  patient,  a 
man.  aged  61  years,  had  difficulty  in  deglutition.  There  was  a 
growth  attached  to  the  right  tonsil  near  the  anterior  pillar.  The 
tumor  was  removed,  and  the  diagnosis  of  lipoma  confirmed  on  his- 
tological examination. 

Second — The  next  was  reported  by  Onodi-  in  1895.  Onodi  claims 
priority  in  his  article  for  reporting  cases  of  this  kind,  but  it  will  be 
seen  by  the  report  of  Biaggi's  case,  (without  taking  Lambl's  into  con- 
sideration), that  this  is  an  erroneous  statement.  In  Onodi's  case 
there  was  a  small  tumor  attached  to  the  left  tonsil  by  a  pedicle.  The 
patient  was  a  small  child,  (does  not  give  the  age).  The  growth  was 
1cm.  long,  by  ^  cm.  wide,  and  of  a  yellowish  color.  The  diagnosis  was 
confirmed  miscroscopically.     The  growth  consisted  largely  of  fat. 

Third — Lipo-myxo-fibroma  of  the  tonsil,  reported  by  Haug^  in 
1896.  The  patient  was  a  woman  over  90  years  of  age.  Inhere  was 
a  growth  on  the  right  tonsil,  as  large  *ks  a  small  hazel  nut,  not  pedun- 
culated. The  growth  was  removed,  the  operation  being  followed  by 
a  severe  hemorrhage.  On  microscopical  examination  the  main  part 
of  the  tumor  was  found  to  be  made  up  of  fat  cells,  separated  by  thin 
connective  tissue  septa.  In  the  center  a  myxomatous  degeneration 
had'  taken  place.     The  author  believed  that  the  hemorrhage  occurred 
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from  the  nutrient  artery  of  the  growth,  which  had  its  origin  either 
directly  from  the  carotid,  or  from  a  branch  of  the  ascending  pharyn- 
geal. 

Fourth — Lipoma  of  the  tonsil  reported  by  Avellis*  in  1893.  The 
patient,  a  man  aged  20  years,  had  a  slowly  growing  growth  on  the 
left  tonsil  as  large  as  a  hazel  nut,  and  attached  to  it  by  a  thin  pedicle. 
The  diagnosis  was  confirmed  by  the  microscopical  examination  made 
by  Prof.  Weigert,  (mass  of  fat  cells). 

Fifth — Onodi's  second  case%  (1899).  A  small  yellow  growth,, 
pedunculated,  was  attached  to  the  right  tonsil  of  a  girl,  aged  12 
years.  The  growth,  or  microscopical  examination,  consisted  of 
connective  tissue,  with  fat  cells  in  the  center.     (Fibro-lipoma). 

Sixth — Reported  by  T.  A.  DeBlois«,  (1899).  The  patient,  a  man, 
aged  40  years,  had  a  tumor  about  the  size  of  a  small  peanut  attached 
to  the  left  tonsil,  by  a  pedicle.  Microscopically,  the  growth  con- 
sisted of  a  coarse  net-work  of  fibrous  tissue  with  areas  of  fat 
globules. 

There  are  now  then,  including  the  case  I  have  had  the  pleasure 
of  reporting  to  you,  seven  cases  of  true  lipoma  of  the  tonsil,  in 
w^hich  the  growth  was  confined  to  the  tonsil  and  attached  to  it,  on 
record. 

A  few  other  cases  of  lipoma  of  the  pharynx  have  been  reported,, 
and  while  they  do  not  strictly  belong  in  the  above  classification,  they 
are  of  some  interest  in  this  connection.  The  lipomata  in  this  group 
of  cases  were  situated  mainly  on  the  posterior  wall  of  the  pharynx. 
Cases  of  this  nature  have  been  reported  by  Bruns  (1868),  Moritz 
Schmidt,  Barnard  Holt^,  Taylor,  Roe»,  Foucheno,  and  others. 

In  Holt's  case,  there  was  a  pedunculated  lipoma  almost  filing  the 
pharynx,  and  extending  into  the  oesophagus.  In  Taylor's  case,  the 
lipoma  occurred  in  a  girl,  aged  4  years,  and  was  attached  to  the 
posterior  pharyngeal  wall. 

Roe's  case  is  of  interest  on  account  of  the  large  size  of  the  tumor. 
It  occurred  in  a  woman,  aged  55  years,  and  was  attached  to  the  pos- 
terior pharyngeal  wall,  practically  filling  the  pharynx.  The 
diagnosis  was  proved  microscopically. 

I  could  find  only  one  reliable  case  of  lipoma  occurring  in  the  nose^ 
This  case  was  reported  by  Gomperz.^i  Some  other  cases  have  been 
reported  by  English  writers  and  one  Spanish  writer,  (Wilmot,  Dui- 
gan^^,  Heath^^,  Squire^"*,  Villett^^  Liston^^,  and  Contreras'^) ,  but  be- 
cause of  the  lack  of  reliable  data,  in  these  reports,  and  the  absence 
of  exact  microscopical  examinations,  they  were  not  classified  as  cases 
of  nasal  lipoma.     In  the  larynx,  lipoma  also  occurs  very  infrequent- 
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ly,  only  nine  cases  having  been  reported.  (Those  of  Seiffert  », 
Schrotter^^,  McBride^**  (2),  Hohlbeck,  Bruns,  Jones^^  Kohler^^,  and 
Farlow").  We  find  then,  that  Hpomata  of  the  tonsils,  are  among 
the  rarest  of  all  benign  growths  of  this  region.  The  other  rarest 
forms  of  benign  growths  of  the  tonsil,  are  the  true  myxomata,  the 
teratomata,  the  chondromata,  the  fibro-adenomata  and  the  echinococ- 
cus.  So  far  as  I  could  discover  only  one  authentic  case  of  echinococ- 
cus  of  the  tonsil  has  been  reported  by  Dbpuytren-^  in  1842.) 
Cases  of  true  myxoma,  have  been  reported  by  Morrell  Mackenzie, 
and  Cozzolino.  A  case  of  molluscum  pendulum  of  the  tonsil  has 
been  reported  by  Furet^'^,  and  is  one  of  the  only  cases  on  record. 
The  following  classification  of  the  benign  tumors  of  the  tonsil  is  sug- 
gested: In  the  order  of  rarity,  1,  the  echinococcus,  (perhaps  the 
rarest),  2,  the  chondroma,  3,  the  teratoma,  4,  lipoma  and  myxoma,  5, 
fibro-adenoma,  6,  fibro-enchondroma,  7,  angioma,  8,  cysts,  9,  polypi, 
10,  fibroma,  and  11,  papilloma.  The  papilloma  and  fibroma  are  the 
commonest  varieties  of  benign  neoplasms  of  the  tonsil,  a  consider- 
able number  having  been  reported:  Roberts,  Arch.  Atol,  N.  Y., 
XXV  P.  55,  1896— Machell,  N.  Y.  Med.  Jour.,  Jan.  19,  1895,— Curl- 
ing, Lancet,  P.  137,  1858 — Duchaussoy,  Bull  de  la  Soc.  Anat.  de 
Par.,  P.  150,  1853.— Delavan,  Med.  Rec.  N.  Y.  P.  2.^C,  1882- Eve, 
Nashville,  Jour.  Med.  and  Surg.,  VII,  1854 — Lefferts,  Tr.  Amer. 
Laryn.  Ass.,  P.  62,  1889.— Cartaz,  Julia,  1863,— Bourdon,  1872, 
Massei,  Cozzolino — Lange,  Arbeiten,  aus  d.  Med.  Klin.  Institut.  ^ 
Miinchen,"  Bd.  Ill,  1893. — Reviere,  Ann.  des  mal  de  I'oreille,  etc., 
1880— and  others. 

A  study  of  the  reported  cases  of  lipoma  of  the  tonsil,  brings  out 
a  number  of  interesting  points.  When  the  etiology  of  lipoma  is 
taken  into  consideration,  it  is  rather  remarkable  that  the  majority  of 
the  cases  were  observed  in  adults,  the  tumor  in  one  case  being 
present  in  the  throat  of  a  woman,  over  90  years  of  age. 

I  do  not  believe  there  is  much  doubt  that  Hpomata  are  always  con- 
genital, and  the  only  way  perhaps,  that  the  great  discrepancy  in  the 
the  ages  of  the  reported  cases  can  be  explained,  is  that  the  tumor  in 
such  cases  develops  so  very  slowly,  that  it  does  not  cause  any  trouble 
for  a  long  time.  The  only  way  the  occurrence  of  these  interesting 
tumors  can  be  explained,  is  by  the  embryonal  theory.  They  un- 
doubtedly owe  their  origin  to  some  congenital  aberration,  i.  e.,  mis- 
placed fat  cells.  As  the  tonsil  contains  no  fat,  some  misplaced  fat 
cells  must  be  present  in  embryonic  life,  and  later  owing  perhaps  to 
lowered  powers  of  resistance  of  the  neighboring  cells,  the  fat  cells 
show  a  tendency  to  predominate  and  form  a  growth.  And  we  can 
readily  understand,  subject  as  the  tonsils  are  to  constant  irritation. 
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and  inflammatory  conditions  which  recur  from  time  to  time,  that 
such  a  growth  might  develop  quickly  or  slowly,  depending  largely 
upon  the  susceptibility  of  the  individual  to  such  recurring  inflam- 
matory processes.  Clinically,  the  diagnosis  of  a  lipoma  of  the  tonsil, 
can  often  be  made  by  the  appearance  of  the  growth.  The  large 
amount  of  fat  it  contains,  gives  it  the  characteristic  yellow  color. 
Not  that  this  is  pathognomonic  of  lipoma  only,  but  in  connection 
with  other  diagnostic  features,  it  is  an  important  point.  Macroscop- 
ically,  it  may  simulate  a  cyst,  but  the  absence  of  fluctuation,  the 
characteristic  color,  and  the  fact  that  in  many  of  the  cases  its  fatt}^ 
nature  can  be  detected  clinically,  is  sufficient  to  make  a  positive 
differential  diagnosis  between  them.  From  an  etiologic  standpoint, 
the  lipoma  is  perhaps  more  closely  allied  to  the  teratoma,  than  to  any 
other  benign  growth  of  the  tonsil.  They  are  both  congenital,  and  in 
both  there  are  evidences  of  misplaced  tissue.  The  commonest  form 
of  teratoma,  is  a  polypoid  mass  covered  with  hair,  and  containing 
bone  or  cartilage.  Only  a  few  have  been  reported  (those  of 
Schmidt^^  and  Otto-^,  and  Avellis*''-  has  reported  a  case  of  teratoma  of 
the  pharyngeal  wall,  in  an  infant  a  few  hours  old).  Great  confusion 
exists  in  the  nomenclature  of  the  benign  tumors  of  the  tonsil. 
Juraszso,  in  his  valuable  article  on  the  anomalies  of  the  tonsil,  has 
called  attention  to  the  fact,  that  certain  small  pedunculated  lobules 
are  occasionally  observed  on  the  tonsil,  and  represent  merely  a 
hyperplasia  of  the  tonsillar  tissue  itself.  He  has  reported  a  case 
in  which  there  was  a  rudimentary  tonsil,  with  a  pedunculated  growth 
of  the  same  histological  structure  as  the  tonsil.  Such  a  condition 
probably  occurs  in  persons  who  have  the  ''diathese  neoplasique,"  and 
must  be  thought  of  in  considering  the  diagnosis  of  unusual  benign 
growths.  Such  a  diathesis,  in  conjunction  with  the  constant  irrita- 
tion the  tonsils  are  subjected  to,  undoubtedly  accounts  for  the 
development  of  some  of  the  other  forms  of  benign  tumors,  particu- 
larly the  polypus,  papilloma,  and  fibroma. 

In  conclusion  then,  practically  the  only  way  in  which  a  positive 
differential  diagnosis  of  some  of  the  unusual  benign  tumors  of  the 
tonsil  can  be  made,  its  by  the  histological  examination.  The  lipoma 
has  a  characteristic  histological  structure,  different  in  many  respects 
from  that  of  any  other  benign  tumor  of  the  tonsil. 

The  treatment  of  lipoma  need  hardly  be  considered.  A  removal  of 
the  growth,  with  the  hot  or  cold  loop,  or  with  the  scissors,  is  tlie 
only  method  that  need  be  mentioned.  The  danger  of  hemorrhage  is 
slight,  the  only  case  in  which  a  severe  hemorrhage  is  mentioned  is 
the  one  before  spoken  of,  in  which  the  lipoma  was  removed  from  the 
tonsil  of  a  woman  over  90  years  of  age.  In  this  case,  too,  there  was 
more  fibrous  tissue  than  would  be  present  in  a  benign  tumor  of  this 
nature  in  a  young  person. 
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FACIAL  NEURALGIA,  (6)  SIX  CASES,  DUE  TO  DISEASES  IN 
THE  NOSE  AND  ANTRUM,  WITH  COMMENTS.     A 
CASE  OF  IMMEDIATE  TRACHEOTOMY 
FOR  FOREIGN  BODY.i' 

BY  W.    PEYRE-PORCHER,   M.D.,   CHARLESTON,   S.    C. 

Vice-President  of  The  American  Laryngological  Association;  Ex-President  of  the  S.  C.  Medical  Associa- 
tion; Vice-President  of  the  Charleston  Medical  Society  etc. 

In  looking  up  the  history  of  facial  neuralgia,  trigeminal  neuralgia, 
tic-douloureaux,  I  have  found  but  seven  (7)  cases  reported  in  the 
Surgeon  General's  office  in  Washington,  which  were  attributed 
alone  to  disease  in  the  nose  and  antrum.  When  we  consider  the 
endless  number  of  cases  in  which  stretching,  resection  or  total  re- 
moval of  the  various  nerves  and  ganglia  have  been  done  for  the 
relief  of  this  condition  we  are  impressed  with  the  fact  that  the  true 
etiology  of  this  disease  must  have  been  overlooked  in  the  great 
majority  of  cases.  It  is  beyond  question  that  as  a  rule  rather  than 
the  exception,  the  disease  is  a  reflex  neurosis  or  pressure  symptom 
from  inflammation  in  the  nose  and  antrum,  and  that  in  any  event,  it 
is  far  more  rational  to  seek  for  and  to  remove  the  cause  of  the 
neuritis  rather  than  to  remove  the  nerves  or  ganglia  themselves. 
Owing  to  the  fact  that  orbital  neuralgia,  etc.,  are  so  often  due  to 
errors  of  refraction  and  inflammatory  conditions  in  the  eye  it  has 
come  to  be  considered  that  tic-douloureaux,  or  facial  neuralgia  is 
mainly  if  not  entirely  due  to  the  same  cause.  So  general  is  this 
belief  that  practically  speaking  we  may  say  every  case  heretofore  has 
been  treated  by  a  surgical  operation  on  one  or  other  of  the  nerves  in 
the  face. 

I  shall  endeavor  to  show  in  this  paper  that  the  most  frequent 
cause  of  severe  facial  neuralgia  is  a  localized  inflammation  in  the 
nose,  antrum  or  teeth:  since  in  the  last  six  cases  which  have  been 
treated  by  me  the  chief  and  only  cause  of  the  trouble  was  found  in 
these  organs.  As  may  be  supposed  many  of  the  severest  cases  of 
trigeminal  neuralgia  come  under  the  observation  of  the  dentist  and 
two  of  the  cases  which  I  shall  report  were  referred  to  me  by  a  very 
observant  dentist  who  suspected  disease  in  the  antrum  on  account 
of  the  intractable  nature  of  the  pain  and  because  he  did  not  detect 
sufficient  disease  in  the  teeth  to  account  for  it.     Of  course  if  resec- 
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May  14,  190H. 

614 


PORCHER  :    FACIAL    NEURALGIA.  615 

tion  or  removal  of  the  gasserian  ganglion,  the  spheno-palatine  or 
the  infra-orbital  nerve  is  performed  the  pain  must  temporarily  be 
abated,  but  that  does  not  at  all  prove  that  the  original  cause  of  the 
neuritis  or  the  inflammation  in  nose,  antrum  or  teeth  has  been 
removed. 

Of  the  seven  cases  reported  in  the  Index  ^ledicus,  the  first  one  wa-s 
published  by  Elsberg  in  the  Archives  of  Laryngology  in  1883,  en- 
titled "Reflex  and  Other  Phenomena  due  to  Nasal  Disease."  A 
second  case  was  published  in  the  same  year  by  E.  M.  Gillian,  in  the 
X.  Y.  Medical  Journal,  entitled,  ''Tic-Douloureaux,  Resulting  from 
an  Exostosis  of  the  Septum  Narium."  E.  S.  Peck  also  in  1890,  pub- 
lished an  article  on  ''Reflex  Occular  and  Facial  Symptoms  of  Nasal 
Disease."  International  Journal  of  Dentistry,  New  York  and  Phila- 
-delphia;  also  Transactions  of  the  New  York  Odontological  Society 
for  the  same  year.  Two  cases  of  ''Inveterate  Tic-Douloureaux  of 
Nasal  Origin"  were  published  in  1892,  in  the  Virginia  Semi-Monthly 
l)y  John  Dunn,  of  Richmond,  in  which  the  paroxysms  of  pain  were 
entirely  relieved.  In  the  London  Lancet  only  two  cases  are  reported 
■entitled  "Two  Cases  of  Severe  Trigeminal  Neuralgia  Due  to  Nasal 
Disease,"  by  treatment  directed  to  the  nose  and  antrum  by  M.  P. 
Colyer,  M.  D.,  in  1895. 

In  all  the  cases  which  I  have  attended  most  of  whom  had  under- 
gone considerable  treatment  at  the  hands  of  other  men,  repeated 
surgical  operations,  etc.,  before  coming  to  me,  no  examination  what- 
soever had  been  made  of  the  nose,  nor  had  their  attention  been 
called  in  any  maner  to  the  fact  that  the  seat  of  the  trouble  might  be 
found  in  those  organs.  All  specialists  are  aware  that  patients  may 
have  numerous  abnormalities  in  the  nose  without  being  in  the  least 
degree  aware  of  their  presence.  Therefore,  it  is  not  surprising  that 
the  patients  should  not  have  known  of  the  disease  in  the  nose  or  an- 
trum. So  many  instances  of  this  have  occurred  that  I  have  felt 
impelled  to  put  the  following  cases  on  record.  I  will  refrain  from 
quoting  any  of  the  innumerable  cases  where  almost  all  the  nerves 
of  the  face  have  been  either  removed  or  resected  for  the  relief  of 
facial  neuralgia. 

It  is  not  rational  to  assume  that  the  results  obtained  from  the 
removal  of  pressure  symptoms  in  the  nose  and  antrum  were  only 
psychical  in  character  because  there  were  no  other  causes  to  which 
the  inflammation  could  be  attributed,  and  besides  when  the  septum 
had  been  mashed  almost  flat  upon  itself  no  notice  had  been  taken 
of  it  even  after  the  patients  had  been  subjected  to  many  surgical 
operations  on  other  portions  of  the  face  without  obtaining  more  than 
temporary  relief. 
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Without  further  comment  here,  I  will  as  briefly  as  possible  report 
the  following  cases : 
Facial  Neuralgia  from  Pressure  of  Hypertrophied  Turbinates. 

A  lady,  aged  about  65,  nervous,  hysterical,  almost  weak 
minded,  said  that  she  had  suffered  intolerable  pain  in  the  face  for 
many  years  with  periods  of  temporary  relief  and  exacerbation.  She 
had  been  attended  by  many  physicians  and  every  kind  of  local  appli- 
cation had  been  made.  She  had  been  saturated  with  iodide  of 
potash  and  other  drugs.  I  was  inclined  at  first  to  think  that  she  was 
a  hypochondriac  and,  therefore,  I  would  pinch  her  nose  and  face 
when  her  attention  was  distracted  to  see  if  her  ailment  was  imagin- 
ary or  real.  I  very  soon  discovered  that  it  was  by  no  means  all 
assumed,  but  I  was  at  a  loss  to  discover  the  cause  of  the  reflex  pain. 
Her  turbinates  were  hypertrophied,  but  there  was  no  other  derange- 
ment that  I  could  find.  I  therefore  determined  to  reduce  them  as 
much  as  possible  with  the  electric  cautery  and  also  ordered  an 
anodyne  liniment  of  aconite,  arnica  and  laudanum  to  be  applied  on 
the  face.  This  treatment  proved  to  be  very  effective  and  with  the 
exception  of  occasional  repetitions  of  the  treatment  the  cure  was 
complete. 
Facial  Neuralgia  from  Inflammation  of  Antrum. 

Case  two  was  of  brief  duration.  The  trouble  was  limited  to 
inflammation  in  the  antrum  as  the  sequel  will  show. 

W.  S.,  white,  set.  about  35,  was  referred  to  me  by  Dr.  C.  S.  Pat- 
rick, D.D.S.,  of  Charleston.  He  had  intolerable  paroxysms  of  pain 
which  Dr.  P.  thought  were  due  to  the  antrum  because  there  were  no 
teeth  sufficiently  diseased  to  account  for  it.  I  made  a  small  opening 
through  the  cannine  fossa  and  through  the  floor  of  the  nose,  but  not 
wishing  to  injure  the  roots  of  the  other  teeth,  I  sent  him  back  and 
told  him  to  have  the  tooth  drawn  below  the  antrum  so  that  the 
opening  in  the  alveolus  could  be  enlarged.  To  my  surprise  I  learned 
subsequently  that  he  had  derived  complete  relief  from  the  first 
operation  and  did  not  return  to  the  dentist  again.  He  has  since 
remained  well. 

Aggravated  Facial  Neuralgia  due  to  Disease  in  the  Antrum  and 
Pressure  on  the  Turbinates. 
Case  3.  This  case  was  in  the  nature  of  a  ''cause  cerebre"'  because 
of  the  intense  and  prolonged  suffering  which  the  patient  endured  and 
because  of  the  fact  that  he  had  undergone  treatment  at  the  hands 
of  several  physicians  for  so-called  tic-douloureaux.  He  had  had 
strychnia  and  other  drugs  injected  over  the  supra  and  infra-orbital 
nerves,  with  electricity  and  almost  every  local  and  internal  applica- 
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tion  with  but  very  temporary  relief.  Finally  he  was  sent  North  to 
consult  a  noted  neurologist  who  treated  him  with  aconite  and  other 
powerful  sedatives  internally.  He  returned  home  with  the  par- 
oxysms unabated  and  it  was  thought  that  his  usefulness  was  at  an 
end.  He  could  only  take  food  with  difficulty  because  everything 
which  he  did  brought  on  paroxysms  of  pain.  In  a  condition  bor- 
dering on  desperation  he  consulted  the  same  dentist  who  referred 
case  "two  to  me  and  asked  him  to  extract  all  the  teeth  from  the 
upper  jaw  in  hopes  that  he  might  get  relief  in  that  manner. 

The  dentist  suspected  trouble  in  the  antrum  and  brought  him  to 
me.  On  examination  I  found  not  only  signs  of  inflammation  of  the 
antrum  but  the  septum  of  the  nose  was  mashed  down  and  pressed 
upon  the  turbinates  on  the  right  side  with  almost  complete  occlu- 
sion of  that  nostril.  He  told  me  that  no  one  had  examined  his 
nose  or  antrum  nor  called  his  attention  to  the  fact  that  the  pain 
might  be  produced  by  those  organs.  He  gave  his  consent  at  once 
and  I  operated  for  the  correction  of  both  conditions  under  chloro- 
form anaesthesia.  In  addition  I  gave  him  the  anodyne  liniment  above 
mentioned  to  use  locally,  with  strychnia,  grs.  1-40,  three  times  a  day 
internally. 

With  the  exception  of  very  slight  twinges  of  pain  at  long  intervals 
when  he  would  catch  cold  and  renew  the  pressure  in  the  nose  he 
has  had  no  return  and  has  been  steadily  at  his  work. 
Severe  and  'Aggravated  Facial  Neuralgia  Due  to  Disease  in  the 
Nose  and  Antrum. 

Case  four  was  a  veritable  "cause  celebre''  because  the  gentleman 
had  already  been  subjected  to  four  operations  under  chloroform,  the 
last  of  which  being  no  less  than  the  complete  removal  of  the  gasser- 
ian  ganglion  during  which  the  patient  nearly  lost  his  life  from 
hemorrhage.  The  first  operation  consisted  in  the  entire  removal  of 
his  teeth  from  upper  and  lower  jaw.  From  this  he  got  no  relief. 
In  June,  1896,  the  spheno-palatine  ganglion  was  removed  and  there 
was  no  return  of  the  paroxysms  for  two  years.  In  September,  1898, 
the  pains  having  returned  with  all  their  former  intensity,  a  resec- 
tion of  the  supra-orbital  nerve  was  performed.  This  produced  pro- 
longed ptosis  of  the  lid,  and  again  he  got  relief  for  two  years,  with 
the  exception  of  occasional  spasms.  Fearing  that  some  of  the  roots 
of  the  nerves  had  not  been  entirely  removed  because  of  the  return 
of  the  pain  he  had  all  the  tissue  separated  from  the  upper  jaw  on 
the  right  side.  This  gave  him  no  relief.  In  a  fit  of  desperation 
from  great  agony  he  next  insisted  upon  the  removal  of  the  gasserian 
ganglion  although  he  had  been  informed  that  the  chances  of  re- 
covery were  but  one  in  one  hundred.     During  the  operation  a  vein 
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was  opened  and  the  hemorrhage  becoming  uncontrollable  the  external 
carotid  was  ligated.  About  a  gallon  of  normal  salt  solution  was 
transfused  into  the  veins  of  the  leg.  He  recovered  from  this  opera- 
tion and  had  partial  relief  from  pain  for  nearly  two  years.  The 
right  antrum  must  have  been  opened  because  the  patient  tells  me 
that  a  seton  was  passed  from  the  upper  jaw  down  into  the  mouth. 

And  now  comes  the  most  surprising  part  of  this  case.  During 
all  these  operations  and  all  the  treatment  none  of  the  doctors  looked 
into  the  patient's  nose  nor  called  his  attention  to  the  fact  that  the 
original  cause  of  the  pain  might  be  found  in  that  organ.  Hearing 
of  my  success  with  case  three  and  his  pains  having  again  returned 
with  all  their  former  inten-sity,  he  came  to  inquire  if  the  pain  in  his 
case  may  not  also  be  produced  by  the  same  cause.  I  found  the 
septum  mashed  down  upon  itself  as  though  he  had  been  in  a  prize 
fight.  The  right  nostril  was  so  occluded  that  I  could  not  introduce 
a  probe.  I  opened  the  antrum,  liberated  a  quantity  of  pus,  cor- 
rected the  septal  deformity  and  he  has  had  no  pain  since  then. 
Aggravated  Facial  Neuralgia  from  Disease  in  the  Nose  and  Antrum. 

Case  five,  was  a  physician,  and  his  symptoms  were  all  similar  to  the 
foregoing.  Examination  showed  the  septum  mashed  down  upon 
itself  and  the  antrum  engorged.  His  left  nostril  was  almost  com- 
pletely obstructed.  He  asserted  that  he  would  have  committed  sui- 
cide had  the  means  to  do  so  been  at  hand.  I  did  the  same  operation 
as  in  the  other  cases  and  the  doctor  is  now  back  at  his  work.  He 
has  had  no  return  of  his  headache  or  facial  neuralgia. 
Aggravated  Facial  Neuralgia  from  Disease  in  the  Nose  and  Antrum. 

Case  G.  While  writing  the  above,  a  gentleman  was  brought  to  me 
with  a  history  of  having  suffered  severely  from  facial  neuralgia 
since  1894.  He  also  had  had  the  gasserian  ganglion  removed  with 
only  temporary  relief.  I  found  his  right  nostril  occluded  and  his 
right  antrum  showed  an  umbra  with  the  electric  light  in  the  mouth. 
Much  to  my  surprise  I  found  no  pus  on  opening  the  antrum.  I  cor- 
rected the  deflected  septum  and  ordered  the  liniment  of  aconite,  etc., 
which  I  used  above.  I  also  gave  him  strychnine  internally.  He 
still  complained  greatly  of  the  spasms  of  pain  and  I  then  discovered 
that  he  was  in  the  habit  of  using  almost  every  known  form  of  nar- 
cotic internally  and  the  hopelessness  of  the  case  was  apparent.  As 
soon  as  I  attempted  to  limit  his  supply  of  narcotic  he  promptly  took 
ship  and  sailed  for  New  York,  where  he  is  no  doubt  at  present  har- 
assing some  unfortunate  doctor  with  his  ceaseless  complaints. 

When  the  third  case  of  intolerable  pain  in  the  face  was  brought 
to  me  I  naturally  concluded  that  the  cause  would  be  found  in  some 
of  the  underlying  structures  or  in  some  of  the  nearest  organs.     I 
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did  not  for  a  moment  associate  the  cause  of  it  with  any  of  the  or- 
bital contents,  because  the  man  did  not  complain  of  his  eye  in  any 
respect.  I  was  told  that  a  diagnosis  of  tic-douloureaux  with  inflam- 
mation of  the  spheno-palatine  ganglion  had  been  made,  but  I  did 
not  attach  any  importance  to  this,  as  I  thought  it  was  more  rational 
to  look  for  the  cause  of  the  trouble  in  the  nose  and  antrum.  I  did 
not  at  that  time  know  of  any  of  the  seven  cases  reported  in  the 
Index  Medicus,  nor  had  I  consulted  any  authorities  on  the  subject. 

It  may  be  maintained  by  some  that  these  cases  were  coincidental. 
That  numberless  cases  of  nasal  occlusion  from  deflected  septa  had 
existed  without  any  symptoms  of  facial  neuralgia  or  tic-douloureaux. 

On  the  other  hand  it  must  be  maintained  that  where  intense  facial 
neuralgia  is  found  and  when  complete  relief  is  obtained  from  the 
opening  of  the  antrum  without  any  other  treatment  whatsoever,  as 
in  case  two  above  mentioned,  the  etiology  is  proved,  and  I  might  be 
permitted  to  go  further  and  say  that  the  presence  of  a  deflected  sep- 
tum with  facial  neuralgia  is  presumptive  evidence  of  cause  and 
effect.  Or  perhaps  it  might  have  been  called  prima  facie  evidence, 
although  the  evidence  was  found  within  the  face  rather  than  on  the 
outside  of  it. 
Iffwiediate  Tf'acheotomy  for  Foreign  Body  with  Recovery, 

The  following  case  is  reported  because  of  its  successful  termina- 
tion and  the  narrow  escape  of  the  infant.  A  child,  aged  eight  months, 
was  brought  to  my  office  with  the  statement  that  it  had  inhaled  a 
small  green  pine  burr  about  eighteen  hours  previously.  On  intro- 
ducing the  finger  in  the  pharynx  the  burr  could  plainly  be  felt  im- 
pacted in  the  glottis.  The  point  of  the  burr  was  pointed  downwards 
and  so  situated  that  it  did  not  greatly  impede  respiration.  The 
leaves  of  the  burr  had  become  very  much  softened  from  the  sur- 
rounding moistures  and  on  that  account  being  somewhat  loosely 
attached  every  bite  of  the  forceps  would  bring  away  one  or  more 
of  them  and  this  of  course  only  served  to  reduce  the  size  of  the  burr 
to  a  certain  extent.  All  at  once  the  burr  became  small  enough  to  be 
lifted  out  of  its  bed  and  it  was  sucked  into  the  larynx  and  respira- 
tion was  shut  off.  I  plunged  a  bistoury  immediately  into  the 
trachea,  pulled  open  the  lips  of  the  wound  and  respiration  was  again 
set  up.  A  tube  was  then  introduced  and  the  child  was  sent  to  the 
hospital.  The  burr  was  left  in  position,  as  it  was  thought  best  to 
postpone  further  effort  to  extract  it  until  general  anaesthesia  could 
be  given.  The  following  day,  assisted  by  the  late  Dir.  R.  B.  Rhett, 
a  catheter  was  passed  into  the  wound  and  the  burr  pushed  up  into 
the  mouth.  It  was  found  necessary  to  wait  21  days  before  the  tube 
could  be  permanently  removed.     At  intervals  of  a  week  or  so  efforts 
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were  made  to  remove  it  but  each  time  the  child  became  cyanotic 
and  the  tube  had  to  be  replaced.  The  child  recovered  perfectly  and 
its  articulation  is  fairly  good. 

It  is  perhaps  unnecessary  to  say  anything  more  in  regard  to  these 
cases.  There  was  no  history  in  any  of  them  of  injury  sufficient  to 
account  for  the  amount  of  deflection  and  consequent  obstruction  in 
the  nostril.  I  have  always  believed  that  severe  inflammation  in  the 
nose  was  sufficient  to  produce  considerable  deflection  of  the  septum, 
without  traumatism,  because  the  septal  partition  is  limited  above 
and  below  by  bone  and  therefore  must  bend  in  order  to  allow  of 
inflammatory  turgescence.  The  pressure  upon  the  turbinates  in 
each  case  was  very  great,  and  had  evidently  existed  for  a  consider- 
able time.  As  is  usual  where  there  is  so  much  nasal  obstruction  the 
antrum  was  found  to  be  involved  in  most  of  the  cases  either  with  or 
without  pus.  It  was  not  to  my  mind  such  a  matter  of  surprise  that 
the  operations  gave  relief  as  it  would  have  been  had  I  failed  to  find 
the  cause  of  the  neuralgia  in  the  nose  to  which  I  had  naturally  attri- 
buted the  trouble. 

Dr.  J.  A.  Roe,  of  Rochester,  N.  Y.,  reported  a  case  of  pain  in  the 
chest  due  to  disease  in  the  nose  caused  by  a  removal  of  nasal  ob- 
struction. 

Dr.  Porcher,  in  closing  the  discussion,  said:  The  strangest 
feature  of  these  cases  is  that  none  of  the  physicians  who  attended 
them  before  they  came  under  my  care  ever  examined  the  nose  or 
any  of  the  surrounding  organs.  Even  in  case  four,  in  which  four 
operations  had  been  performed  under  general  anaesthesia,  I  was 
assured  that  no  examinations ,  had  been  made  of  the  nose  by  any  of 
the  physicians  who  had  operated  upon  him.  It  is  hardly  conceivable 
that  so  grave  an  operation  as  the  removal  of  the  ganglion  of  Gassa, 
with  ligation  of  the  carotid,  etc.,  would  have  been  entered  upon 
without  a  thorough  examination  of  all  the  surrounding  organs.  In 
fact  the  assertion  is  so  incredible  that  one  is  almost  inclined  to  doubt 
the  veracity  of  the  patients,  but  they  all  made  the  same  statement  and 
I  have  every  reason  to  believe  that  they  told  the  truth. 

Dr.  Roe's  case  of  reflex  pain  in  the  chest  from  a  nasal  cause  is 
interesting  to  me  because  I  know  of  other  reflex  neuroses  which  are 
quite  as  remarkable;  one  was  a  case  reported  by  myself  several 
years  ago,  in  which  a  young  man  who  was  supposed  to  have  soften- 
ing of  the  brain,  was  entirely  cured  by  the  removal  of  a  papilloma 
of  the  septum  narium.  ' 


NOTES  ON  CASES  OF  SARCOMA  OF  THE  NOSE  WITH  PRE- 
SENTATION OF  PATHOLOGICAL  SPECI- 
MENS AND  MICROGRAPHS/^ 

BY  J.  PRICE-BEOWN,  M.D.,  TORONTO^  CAXx\DA.     . 

Case  1.  Eight  years  ago,  at  the  meeting  of  the  Laryngological 
Section  of  the  American  Medical  Association,  at  Baltimore,  I  read 
the  report  of  a  case  that  I  styled  "Recurrent  Fibroma  of  the  Nose  ;'* 
using  the  term  'Tibroma,"  because  the  pathologist  who  examine  I 
a  section  for  me,  distinguished  it  by  that  name.  I  also  stated  that 
a  previous  pathologist  in  Hamilton,  and  another  in  Boston,  after 
microscopical  examination,  had  declared  the  growth,  of  which  tl.is 
was  a  recurrence,  to  be  Sarcoma.  As  I  reported  at  the  time,  I  had 
removed  the  growth  by  a  succession  of  intra-nasal  operations.  From 
then  until  now,  a  period  of  eight  and  a  half  years  the  man  has  en- 
joyed uninterrupted  j^ood  health.  At  my  request  he  came  for  exami- 
nation again  three  or  four  weeks  ago,  and  I  found  no  return  what- 
ever of  the  disease. 

My  own  impression,  from  later  experience  is,  that  it  was  really 
a  case  of  sarcoma ;  and  that  my  own  pathologist  happened  to  ex- 
amine a  section  that  w^as  chiefly  fibrous  in  character. 

Case  2.  About  a  year  ago,  a  stoker  in  a  large  manufactory,  aged 
58,  was  referred  to  me  by  Dr.  Cleland.  He  had  been  suffering  from 
nasal  stenosis  for  a  year  or  two,  and  latterly  had  several  very  severe 
nasal  hemorrhages  from  left  side.  On  examination  I  found  a  red, 
fungoid,  bleeding  tumor,  not  very  large,  growing  from  the  upper 
part  of  left  side  of  perpendicular  plate  of  the  ethmoid.  I  removed 
a  section  and  had  it  examined  microscopically  by  Drs.  Davis  and 
Carveth.  They  pronounced  it  to  be  round-celled  sarcoma.  This  I 
removed  by  electro-cautery  operations.  The  patient  made  a  good 
recovery.  He  has  been  working  uninterruptedly  for  nine  months 
and  up  to  the  present  time  there  has  been  no  recurrence. 

The  success  attending  the  treatment  of  these  two  cases  inspired 
me  with  confidence  to  undertake  another,  which  I  will  report  in 
detail. 

Case  3.  On  October  31,  .1902,  Mr.  L.  R.  P.,  aged  21  years,  pre- 
sented himself  at  my  office  for  examination.  I  found  a  large  growth 
which  completely  filled  the  left  nasal  cavity.     It  distended  the  nos- 

*  Read  at  the  Annual  meeting  of  the  Laryngological  Section  of  the  American  Medical  Congress  at 
Washington,  D.  C,  May  14,  1903. 
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tril,  flattening  that  side  and  producing  partial  frog- face.  Posteriorly 
it  filled  the  post-nasal  cavity,  pressing  the  soft  palate  downward, 
rendering  it  rigid  and  immobile.  The  septum  was  pushed  over  to 
the  right  by  the  growth,  so  that  nasal  respiration  was  impossible. 
The  tumor  was  of  a  pinkish  color,  particularly  the  posterior  end, 
and  was  smooth,  glistening  and  firm.  The  lower  part  of  left  cheek 
was  protuberent  and  pendulous,  though  not  diseased.  The  sense  of 
smell  was  entirely  absent.  Physically  the  man  was  well  nourished, 
and  plethoric  in  color.  There  was  neither  glandular  enlargement 
nor  pain ;  but  there  was  a  very  great  distress  accompanied  by  a  full, 
bursting  sensation. 

Two  and  a  half  years  previously,  the  growth  was  already  large 
and  attended  by  many  hemorrhages.  Dr.  Wishart  took  away  a  sec- 
tion at  the  time,  and,  on  microscopical  examination,  found  it  to  be 
sarcoma.  Excision  by  external  surgical  operation,  based  upon  the 
diagnosis  was  then  advised,  but  it  was  declined.  Subsequently, 
various  methods  of  treatment  were  tried  by  different  medical  men, 
including  electrolysis  and  the  use  of  the  X-ray,  but  all  without 
avail.  The  tumor  steadily  enlarged,  and  every  time  it  was  inter- 
fered with  it  bled  freely. 

Taking  all  these  facts  into  consideration,  it  was  not  without  a  good 
deal  of  trepidation,  that  I  ventured  to  take  charge  of  the  case;  and 
before  doing  so,  a  full  explanation  of  the  dangers  from  hemorrhage, 
the  possibility  of  not  being  able  to  remove  the  entire  growth,  and 
even  the  likelihood  of  its  return,  was  given  to  both  the  patient  and 
his  friends. 

Careful  examination  impressed  me  with  the  belief,  that  it  was  not 
an  osteo-sarcoma  but  that  it  had  its  origin  in  the  soft  parts;  and 
that  any  existing  involvement  of  the  bony  framework  of  the  nose, 
would  probably  be  in  the  form  of  absorption.  The  tumor,  however, 
was  so  enormous,  and  the  history  so  hemorrhagic,  that  I  believed 
it  to  be  inoperable  by  regular  surgical  excision. 

The  first  attempt  at  treatment  was  on  November  13,  Dr.  Wilson 
kindly  assisting.  The  application  of  a  solution  of  cocaine,  followed 
by  a  1  in  2,000  of  adrenalin,  rendered  the  anterior  end  of  the  tumor 
pallid.  The  idea  was  to  remove  several  segments  if  possible  by 
snare.  It  was  found,  however,  that  although  the  loop  would  slide 
in  between  the  nasal  wall  and  the  side  of  the  tumor,  the  later  was 
so  round  and  dense  that  but  slight  hold  could  be  obtained,  and  little 
else  but  mucous  membrane  came  away.  Still  the  hemorrhage  was 
so  severe  that  the  nose  had  to  be  plugged  tightly  at  once. 

Several  days  elapsed  before  all  the  tampons  were  removed.  Con- 
sequently operating  did  not  commence  until  November  18. 
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From  that  date  until  February  2,  when  an  operation  under  chloro- 
form was  done,  of  which  I  will  speak  later,  I  removed  12  pieces  of 
the  growth  by  means  of  either  the  snare  or  scissors;  and  operated 
upon  it  also  49  times  with  the  electro-cautery.  Before  each  cautery 
operation  I  sprayed  the  nasal  cavity  with  an  alkaline  solution, 
and  then  removed  the  sloughs  occasioned  by  the  previous  operation 
with  forceps.  A  large  number  of  these  I  kept  preserved  in  alcohol ; 
and  here  they  are. 

By  the  date  mentioned  or  ten  weeks  after  commencement,  the 
great  body  of  the  tumor  had  been  removed.  But  there  was  still  a 
large  piece  attached  to  the  vault  of  the  left  side  of  the  naso-pharynx 
and  posterior  end  of  the  septum.  I  tried  several  times  to  get  a  loop 
upon  it,  but  the  patient  could  not  bear  my  fingers  behind  the  palate 
to  adjust  the  snare. 

The  result  was  that  on  February  2,  I  operated  under  general  anaes- 
thesia. Dr.  Gullen  kindly  administered  chloroform.  A  mouth  gag 
was  inserted.  I  passed  a  screw  snare  .through  the  nose  to  the  naso- 
pharynx with  the  right  hand,  and  with  the  fingers  of  the  left  in 
the  naso-pharynx  adjusted  it  in  position  around  the  base  of  the 
tumor.  Dr.  Gullen  then  turned  the  screw  until  the  hold  was  secure. 
After  which  it  was  tightened  by  degrees  until  the  growth  was  cut 
off  and  drawn  into  the  nose,  where  it  acted  as  a  plug,  the  snare 
separating  from  it.  The  hemorrhage  was  excessive,  and  the  gag 
being  still  in  the  patient's  mouth,  I  pressed  in  behind  the  palate  a 
number  of  large  wads  of  absorbent  cotton,  completely  filling  the 
cavity  and  retaining  pressure  for  some  time  with  my  hand. 

Quarter  of  an  hour  later,  after  hemorrhage  had  ceased,  the  piece 
was  pulled  out  of  the  nasal  cavity  with  forceps.  Here  it  is.  When 
fresh  it  weighed  nearly  three  drachms  and  as  you  will  notice  the  base 
was  nearly  as  large  in  every  direction  as  the  diameter  of  the  tumor 
itself. 

Between  the  time  of  this  operation  under  chloroform  and  the  last 
one  on  April  7,  I  had  25  other  electro-cautery  operations  upon  parts 
of  the  tumor  not  entirely  removed.  These  were  chiefly  in  the  tur- 
binal  region.  The  whole  of  it  now  seems  to  be  eradicated.  This 
bottle  contains  some  of  the  fragments  taken  out  during  this  latter 
period. 

There  are  a  number  of  points  of  interest  in  this  case  that  it  may 
be  well  to  touch  upon. 

1.  The  attachment  of  the  tumor.  It  was  immensely  sessile,  as 
Sarcoma  of  the  nose  usually  is.  It  had  grown  from  the  whole 
length  of  the  inferior  and  middle  turbinal  regions  and  the  posterior 
part  of  the  vault  above.     The  attachment  extended  over  the  upper 
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part  of  the  left  palate  bone,  the  body  of  the  sphenoid,  the  inner  sur- 
face of  the  internal  plate  of  the  pterygoid,  and  the  posterior  end  of 
the  vomer.  Except  the  front  end,  the  bone  of  the  inferior  turbinal 
had  been  entirely  absorbed,  as  well  as  the  greater  part  of  the  middle 
turbinal ;  also  a  portion  of  the  face  of  the  body  of  the  sphenoid ;  for 
instead  of  the  ordinary  opening  into  the  sphenoidal  sinus,  there  is 
now  a  large  perpendicular  oval  opening,  which  in  all  likelihood  was 
made  by  pressure  absorption. 

2.  Method  of  operation.  As  I  expected  to  do  nearly  the  whole 
work  by  the  use  of  the  electro-cautery,  I  considered  it  best  to  work 
into  the  body  of  the  tumor  first!  By  this  means  no  injury  would 
accrue  to  sound  mucous  membrane.  In  each  operation,  under 
cocaine  anaesthesia,  I  cut  as  deeply  and  widely  with  the  electro-cau- 
tery knife  as  safety  would  permit.  On  the  following  day,  or  at 
most  with  an  interval  of  two  days,  the  parts  would  be  cleansed,  the 
sloughs  removed,  and  the  operation  repeated.  After  getting  out  a 
portion  in  this  way,  and  making  a  good  hole  into  the  tumor,  I  would 
remove  successively  pieces  of  the  shell  that  was  left.  This  would 
be  done  either  by  snare,  scissors  or  electro-cautery  as  seemed  best. 
After  that  a  deeper  portion  of  the  tumor  would  be  attacked  in  a 
similar  manner ;  and  so  on  until  the  great  bulk  had  been  removed. 

3.  In  operating  I  took  care  not  to  injure  sound  mucous  mem- 
brane. Very  rarely  did  I  use  the  cautery  from  the  outside  wall  o^ 
the  tumor;  and  when  I  did,  the  blade  was  passed  between  the  true 
mucous  membrane  and  the  growth,  and  the  latter  pressed  away  from 
the  former,  before  the  heat  was  turned  on. 

4.  A  word  about  hemorrhage  and  the  use  of  adrenalin  In  the 
deeper  or  central  parts  of  the  neoplasm,  hemorrhage  was  always 
severe  if  not  properly  guarded  against.  The  blood  vessel 3  all  through 
the  body  of  the  growth  were  large ;  and  upon  these,  although  I  used 
it  regularly,  adrenalin  seemed  to  have  no  controlling  influence  what- 
ever. But  I  soon  found  that  a  wad  of  absorbent  cotton  pressed  by 
curved  forceps  or  cotton  holder  directly  upon  the  site  of  hemorrhage, 
would  arrest  it  very  quickly;  and  when  once  arrested  it  would  not 
recur. 

Upon  the  thin  shell,  however,  adrenalin  had  an  excellent  effect; 
and  I  frequently  removed  large  segments  of  this  part  of  the  tumor 
practically  unattended  by  bleeding. 

One  other  remark  I  might  make  here.  While  adrenalin  in  ordi- 
nary nasal  operations  will  almost  completely  prevent  bleeding  at  the 
time,  the  danger  of  subsequent  hemorrhage  has  always  to  be  guarded 
against.  In  this  case  of  sarcoma,  however,  it  was  different.  In 
not  a  single  instance,  although  it  was  used  in  almost  every  treat- 
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ment,  did  hemorrhage  occur  after  leaving  my  office.  The  bleeding 
was  always  during  or  immediately  after  operation.  But  having 
once  ceased,  it  never  commenced  again. 

On  only  three  occasions  were  tampons  required.  A^ter  the  first 
tentative  treatment.  After  the  removal  of  the  post  nasal  growth 
under  chloroform.  And  once  only  after  cautery  operation  deeply 
into  the  middle  turbinal  region. 

One  point  with  regard  to  the  temperature  of  the  cautery.  The 
tumor  was  so  dense  that  an  ordinary  red-heat  had  little  effect  upon 


it.  Hence  the  whole  of  the  operations  were  done  with  the  cautery- 
knife  at  a  white  heat.  On  the  whole  they  occasioned  very  little 
pain — a  sense  of  heat  being  the  chief  thing  complained  of — the 
patient  always  turning  up  cheerily  for  the  next  seance. 

The  patient  has  regained  the  sense  of  smell,  nasal  respiration  is 
restored,  his  weight  has  increased  eighteen  pounds  since  the  opera- 
tion under  chloroform  on  February  2,  and  for  five  weeks  he  has  been 
carrying  on  his  regular  occupation  as  mail  clerk  in  a  publishing 
house. 
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Histological  examination  has  been  made  of  several  sections  of  the 
tumor;  and  I  hereby  append  Dr.  Davis'  report  with  micro-photo- 
graphs of  sections  removed  from  the  portion  taken  from  the  naso- 
pharynx. 

In  closing  I  plead  for  early  intra-nasal  operative  treatment  in 
sarcoma  of  the  nose;  and  the  best  treatment  I  believe  is  by  well 
guarded  operations  with  the  electro-cautery.  This  is  an  instrument 
whose  action  can  be  perfectly  controlled;  and  with  proper  light,  a 
wide  nasal  speculum,  and  the  judicious  application  of  cocaine,  aided 
in  some  instances  by  adrenalin,  the  growth  can  be  regularly  and 


systematically  dissected  out.  It  takes  prolonged  time,  a  great  deal 
of  patience,  and  numerous  operations,  but  the  end  justifies  the  means. 
The  advantage  of  intra-nasal  cautery  and  snare  operations,  over 
the  external  radical  operation,  are  very  great.  In  the  former  you 
remove  the  tumor  only,  leaving  the  whole  frame  work  in  its  normal 
position,  as  well  as  a  wide  cavity  open  for  constant  inspection. 
This,  with  the  improved  methods  of  examination  and  operative  treat- 
ment now  in  use,  enables  the  surgeon  to  again  attack  the  growth,  in 
its  earliest  stage,  should  recurrence  take  place.  There  is  also  the 
valuable  cosmetic  effect.  Internal  operation  does  not  destroy  the 
•symmetry  of  the  face,  external  operation  usually  does. 
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A  CASE  OF  EMPYEMA  OF  THE  FRONTAL  SINUS  WITH 
COMPLICATIONS. 

BY     T.    W.    MOORE,    M.D.,    HUNTINGTON,    W.    VA. 

In  October,  1902,  W.  T.,  white,  aged  38,  came  to  me  for  treat- 
ment for  a  swelling  of  the  right  upper  eyelid  most  marked  in  the 
outer  half.  He  gave  a  history  of  influenza  about  one  year  before 
which  left  him  with  an  intense  throbbing  frontal  headache.  This 
was  accompanied  by  a  sense  of  weight  so  marked  that  when  stooping 
he  felt  that  he  had  to  grab  hold  of  something  in  order  to  arise.  I 
will  add  here  parenthetically  that  this  sense  of  weight  is  a  symptom 
of  suppuration  within  a  sinus  that  is  seldom  accorded  its  full  im- 
port. Every  few  weeks  he  had  a  sanguino-purulent  discharge  from 
the  right  nostril  for  one  or  two  days.  This  suffering  continued  un- 
abated for  six  months  when  his  headaches  ceased  and  a  swelling  of 
the  forehead  was  noticed. 

During  this  time  he  was  treated,  so  his  physician  tells  me,  with 
heavy  doses  of  potassium  iodide  and  numerous  other  remedies  in- 
cluding a  visit  to  the  Hot  Springs  at  Arkansas,  although  patient 
positively  denies  syphilis,  states  that  the  doctor  at  the  Springs  told 
him  that  he  did  not  have  this  disease  and  a  careful  examination  on 
my  part  failed  to  discover  any  confirmatory  signs. 

Patient  was  emaciated  and  weak,  weight  having  diminished  .from 
180  to  115  pounds.  An  examination  of  forehead  showed  a  well 
marked  groove,  about  2  c.  m.  in  diameter  in  the  frontal  bone  extend- 
ing transversly  from  near  the  median  line  to  the  right  temple,  about 
4  c.  m.  above  root  of  nose.  The  skin  over  forehead  had  a  doughy 
feel,  slightly  edematous  in  places  but  not  discolored.  The  only  red- 
ness being  in  the  right  eyelid,  which  was  swollen  sufficiently  to  close 
the  eye,  being  greater  in  temporal  half  where  a  spot  of  softening 
could  be  detected.  Temperature  was  not  at  any  time  after  I  saw  him 
above  101  F.  Intranasal  examination  showed  right  middle  turbinate 
hypertrophied,  completely  blocking  the  nasal  space. 

I  made  a  deep  incision  in  right  eyelid,  in  outer  half,  which  was 
followed  by  a  free  flow  of  pus.  In  probing  this,  denuded  bone  was 
found  on  supraorbital  ridge.  The  right  middle  turbinate  was  then 
removed  after  which  I  had  no  trouble  in  entering  the  frontal  sinus 
with  a  probe,  this  was  followed  by  a  discharge  of  pus.  About  ten 
days  later  patient  spoke  of,a  sense  of  fullness  over  the  forehead  after 
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blowing  his  nose,  crepitation  could  be  detected  showing  conclusively 
the  connection  between  sinus  and  diseased  frontal  bone. 

About  this  time  a  swelling  appeared  in  right  temple  (at  end  of 
groove),  this  was  lanced  and  syringed  with  peroxide  of  hydrogen 
causing  a  discharge  from  opening  in  the  eyelid. 

Notwithstanding  the  history  to  the  contrary,  I  came  to  the  conclu- 
sion that  there  was  probably  a  luetic  taint  and  gave  inunctions  of 
mercurial  ointment,  3  grams  daily. 


Patient  improved  for  about  three  weeks  when  bad  weather  brought 
on  an  acute  coryza  with  headache,  slight  fever,  sweating,  chilliness, 
etc.,  which  rendered  the  external  operation  imperative.  The  incision 
was  made  in  the  vertical  line  beginning  at  the  root  of  the  nose  and 
extending  above  the  groove  in  forehead  then  carried  to  the  right  to 
the  end  of  same  in  temple  as  shown  in  photograph.     When  about 
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4  c.  m.  above  the  beginning  of  incision  my  knife  encountered  a 
pulpy  mass  with  no  bony  resistance.  Both  tables  of  bone  were  de- 
stroyed here  for  a  space  3  c.  m.  vertically  and  extending  to  temporal 
limits  of  groove,  about  6  c.  m.  In  removing  some  spicules  of  bone 
with  the  ronguer  forceps  a  sequestrum  nearly  round  about  3  c.  m.  in 
diameter  caine  loose  from  under  the  integument  on  the  left  of  median 
line,  from  the  outer  table.  This  necessitated  extending  the  incision 
to  the  left,  as  you  will  see  by  the  photograph.  Here  only  the 
outer  table  was  destroyed  as  it  was  for  an  area  surrounding  the 
groove  from  1  to  2  c.  m.  in  extent  making  a  total  loss  of  both  tables 
over  an  irregular  field  about  2x6  c.  m.  and  the  outer  table  3x10  c.  m. 
The  outer  table  was  adherent  to  the  periosteum  but  crumbled  like 
charcoal  as  the  soft  parts  were  turned  back.  A  small  canal  in  outer 
table  extended  down  from  near  right  end  of  groove  to  supraorbital 
ridge,  a  channel  for  pus. 

Opening  into  the  space  in  center  of  forehead  was  a  small  passage 
about  ^  c.  m.  in  diameter  between  the  tables  extending  into  the 
frontal  sinus,  its  direction  being  downward  and  to  the  right,  being 
as  I  supposed  an  opening  into  the  right  sinus,  but  as  I  was  unable  to 
find  a  partition  between  the  right  and  left  sides  there  was  probably 
only  the  one  extending  beyond  the  middle  line.  I  removed  the  outer 
wall  of  this  canal  to  the  sinus  and  curetted  same  enlarging  the  open- 
ing into  nose  by  breaking  down  ethmoid  cells. 

After  removing  all  the  diseased  bone  and  granulations  a  gauze 
strip  was  introduced  into  nose  through  the  sinus  and  another  strip 
along  the  transverse  incision  with  the  ends  protruding,  and  the 
wound  closed.  The  vertical  cut  united  by  first  intention,  patient 
recovered  rapidly  being  discharged  in  two  months,  feeling  first 
class.  The  only  after  treatment  was  the  dressing  of  the  wound, 
washing  out  sinus  through  nose  a  few  times  with  normal  salt  solu- 
tion and  1  gr.  of  mercury  and  chalk  t.  i.  d.  with  instructions  to  con- 
tinue the  latter  for  several  months. 

The  remarkable  features  of  this  case  are : 

1.  The  opening  of  an  empyema  of  frontal  sinus  nearly  4  c.  m. 
above  the  root  of  nose  in  median  line. 

2.  The  extensive  destruction  of  inner  table  of  skull  with  no 
meningeal  symptoms.  This  was  probably  due  to  the  outer  table  giv- 
ing away  first. 

3.  The  length  of  time  that  elapsed  (six  months)  after  cessation 
of  pain  before  pus  showed  any  disposition  to  appear  externally. 

4.  The  peculiar  course  taken  by  pus,  burrowing  under  periosteum 
to  eyelid  and  opening  near  external  canthus  (see  cut). 


SOCIETY   PROCEEDINGS, 


THE  BRITISH   LARYNGOLOGICAL,   RHINOLOGICAL,  AND 
OTOLOGICAL  ASSOCIATION. 


Meeting  held  Friday,  March  13,  1903. 


The  President,  Dr.  Wyatt  Wingrave,  in  the  Chair. 

Professor  F.  Rohrer,  (Zurich),  was  unanimously  elected  an 
Honorary  Corresponding  -Fellow  of  the  Association. 

The  following  communications  were  made : 
A  Case  of  Empyema  of  the  Frontal  Sinus. 

Shown  by  Mr.  Mayo  Collier  :  The  patient,  a  man  aged  fifty-six, 
was  the  subject  of  a  discharge  of  six  months'  duration  proceeding 
from  an  opening  in  the  center  and  a  little  below  the  line  of  the  right 
eyebrow. 

Some  six  months  before  this  the  patient  had  been  seized  with  acute 
pain  in  the  right  frontal  region,  extending  into  the  right  eye  and 
root  of  the  nose.  The  pain  was  so  acute  that  medical  assistance  was 
obtained.  The  parts  were  locally  treated  with  lead  and  opium  lotion 
and  fomentations.  The  pain  somewhat  abated,  but  a  considerable 
swelling  took  place,  involving  the  right  eyelid,  frontal  bone,  and  root 
of  the  nose.  This  was  subsequently  treated  with  iodine,  until  fluctu- 
ation being  evident,  it  was  incised.  A  considerable  quantity  of  thick 
yellow  pus  was  evacuated. 

On  examining  with  a  probe,  an  opening  was  found  in  the  bone, 
below  the  margin  of  the  orbit,  about  its  center.  The  roof  of  the  orbit 
was  not  protruded.  The  probe  passed  outwards  and  backwards  for 
some  distance. 

The  case,  as  it  was  not  progressing  satisfactorily,  was  admitted 
into  the  North- West  London  Hospital  under  Mr.  Collier's  care.  Mr. 
Collier  said  that  on  the  first  examination  of  this  man  he  came  to  the 
conclusion  that  it  was  a  case  of  empyema  of  the  frontal  sinus  of  an 
acute  kind  that  had  opened  into  the  roof  of  the  orbit  by  perforating 
the  orbital  plate  of  the  frontal  bone. 

He  pointed  out  that  in  more  chronic  cases  the  roof  of  the  orbit 
was  thinned  and  bulged  downwards  and  forwards,  displacing  the 
eyeball  and  contents  of  the  orbit.  In  the  present  case  no  time  was 
allowed  for  this  to  take  place.     The  abscess  formed  rapidly,  the 

030 
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process  was  acute,  and  perforation  took  place  without  the  usual 
bulging.  He  considered  that  the  unusual  course  of  this  case  had 
rendered  the  diagnosis  in  the  early  stages  somewhat  obscure. 

In  operating,  Mr.  Collier  said  he  had  kept  in  mind  the  avoidance 
of  an  ugly  scar  in  the  center  of  the  eyebrow.  An  incision  was  made 
from  the  sinus  inwards  in  the  line  of  the  eyebrow  as  far  as  the  mid- 
line. The  bone  was  denuded,  and  the  glabellum  exposed  to  the 
extent  of  a  shilling.  A  trephine  the  size  of  a  sixpence  was  intro- 
duced here,  and  a  button  of  bone  removed.  On  this  button  of  bone 
the  mucous  lining  was  found  to  be  diseased  and  covered  with  poly- 
poid granulations.  The  frontal  sinus  was  full  of  pus.  A  curette 
was  introduced,  aijd  a  mass  of  polypoid  granulations  removed  from 
all  directions.  The  opening  into  the  nose  was  found,  and  freely  en- 
larged and  curetted.  The  cavity  was  next  swabbed  out  with  chloride 
of  zinc,  and,  after  a  thin  drainage-tube  had  been  passed  into  the  nose 
from  the  trephine  opening,  the  parts  were  carefully  and  closely 
adjusted. 

Mr.  Collier  drew  attention  to  the  fact  that  before  operation  a 
sponge  was  inserted  into  the  postnasal  space,  to  prevent  blood  and 
the  contents  of  the  frontal  sinus  passing  into  the  larynx  via  the  in- 
fundibulum.  The  neglect  of  this  precaution  in  a  previous  case  had 
nearly  ended  fatally. 

The  points  to  be  observed  in  this  case  were  (1)  the  unusual  site 
of  the  sinus,  (2)  the  absence  of  bulging  in  the  roof  of  the  orbit,  and 
(3)  the  absence  of  symptoms  of  previous  trouble  in  the  frontal  sinus. 

So  far  as  the  operation  was  concerned,  it  was  important  to  open 
the  sinus  above  the  infundibulum,  and  in  a  position  where  every  part 
of  the  cavity  could  be  inspected  and  curetted.  After  the  passage  into 
the  nose  had  been  found,  it  was  important  to  widen  this,  and  to  sub- 
stantiate it  by  the  retention  of  a  thin  rubber  tube,  to  assist  in  re-form- 
ing the  canal  into  the  nose.     All  washing  out  was  quite  unnecessary. 

The  tube  should  be  removed  in  forty-eight  hours,  and  the  opening 
in  the  forehead  closed. 

The  abscess  should  be  treated  on  simple  surgical  principles,  and 
drained  naturally  in  the  best  position,  as  any  other  collection  of  pus 
should  be. 
A  Case  of  Cancer  of  the  Oesophagus. 

By  Mr.  John  Bark.     ''Miss  P consulted  me  on  June  10, 

1902.  She  came  from  North  Wales  and  said  she  was  thirty  years  of 
age,  but  would  have  passed  for  two  or  three  years  younger. 

'*She  complained  of  an  uneasy  feeling  in  the  throat,  which  made 
her  want  to  swallow  oftener  than  usual ;  and  when  she  swallowed  the 
feeling  went  off,  but  soon  returned. 
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''She  had  no  pain,  but  was  annoyed  by  the  discomfort. 

''She  took  all  kinds  of  food  well,  swallowing  without  the  least 
difficulty,  and  had  always  enjoyed  good  health,  except  that  'lately' 
she  had  had  one  or  two  attacks  of  indigestion. 

"The  most  careful  examination,  both  externally  and  internally,  re- 
vealed nothing  but  a  little  catarrhal  pharyngitis. 

"I  prescribed  for  this,  and  advised  her  to  return  in  a  month. 

"She  did  not  come,  however,  until  August  13,  1902,  when  she  still 
appeared  in  fair  health ;  but  swallowing  had  become  difficult,  so  that 
she  was  unable  to  swallow  anything  but  liquid  and  soft  food,  and 
even  these  caused  her  some  pain. 

"The  lymphatic  glands  of  the  anterior  triangle  of  the  right  side 
of  the  neck  were  swollen  and  tender,  and  laryngoscopic  examination 
revealed,  after  the  removal  of  much  mucus  and  debris  of  food,  the 
existence  of  a  growth  involving  the  upper  part  of  the  gullet  and  ex- 
tending to  the  posterior  part  of  the  right  hyoid  fossa. 

"The  oesophagus  was  narrowed  considerably,  and  only  a  very  -small 
bougie  could  be  passed. 

"The  growth  was  red,  hard,  and  papillated. 

"T  removed  a  piece  by  means  of  Krause's  forceps,  which  was  mi- 
croscopcd  and  found  to  be  typical  squamous-celled  epithelioma. 

"I  was  most  shocked  to  find  the  course  the  case  had  taken,  and 
wrote  to  her  doctor,  telling  him  what  I  had  found,  and  saying  that 
I  thought  that  in  such  a  rapidly-progressing  case  any  attempt  at  a 
radical  operation  would  be  useless,  and  suggested  the  various  pal- 
liative measures  usual  in  such  cases. 

"She  lived  until  the  end  of  October,  1902 — /.  c,  about  five  months 
from  the  commencement  of  the  earliest  symptoms. 

"The  progress  was,  as  usual,  marked  by  increasing  dysphagia  and 
emaciation. 

"Cancer  of  the  oesophagus  is  not  a  rare  disease ;  at  any  rate,  it  is 
certainly  not  in  my  district.  During  the  twenty-five  years  that  I  have 
been  in  practice,  hospital  and  private,  I  have  not  often  been  for  long 
without  a  case. 

"But  when  an  apparently  healthy  young  lady  walks  into  one's  con- 
sulting-room and  says  that  for  the  last  few  days  she  has  had  an 
uncomfortable  feeling  in  the  throat,  which  makes  her  want  to  swal- 
low oftener  than  she  should,  carcinoma  of  the  oesophagus  is  one  of 
the  last  things  one  is  apt  to  think  of,  and  it  never  occurred  to  me 
that  this  active  young  woman  of  thirty  would  be  dead  of  this  disease 
within  five  months.  My  experience  of  cancer  of  the  oesophagus 
agrees  entirely  with  those  who  have  gone  into  the  statistics — viz., 
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that  it  is  usually  a  squamous-celled  true  epithelioma,  and  that  it  is  at 
least  four  times  commoner  in  men  than  in  women.  I  have  rarely- 
met  with  it  in  people  below  forty-five  years  of  age,  but  the  preceding 
case  shows  that  its  possibility  must  not  be  lost  sight  of,  even  in  cases 
of  trivial  discomfort  in  people  still  quite  young." 

Several  micro-photographs  of  the  growth  were  shown. 

The  President^  referring  to  the  question  of  dysphagia,  related  the 
case  of  a  man  seen  by  him,  whose  complaint  was  difficulty  of  swal- 
lowing, and  who  was  wasting.  The  passage  of  a  large  bougie  on 
several  occasions  relieved  the  dysphagia  for  three  or  four  days.  The 
patient  eventually  died  suddenly,  and  the  post-mortem  examination 
revealed  malignant  disease  of  the  liver. 

A  Case  of  Deafness  due  to  Myxoedema. 

Shown  by  Dr.  Duxdas  Grant.  The  patient  was  recently  re- 
ferred to  Dr.  Grant  on  account  of  ear  disease,  for  which  some  oper- 
ation had  been  proposed,  in  the  hope  that  he  might  be  able  to  find  a 
cause.  The  patient's  physiognomy — notably  the  thickness  of  the 
lips — suggested  myxoedema;  and  it  was  found,  further,  that  the 
thyroid  gland  was  quite  impalpable.  The  patient  had  been  losing  her 
hair  and  her  teeth,  had  become  languid,  and,  what  is  exceptional  in 
myxoedema,  irritable  and  excitable.  There  was  a  combination  of 
obstructive  and  nerve  deafness,  such  as  myxoedema  would  account 
for,  as  it  affected  both  the  internal  ear  and  the  Eustachian  tubes.  She 
was  ordered  half  a  tablet  of  thyroid  gland  daily,  and  when  seen  on 
the  following  day  appeared  at  this  very  early  stage  to  have  improved. 
At  the  end  of  a  week  she  was  much  better,  and  there  is  little  doubt 
that  the  diagnosis  of  the  cause  of  the  deafness  was  confirmed  by  the 
result. 

The  hearing  was  greatly  improved  by  inflation,  an  evidence  that 
the  dullness  of  hearing  was  in  part,  at  least,  due  to  Eustachian  ob- 
struction, probably  of  myxoedematous  nature. 

]\Ir.  Atwood  Thorne  asked  Dr.  Grant  what  evidence  there  was 
in  this  case  that  the  myxoedema  which  was  obviously  present  was 
the  cause  of  the  deafness.  Although  in  the  short  time  that  the 
thyroid  treatment  had  been  adopted  the  general  condition  had  im- 
proved, the  deafness  had,  according  to  the  patient's  evidence,  got 
worse.  Mr.  Thorne  also  asked  if  deafness  due  to  myxoedema  was  of 
the  obstructive  or  of  the  nerve  type. 

Dr.  JoBSOX  HoRNE  had  seen  a  small  series  of  such  cases,  and  his 
experience  was  that  the  thyroid  treatment  did  not  cause  an  improve- 
ment in  the  hearing. 
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Dr.  DuNDAS  GiiANT^  in  reply,  said  that  it  was  very  difficult  to  say 
in  these  cases  whether  or  not  the  deafness  w^as  entirely  due  to  the 
myxoedema.  Myxoedema  was  admitted  to  be  a  cause  of  deafness; 
and  he  had  seen  several  cases  of  deafness  in  myxoedematous  patients 
in  which  the  ear  affection  was  attributed  to  the  general  disease,  and 
where  enormous  improvement  in  the  hearing  followed  thyroid  treat- 
ment. 
A  Case  of  a  Tuberculous  Granuloma  of  the  Larynx  in  a  Female 

Aged  Twenty-Six. 

Shown  by  the  President.  Patient  complained  of  slight  huskiness 
of  six  months'  duration,  which  had  gradually  increased.  There  was 
no  family  or  personal  history  of  phthisis  beyond  the  fact  that  she 
attended  Brompton  Hospital  two  years  ago  for  a  short  time  and  was 
cured  of  a  slight  cough. 

Beyond  some  dullness  and  slightly  increased  vocal  resonance  at  the 
right  apex,  there  were  no  other  physical  signs.  There  was  some 
recent  loss  of  flesh,  slight  irritable  cough,  but  no  expectoration.  On 
the  right  ventricular  band  was  a  circumscribed  elevated  patch,  red 
and  granular,  apparently  involving  the  corresponding  cord,  also  a 
slight  thickening  of  the  left  arytenoid  tissue,  the  rest  of  the  larynx 
being  apparently  normal.  Swabs  from  the  ulcer  afforded  evidence 
of  acid  and  alcohol-fast  bacilli. 

The  interest  of  the  case  was  whether,  in  the  slightness  of  the  pul- 
monary evidence,  it  should  be  considered  as  primary. 

Dr.  JoBSON  HoRNE  thought  that  one  could  not  see  too  many  of 
such  cases.     Apart  from  the  growth  itself,  the  larynx  was  so  remark- 
ably free  from  obvious  disease  as  to  make  one  almost  doubt  the 
presence  of  tubercle. 
A  Case  of  Maxillary  Node  in  an  Infant  Fourteen  Months   Old. 

Shown  by  the  President.  The  case  was  a  fair  illustration  of  what 
the  writer  had  seen  at  all  ages  of  palate  fibrous  nodules,  which  oc- 
curred in  the  angles  of  the  cruciform  suture  of  the  hard  palate,  vary- 
ing in  number  from  one  to  four,  and  persisting  through  the  whole 
life.  When  seen  in  early  life,  as  in  this  case,  the  color  is  red,  but 
gradually  becomes  paler  and  firmer.  It  was  punctured,  but  proved 
to  be  solid.  In  this  instance,  as  in  others,  there  was  no  history  nor 
evidence  of  any  constitutional  taint. 

Mr.  Bark  said  he  was  much  interested  in  this  case,  having  never 
seen  one  similar  before.     He  asked  what  treatment  was  proposed. 

The  President  thought  that  no  treatment  was  called  for.  These 
nodes  were  florid  at  first,  and  later  became  pale  and  hard  (possibly 
ossified). 
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Case  of  Bilateral  Adductor  Paralysis  in  a  Girl  aged  Fourteen, 
following  Tonsilotomy. 

Shown  by  the  President.  This  patient,  a  healthy,  sensible  girl, 
had  her  tonsils  and  adenoids  removed  under  gas.  On  recovering 
from  the  ancestnesia  she  could  not  plionate,  and  ^remained  voiceless 
until  she  was  seen  at  the  hospital  fourteen  days  later,  when  the  in- 
terrupted current  restored  the  function  at  once  and  permanently. 

Case  of  Lupus  of  the  Larynx  in  a  Boy  aged  Fourteen. 

Shown  by  the  President.  The  patient  complained  of  sore  throat, 
without  pain  on  swallowing,  of  three  months'  duration.  There  were 
no  chest  signs,  his  general  health  was  good,  and  there  were  no 
tubercle  bacilli  in  sputum  or  smears  from  the  larynx.  The  epiglottis 
was  the  seat  of  a  nodular  ulceration  along  its  edges,  but  the  re- 
mainder of  the  larynx  was  free.  There  was  a  family  history  of 
phthisis. 

Mr  Atwood  Thorne  advised  the  removal  of  the  diseased  epi- 
glottis ;  and  the  President  said  this  was  what  he  intended  to  do. 

Mr.  Bark  thought  there  was  some  slight  infiltration  of  the  aryte- 
noid region,  and  asked  if  the  President  would  attack  it. 

The  President  said  he  would  leave  that  alone. 

Dr.  Jobson  Horne  inquired  as  to  the  fate  of  such  cases  of  lary- 
geal  lupus,  and  asked  if  any  of  the  Fellows  present  had  had  any  ex- 
perience of  lupus  of  the  larynx  in  the  post-mortem  room. 

The  President  had  had  no  experience  of  lupus  of  the  larynx  post- 
mortem. The  disease  did  not  appear  to  cause  the  death  of  these 
patients.  Clinically,  lupus  of  the  tarynx  was  very  distinct  from 
laryngeal  tuberculosis. 

Dr.  Dundas  Grant  referred  to  a  case  of  lupus  of  the  larynx, 
under  the  care  of  Dr.  Orwin,  in  which  stenosis  occurred,  and  trach- 
eotomy had  to  be  performed. 

Mr.  Nourse  said  he  had  a  patient,  a  woman,  attending  the  hos- 
pital with  lupus  of  the  larynx,  on  whom  he  had  to  perform  trach- 
eotomy some  four  years  ago  for  acute  stenosis  of  the  larynx.  She 
was  still  wearing  the  tube,  as  the  upper  orifice  of  the  larynx  was 
almost  closed. 

Dr.  Jobson  Horne  asked  Dr.  Grant  whether  the  laryngeal  stenosis 
was  a  consequence  of  disease  or  resulted  from  operative  treatment. 

Dr.  Grant  said  the  narrowing  was  due  to  the  disease,  and  he  was 
inclined  to  suspect  the  presence  of  a  syphilitic  taint  in  such  cases. 
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A  Case  of  Combined  Syphilitic  and  Tuberculous  Disease  of  the 
Larynx,  Pharynx,  and  Soft  Palate  in  a  Woman  aged  Forty. 

Shown  by  the  President.  She  had  suffered  with  aphonia  and 
dysphagia  for  six  months,  which  came  on  suddenly.  The  whole  of 
the  glottis  and  epiglottis  showed  marked  oedema,  with  arytenoid  in- 
filtration and  a  deep-fissured  ulcer  in  the  posterior  commissure. 
Both  pharnyx  and  soft  palate  were  the  seat  of  cicatrices  and  infiltra- 
tion. The  lungs  were  normal,  but  she  had  lost  weight.  No  history 
of  syphilis  was  obtainable.  The  local  changes  were  strongly  sug- 
gestive of  a  mixed  infection,  notwithstanding  the  absence  of  tubercle 
bacilli  from  the  smears. 

Dr.  Jobson  Horne  thought  this  patient  had  appearances  of 
syphilis,  tubercle,  and  lupus  in  the  larynx,  and  he  was  doubtful  as 
to  which  was  predominant  in  the  case. 

Dr.  Dundas  Grant  at  first  sight  regarded  the  case  as  one  of 
tuberculosis.  The  pharyngeal  scars,  however,  led  him  to  suspect 
the  presence  of  syphilis.  He  advised  a  course  of  mercurial  inunc- 
tion and  iodide  of  potassium  internally,  and  thought  the  patient 
should  be  taken  into  hospital,  in  view  of  the  possibility  of  the  iodide 
causing  laryngeal  oedema. 

In  reply  to  Dr.  Frederick  Spicer's  question,  as  to  whether  anti- 
syphilitic  treatment  had  been  adopted,  the  President  said  that  she 
had  had  no  treatment  until  quite  recently. 

Dr.  Fred   Spicer  advised  iodide  of  potassium  in  very  large  doses. 

Dr.  Jobson  Horne  was  against  the  administration  of  iodide  of 
potassium,  as  tending  to  lead  to  the  breaking  down  of  the  swelling. 

Mr.  Nourse  thought  the  case  was  one  of  lupus,  and  said  that  his 
own  patient  with  lupus  of  the  larynx  presented  scars  on  her  palate. 
There  was  commencing  ulceration  of  the  epiglottis  in  the  President's 
case. 

Dr.  Kelson  said  he  believed  it  to  be  syphilis,  from  the  scars  in 
the  nose  and  on  the  palate.  Against  its  being  tuberculous  was  the 
absence  of  the  peculiar  anaemia  associated  with  laryngeal  tubercu- 
losis, and  against  lupus  was  the  absence  of  the  small  red  nodules 
common  to  that  disease. 

An  Aural  Case  for  Dia^^nosis  in  a  Girl  Eighteen. 

Shown  by  Dr.  Pegler.  The  appearances  had  altered  at  intervals 
since  the  patient's  first  attendance  at  the  hospital  clinic.  There  was 
then  a  slit-like  perforation  at  the  base  of  the  membrane,  parallel  with 
the  floor  of  the  meatus,  and  the  outline  of  the  manubrium  could  be 
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made  out ;  but  the  upper  half  of  the  membrane  bulged  outward  and 
downward  into  the  meatus,  and  the  appearances  were  exaggerated  by 
a  similar  bulging  of  the  roof  and  posterior  wall.  Later  the  bulging 
part  had  become  inflamed  and  thickened,  and  a  second  perforation 
had  appeared  in  the  antero-superior  quadrant.  At  a  subsequent  visit 
a  thickish  fluid,  followed  by  much  dark  blood,  had  been  freely  aspir- 
ated through  both  perforations  by  a  Siegel's  speculum.  There  had 
never  been  any  acute  constitutional  symptoms,  but  radical  operative 
measures  were  in  contemplation  by  the  exhibitor.  A  comparison 
with  the  conformation  of  parts  in  the  opposite  meatus  assisted  some- 
what in  interpreting  the  appearance  presented. 

Dr.  Duxdas  Grant  thought  there  was  present  a  bulging  from  the 
attic,  and  that  this  was  due  most  probably  to  a  collection  of  desqua- 
mative products.  Underneath  this  bulging  there  was  a  part  of 
whole  membrane.  He  advised  incision  of  the  bulging  and  scraping 
out  of  the  contents,  which  he  believed  would  prove  to  be  epithelial 
debris. 

Dr.  Pegler  expressed  himself  as  much  obliged  to  Dr.  Grant  for 
his  suggestion,  and  said  he  would  follow  the  line  of  treatment  ad- 
vised by  him. 

A  Case  of  Entotic  Tinnitus  in  a  Lady  aged  Thirty. 

Shown  by  Dr.  Pegler.  The  patient  complained  of  a  creaking 
sound,  chiefly  in  the  right  ear,  though  occasionally  in  the  left — rarely 
m  both  simultaneously,  one  side  usually  alternating  with  the  other. 
The  sound  could  often  be  initiated  by  sw^allowing,  or  by  a  rotary 
movement  of  the  lower  jaw,  but  could  not  be  voluntarily  controlled. 
It  was  well  heard  objectively  without  the  aid  of  a  diagnostic-tube,  and 
was  coincident  with  a  clonic  spasm  of  the  soft  palate,  of  which  the 
patient  herself  was  unconscious,  though  she  referred  to  a  sensation  in 
the  region  of  the  right  lateral  band  of  the  pharynx  (salpingo-pharyn- 
geus.)  The  tinnitus  was  apparently  due  to  separation  of  the  lips  of  the 
Eustachian  tube  by  contraction  of  the  salpingo-pharyngeus.  Both 
tubes  were  patent,  but  the  hearing-power  was  slightly  defective. 
Bone  conduction  was  diminished  on  the  mastoid  and  on  the  vertex; 
Rinne  positive,  but  shortened.  Owing  to  want  of  confidence  through 
a  kind  of  nervous  apprehension,  she  had  relinquished  all  professional 
engagements  recently,  though  possessed  of  a  fine  contralto  voice; 
but  when  her  intonation  was  faultless  in  the  ear  of  the  listener,  she 
complained  of  complete  inability  to  estimate  its  true  pitch  and  quality 
herself,  her  voice,  moreover,  sounding  small  and  distant. 
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A  Case  Illustrating  the  Earlier  Changes  Resulting  from  Injury 
to  the  Nasal  Septum. 

Shown  by  Dr.  Jobson  Horne.  The  patient,  a  boy  aged  five,  had 
had  a  fall  fourteen  days  previously,  injuring  the  nasal  septum.  The 
case  was  shown  to  invite  discussion  as  to  the  treatment  of  the  earlier 
condition  commonly  resulting  from  such  injuries. 

I>R  DuNDAS  Grant  said  this  case  was  seen  at  a  \ery  interesting 
stage,  and  he  regarded  it  as  one  of  hsematoma  of  the  septum, 
tending  to  suppuration.  This  might  go  on  to  loss  of  tissue  in  the 
cartilaginous  septum,  and  lead  to  alteration  in  the  outline  of  the 
nose.  He  advised  operative  treatment,  under  the  strictest  antiseptic 
conditions :  incision  of  the  swellings,  and  the  insertion  of  drainage 
tubes  on  each  side  to  act  as  splints. 

Dr.  Fred.  Spicer  advised  leaving  the  case  alone,  and  thought  that 
deformity  would  result  from  operative  interference. 

Dr.  Pegler  would  leave  it  alone,  in  the  hope  of  absorption  taking 
place. 

Mr.  Bark  advised  incision,  as  he  thought  it  would  become  an 
abscess  if  left  alone. 

The  President  diagnosed  the  case  as  one  of  traumatic  haematoma. 
The  contents  were  blood  during  the  first  week  or  so,  then  pus  was 
formed,  and  there  might  be  loss  of  cartilage.  He  would  let  out 
the  blood  or  pus,  and  put  a  tube  in  each  nostril. 

Dr.  Jobson  Horne  said  he  was  much  obliged  for  the  various 
suggestions  regarding  his  case.  He  had  had  a  run  of  such  cases 
lately,  and  he  felt  inclined  to  leave  this  one  alone. 

New  Method  of  Treating  Adherent  Soft  Palate. 

By  Dr.  J.  E.  McDougall.  A  thin  plate  of  metal  was  attached  to 
the  back  of  the  patient's  artificial  tooth-plate,  and  from  the  other 
extremity  of  this  same  plate  of  metal  was  a  tube  passing  up  into  the 
naso-pharynx.  In  a,  second  case,  in  which  no  tooth-plate  was  worn, 
he  proposed  to  attach  a  light  wire  frame  to  the  teeth,  in  order  to 
carry  a  split  tube,  so  arranged  as  to  act  also  as  a  dilator.  The  pro- 
cedure was  simple,  and  its  success  was  certain. 

Models  and  sketches  were  shown  by  Dr.  McDougall. 

Dr.  Dundas  Grant  asked  for  details  as  to  the  operation. 

The  President  referred  to  the  two  cases  shown  by  Dr.  P.  H. 
Abercrombie  at  a  former  meeting,  in  which  operation  had  given  good 
results,  and  he  remarked  that  in  such  cases  a  very  small  opening 
was  all  that  was  necessary  to  afford  relief  to  the  patient's  symptoms. 
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Mb.  Atwood  Thorne  congratulated  Dr.  McDougall  on  the  success 
of  his  method.  He  had  seen  at  another  society  two  cases,  and  had 
heard  of  a  third,  where  the  adhesions  had  been  dissected  up,  and  the 
flap  had  been  attached  to  the  muco-periosteum  of  the  hard  palate 
or  to  the  teeth.  The  operation  was,  of  course,  a  severe  one,  and  in 
at  least  one  of  the  cases  laryngotomy  had  been  performed  pre- 
viously. Two  of  the  cases  had  been  very  successful.  Mr.  Atwood 
Thorne  asked  Dr.  Abercrombie  about  the  after-history  of  the  cases 
he  had  shown  to  the  Society  some  months  ago. 

Dr  p.  H.  Abercrombie,  in  reply,  said  that  in  both  his  cases  the 
openings  had  diminished  in  size,  but  that  the  patients  were  still  com- 
fortable. 

Dr.  ]McDougall,  in  reply,  pointed  out  that  in  his  cases  there 
was  complete  occlusion.  The  sense  of  smell  was  entirely  lost,  the 
sense  of  taste  depreciated;  the  mouth  was  dry  and  uncomfortable, 
and  in  one  of  the  cases  the  hearing  also  was  impaired.  Where  there 
was  an  opening,  however  small,  which  yet  sufficed  for  function 
and  ventilation,  no  thought  of  interference  could  be  entertained. 
The  other  methods  of  treatment  advocated,  one  of  them  involving 
the  performance  of  a  preliminary  laryngotomy,  had  not  the  merits 
of  simplicity,  and  their  success  could  not  be  guai^ar.teed  at  a  iirst 
or  any  subsequent  attempt  to  remedy  this  distressing  deformity. 

On  the  suggestion  of  Dr.  Dundas  Grant,  Dr.  McDougall  described 
in  detail  the  steps  of  the  operation. 
Unusual  Experience  After  Partial  Turbinotomy. 

By  Dr.  Hemington  Pegler.  My  reason  for  bringing  forward 
the  following  remarks  is  the  comparative  scarcity  of  clinical  notes  by 
those  who,  in  the  course  of  their  rhinological  work,  must  assuredly 
have  many  to  describe,  and  of  much  greater  interest.  Are  my  con- 
freres never  perplexed  by  the  problems  which  this  difficult  organ,  the 
nose,  presents  to  them  under  treatment?  Do  they  find  it  always  a 
simple  matter  to  satisfy  an  irritable  patient  clamoring  for  more  nasal 
breathing-space  without  endangering  his  future  welfare  by  doing 
surgically  too  much?  Or  do  they  never  find  themselves  confronted 
with  an  unexpected  sequel  in  the  case  of  what  they  believe  were  well- 
directed  measures  effected  in  their  patients'  behalf? 

*Tn  the  winter  of  1901.  I  was  called  upon  to  clear  up  a  case  of 
very  pronounced  nasal  obstruction,  due  to  oedematous  polypoid 
hypertrophy  of  both  inferior  turbinals,  in  a  gentleman  aged  thirty. 
He  was  a  man  of  fine  physique,  having  large  features  generally, 
and  a  large,  well-proportioned  nose.  The  obstruction,  I  would 
emphasize,  was  almost  entirely  created  by  redundant  mucous  mem- 
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braue,  though  on  the  left  side — that  on  which  I  shall  be  almost  ex- 
clusively concerned  with  in  this  paper — a  crest  on  the  septum,  thick 
and  prominent  anteriorly,  and  in  contact  with  the  turbinal  tissues, 
considerably  augmented  it.  The  fossae  proper  were  roomy,  so  that 
whilst  it  was  imperative  to  radically  treat  the  distressing  catarrhal 
symptoms  of  which  the  patient  complained,  it  was  equally  necessary 
to  avoid  the  risk  of  after-trouble,  arising  from  crusting  of  the  secre- 
tions, by  not  taking  more  tissue  away  than  was  absolutely  necessary, 
especially  the  bony  frame-work,  for  here  was  a  case  in  which  the 
widening  out  of  the  posterior  third  of  the  meatus  was  unusually 
well  marked. 

"In  February,  1901,  in  the  presence  of  the  patient's  medical 
attendant,  I  removed  from  the  front  with  shears  and  snare  the 
anterior  third  of  the  left  inferior  turbinal;  then,  behind,  this,  two 
lobulated  masses,  including  little  bone,  if  any,  witli  the  snare  alone, 
leaving  the  posterior  extremity  intact.  It  remained  now  to  level  the 
septal  wall  and  the  space  was  clear.  The  chief  point  to  note  in  the 
course  of  the  healing  stage  is  that  by  the  middle  of  April  following, 
stagnation  of  mucus  in  the  outer  wall  of  the  inferior  meatus  pos- 
teriorly was  requiring  careful  attention,  and  that  I  thought,  on  the 
whole,  it  would  be  better  to  reduce  the  end  part  of  the  valve-like 
pendulous  extremity  of  the  inferior  turbinal,  which  flopped  back- 
wards and  forwards  with  the  breath  current.  This  can,  at  least, 
have  done  no  harm,  for  by  the  end  of  June  a  healthy  condition  was 
established,  and  I  saw  the  patient  no  more  for  the  time  being.  This 
state  of  things,  however,  was  not  destined  to  last.  In  December, 
1902,  eighteen  months  later,  the  patient  returned,  complaining  of  the 
following  symptoms :  Abundant  crust  formation  and  expulsion, 
together  with  bleeding  from  the  left  nasal  cavity,  a  handkerchief 
being  soiled  with  crusts  and  bloodstains  in  a  short  space  of  time; 
sticky  crusts  adhering  to  the  back  of  the  throat,  and  frequently 
coughed  up ;  voice  failure  after  any  continued  use,  and  so  forth. 

''Being  a  man  of  means,  with  a  good  deal  of  time  on  his  hands,  he 
had  led  the  usual  out-of-door  life,  hunting  and  driving  about,  but  he 
had  neglected  to  use  his  syringe  systematically  for  a  considerable  in- 
terval, the  cleansing  of  his  nasal  passages  having  been  limited  to  the 
doubtful  expedient  of  sniffing  up  warm  saline  solution  from  a  basin. 
Upon  examination,  after  cleansing  away  the  large  green  crust  masses 
that  obscured  everything  in  the  left  fossa,  a  peculiar  appearance  was 
seen.  The  bulbous  posterior  end  of  the  inferior  turbinal,  and  the 
contiguous  portion  of  the  ridge  or  stump  for  about  an  inch  in  the 
widest  part  of  the  meatus,  was  of  an  ash-gray  color  and  ulcerated,  or, 
at  all  events,  raw  and  bleeding,  on  their  meatal  aspect. 
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"When  palpated  with  a  probe  no  bare  bone  was  felt,  but  blood 
dripped  freely  from  the  whole  extent  of  the  surface,  and  it  was  ex- 
quisitely sensitive  to  the  touch.  Both  middle  turbinals  had  become 
slightly  oedematous;  the  posterior  wall  of  the  pharynx  was  glazed 
over,  and  sticky  greenish  crusts  were  adhering  in  patches.  The 
treatment  I  adopted  for  this  unaccountable  condition  in  the  left 
fossa  was  as  follows :  A  system  of  frequent  and  voluminous  douch- 
ings  with  warm  detergent  solutions  was  instituted,  commencing  on 
December  1,  when,  under  cocaine,  the  galvano-cautery,  with  a  flat 
burner,  was  freely  applied  to  the  whole  of  the  ulcerated  part.  A 
mixture  of  iron  and  arsenic  was  prescribed  internally.  Between  this 
date  and  December  31  the  galvano-cautery  was  applied  once  more — 
strong  solution  of  sulphate  of  copper  once,  and  chromic  acid  fused 
upon  a  specially  large  and  flat  copper  applicator  three  times.  At 
most  of  the  sittings  large  green  crusts  were  found  lodged  in  the 
recess ;  and  though  the  general  condition  slowly  improved,  bleeding 
was  still  rather  free  from  the  diseased  surface.  On  December  31  I 
determined  to  try  the  effects  of  iodine  locally,  and  began  by  an 
application  of  the  following  pigment  after  thorough  and  careful 
cleansing:  lodi  pulv.,  grs.  15;  pot,  iodidi,  grs.  60;  ol.  menth.  pip., 
M  v.;  glycerini,  ad.  fl.  oi.  This  caused  no  inconvenience  beyond 
some  smarting,  but  seemed  to  have  a  beneficial  effect.  The  patient 
was  then  taught  to  apply  a  weaker  solution  of  Mandl's  pigment  to 
the  interior  of  the  chamber  by  means  of  cotton-wool  on  a  probe,  after 
syringing,  and  he  was  instructed  to  continue  this  twice  a  day  for 
some  time.  In  the  meanwhile  he  was  sent  to  Margate  for  the  sea 
air.  He  soon  wrote  a  good  report  of  himself,  and  when  examined 
on  January  24,  1903,  the  ulcerated  part  was  quite  covered  with 
healthy  pink  mucous  membrane,  and  all  crusting  had  disappeared. 
I  may  here  observe  that  in  the  right  nasal  chamber  much  the  same 
radical  procedure  was  carried  out  in  the  first  instance;  but  although 
a  great  deal  more  tissue  was  snared  off,  including  the  posterior  end 
of  the  inferior  turbinal — as  much  as  could  be  secured — it  was  quite 
a  difficult  matter  to  clear  the  breath-way.  Cauterization  of  the 
mucous  cushion  of  the  septum  helped  somewhat,  but  re-growth  of 
the  turbinal  tissues  was  rapid,  so  that  twice  subsequently  the  snare 
and  cautery  have  been  required,  yet  no  crusting  or  other  trouble  of 
that  kind  has  ever  arisen.  I  am  inclined  to  attribute  this  to  a 
slightly  different  conformation  of  the  superior  maxilla  on  the  ris^ht 
side,  with  less  hollowing  out  of  its  meatal  wall.  As  regards  ihe 
healing  of  the  ulceration  on  the  left  side,  thorough  cleansing  dcibt- 
less  was  an  essential  factor;  but  no  very  striking  result  whs  a^ipar- 
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ent  till  after  the  commencement  of  the  iodine  applications,  \viiich  the 
patient,  by  the  help  of  a  mirror,  made  accurately  to  the  precise 
spot.  Having  paid  frequent  visits  to  the  seaside,  as  was  his  wont, 
the  change  of  air  can  only  be  regarded,  as  also  the  medicine,  to  have 
played  a  subsidiary  part." 

Dr.  Dundas  Grant  regarded  this  case  as  of  very  great  interest. 
Surgeons  are  often  forced  to  remove,  at  least,  parts  of  the  turbinal 
bodies,  and  in  some  of  these  cases  crusts  are  apt  to  form  and  collect, 
in  the  nose.  If  in  these  instances  such  good  results  are  to  follow 
the  application  of  strong  iodine  pigment  as  in  Dr.  Pegler's  patient, 
then  a  very  important  therapeutic  discovery  has  been  made. 

Dr.  Lodge  remarked  that  Dr.  Robertson  of  Newcastle  used  to 
employ  an  iodine  paint  of  30  grains  to  the  ounce. 

Mr.  Atwood  Thorne  objected  to  the  term  ''Mandl's  solution," 
and  thought  one  should  speak  of  iodine  solution  of  such  and  such 
strength. 

The  President  said  that  he  had  had  two  similar  experiences 
after  partial  turbinotomy.  In  one  the  turbinal  did  not  heal  up  for 
five  or  six  months.  Scrapings  were  taken  and  examined,  and  found 
to  contain  the  bacillus  of  diphtheria.  The  second  case  was  not 
healed  after  three  months,  and  the  cause  was  found  to  be  the  daily 
use  of  a  gauze  plug. 

Dr.  Pegler  was  very  glad  of  the  interest  taken  by  the  Fellows 
in  his  case.  The  unhealed  surface  had  a  peculiar  ashy  appearance, 
and  no  bare  bone  was  to  be  felt.  In  his  opinion,  the  iodine  was  the 
cause  of  its  healing  up. 
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Eighty-Second  Orditmry  Meeting,  May  ist,  ipoj. 
P.  McBride,  M.D.,  F.R.C.P.Ed.,  President,  in  the  Chair. 
I'he  following  cases  and  specimens  were  shown: 

Case  of  Epithelioma  of  the  Larynx. 

(Shown  at  a  previous  meeting,  January,  1903.) 

Shown  by  Mk.  Atwood  Thorne.  When  this  patient  was  seen  in 
January  last  he  had  had  hoarseness  for  six  months  and  dysphagia 
for  a  few  days. 

On  examination  the  left  cord  w^as  found  to  be  absolutely  fixed, 
and  there  was  a  growth  of  the  left  arytenoid  extending  on  to  the 
aryteno-epiglottldean  fold. 

He  had  been  taking  small  doses  of  iodide  of  potassium  and  mer- 
cury for  three  weeks  without  improvement.  The  dose  of  iodide 
was  increased,  with  the  result  that  the  cord  gradually  became  more 
free,  and  the  one  continuous  growth  showed  as  two  with  an  inter- 
vening space. 

The  patient  improved  up  to  a  certain  point,  which  was  reached  in 
the  beginning  of  ^Nlarch,  and  the  condition  had  remained  stationary 
since. 

When  last  seen,  a  fortnight  ago,  the  left  cord  moved  fairly  well, 
the  two  growths  remained  distinct,  there  was  no  foetor,  no  dyspha- 
gia, and  the  gland  at  the  ramus  of  the  jaw  was  distinctly  smaller. 

The  improvement  had  certainly  been  very  marked  up  to  a  point, 
but  the  diagnosis  of  epithelioma  was  adhered  to.  When  now  seen 
it  was  found  that  the  left  cord  hardly  moved,  the  growths  had  both 
ulcerated,  and  it  was  not  possible  to  show  the  case  (as  had  been 
hoped),  as  an  "epithelioma  showing  marked  improvement  under 
treatment." 

Case  of  Lupus  of  Fauces. 

Shown  by  Dr.  Kelson.  The  patient  was  a  girl  aet.  22,  suffer- 
ing from  whitish  patches  and  red  infiltration  of  the  soft  palate  and 
tonsils.  She  had  been  first  seen  five  months  ago,  during  the  whole 
of  which  time  she  had  been  treated  with  antisyphilitic  remedies  with- 
out the  slightest  improvement.  There  were  no  other  signs  of  pri- 
mary or  secondary  syphilis.  The  exhibitor  was  now  of  opinion 
that  the  disease  was  lupus. 
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The  President  said  that  this  case  did  not  seem  like  previous  cases 
of  lupus  of  the  pharynx  which  he  had  seen;  he  would  like  to  know 
Dr.  Kelson's  reasons  for  arriving  at  this  conclusion. 

Mr.  Cresswell  Baber  asked  whether  antisyphilitic  treatment  had 
been  tried.     He  thought  the  case  might  be  syphilitic  in  character. 

Dr.  Furniss  Potter  said  that  the  appearance  of  this  case  sug- 
gested to  him  a  condition  typical  of  secondary  syphilis.  The  patient 
had  volunteered  the  information  that  she  had  had  some  ''irritation" 
on  the  genitals  for  about  three  months,  which  had  recently  healed. 

Dr.  Kelson^  in  reply,  said  that  the  case  was  brought  forward 
because  of  its  resemblance  to  secondary  syphilis.  When  first  seen, 
five  months  ago,  he  had  put  it  down  to  that  disease,  but  he  had  altered 
his  opinion  now  on  the  ground,  first  of  all,  that  for  the  past  five 
months  she  had  been  under  antisyphilitic  treatment,  and  till  within 
the  last  fortnight  without  the  slightest  improvement.  A  fortnight 
ago  he  had  changed  the  treatment  and  given  arsenic,  with  the  result 
that  a  small  improvement  was  already  taking  place.  Secondly,  there 
were  no  other  signs  of  syphilis.  As  regards  the  trouble  complained 
of  on  the  genitals,  there  was  nothing  there  of  a  syphilitic  character. 
There  was  no  rash  or  falling-out  of  the  hair. 

Case  of  Ulceration  of  Tonsil. 

Shown  by  Mr.  Lake.  The  patient,  a  female  set.  33,  married, 
complained  of  sore  throat  of  five  weeks'  duration.  The  right  tonsil 
was  extensively  ulcerated  and  covered  with  a  thin  slough ;  the  ulcera- 
tion extended  on  to  the  posterior  pillar  of  the  fauces.  There  was 
considerable  dysphagia. 

The  President  said  that  this  case  struck  him  as  one  the  diagnosis 
of  which  might  well  give  rise  to  conflicting  opinions.  He  would 
like  to  know  if  Mr.  Lake  had  removed  a  piece  for  microscopical  ex- 
amination. 

Dr  Pegler  suggested  syphilis.  The  eaten-out  appearance  in  the 
upper  part  extended  to  the  soft  palate,  together  with  the  coloration 
of  the  border  of  the  ulcer,  seemed  to  him  to  indicate  specific  disease. 

Mr.  Charters  Symonds  had  examined  this  case  carefully,  and 
feared  it  was  one  of  epithelioma.  The  edge  was  decidedly  hard,  and 
there  was  a  well-marked  gland  in  the  carotid  triangle,  which  seemed 
to  him  fairly  characteristic.  The  short  history  might  be  misleading. 
He  was  struck  by  the  fact,  that  in  this  situation  a  patient  might  have 
ulceration  of  an  epitheliomatous  nature  for  a  considerable  time  with 
little  pain.  His  last  case  was  a  man  of  sixty-five  with  ulceration 
involving  the  tonsil  and  soft  palate,  with  a  very  short  history  indeed. 
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It  was  removed  and  found  to  be  epitheliomatous.  Taking  into  con- 
sideration the  hardness,  the  depth,  and  the  character  of  the  ulcera- 
tion, and  the  presence  of  a  gland,  he  greatly  feared  this  case  was 
malignant,  and  not  syphilitic.  Ulcerating  sarcoma  had  also  to  be 
remembered,  but  the  present  case  lacked  the  white  appearance  gener- 
ally seen —  an  appearance  more  closely  resembling  syphilis.  And 
again,  glands  occurred  much  later. 

Mr.  W.  G.  Spencer  was  in  favor  of  Dr.  Pegler's  view,  owing  to 
the  extension  of  the  ulceration  over  the  posterior  pillar  of  the  fauces, 
even  so  far  as  the  posterior  wall  of  the  pharynx.  This  was  rather  a 
wide-spread  area.  The  gland  in  the  neck  was  somewhat  soft.  He 
would  suggest  in  any  case  a  course  of  antisyphilitic  treatment  for  ten 
days  or  a  fortnight.  It  would  not  hurt  to  punch  off  the  edge  of  the 
tonsil  where  it  was  indurated  for  microscopical  examination. 

Mr  Cresswell  Baber  agreed  with  Dr.  Pegler  and  Mr.  Spencer 
as  to  the  syphilitic  nature  of  this  case,  and  recommended  in  the  first 
place  antisyphilitic  treatment. 

Dr.  H.  Sharman  said  that  one  point  which  supported  the  syph- 
ilitic theory  was,  that  this  patient  had  had  two  children,  both  of 
whom  died  in  infancy — one  at  the  age  of  eight  days,  and  the  other 
when  four  months  old. 

Dr.  Lack  thought  they  were  all  rather  astonished  to  hear  Mr. 
Symond's  views.  Most  members  considered  this  an  ordinary 
straightforward  case  of  tertiary  syphilitic  ulceration.  The  woman 
had,  so  far,  had  no  antisyphilitic  treatment,  so  there  was  nothing  to 
contradict  this  view. 

Dr  FitzGerald  Powell  proposed  that  Mr.  Lake  should  show 
this  case  at  the  next  meeting. 

Mr.  R.  Lake  said  he  saw  the  patient  for  the  first  time  only  on 
Thursday  (the  previous  day),  and  he  suggested  the  idea  of  remov- 
ing a  piece  for  microscopical  examination,  but  the  patient  did  not 
wish  to  have  this  done.  He  would  give  her  antisyphilitic  treatment 
and,  if  anything  worth  reporting  occurred  in  the  further  history  of 
the  case,  he  would  bring  it  before  the  notice  of  the  Society. 

Microscopic  specimens. — (1)  Large  papilloma  from  posterior 
aspect  of  cricoid  cartilage,  which  was  the  apparent  cause  of  ob- 
struction in  a  case  of  carcinoma  of  the  upper  end  of  oesophagus. 

(2)   Papilloma  from  region  of  inferior  turbinal,  with  absorption 
of  internal  antral  wall. 
Shown  by  Mr.  Lake. 

Mr.  Spencer  thought  the  appearance,  under  the  microscope,  of 
this  specimen    (1)    represented  an   epitheliomatous   condition.     He 
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understood  it  came  crom  a  case  of  carcinoma  of  the  pharynx  and 
upper  end  of  the  oesophagus.  Surely  Mr.  Lake  did  not  mean  that 
the  section  was  from  a  papillomatous  growth,  and  not  an  epithelio- 
matous.  It  might  be  papillomatous  in  the  clinical  serise,  but  micro- 
scopically it  was  a  portion  of  epithelioma. 

Mr.  R.  Lake,  in  reply  to  Mr.  Spencer,  did  not  consider  this  to  be 
epitheliomatous. 

Case  of  Subglottic  Thickening  of  Right  Vocal  Cord  in  a  Man 
aet.  27. 

Shown  by  Dr  Donelan.  The  patient,  an  Italian  open-air  singer, 
had  had  several  attacks  of  laryngitis,  and  was  now  just  recovering 
from  one  which  had  lasted  six  weeks.  On  phonation  the  edge  of 
the  anterior  third  of  the  right  cord  swelled  up  and  looked  as  if  a 
subglottic  thickening  of  the  epithelium  were  protruding  through  the 
rima.  There  was  some  irregular  thickening  of  the  epithelium  over 
the  posterior  parts  of  the  cord,  pachydermia. 

Mr.  Waggett  wished  to  confine  the  term  pachydermia  to  those 
cases  in  which  the  mucous  membrane  overlying  the  vocal  processes 
was  affected. 

Dr.  Fitz Gerald  Powell  did  not  think  that  the  term  should  be 
limited  to  those  cases  in  which  the  vocal  processes  were  alone  the 
seat  of  the  hyperplasia.  He  could  not  accept  such  an  arbitrary 
localization  for  a  condition  that  was  found  on  any  part  of  the  vocal 
cords,  or  more  often  in  the  interarytenoid  folds.  He  understood 
that  the  term  pachydermia  should  be  kept  for  the  description  of  cases 
in  which  there  was  a  heaping-up  of  epithelium  and  a  general  thick- 
ening of  the  submucous  structures — a  hyperplasia  of  the  submucous 
connective  tissue — and  not  for  cases  of  swelling  of  the  mucous 
membrane,  which  were  sometimes  brought  forward  as  cases  of 
pachydermia.  This  case  seemed  to  him,  to  be  more  of  the  nature 
of  a  swelling  of  the  mucous  membrane  than  a  true  pachydermia. 

The  President  did  not  think  they  could  possibly  accept  the  re- 
striction of  the  term  "pachydermia"  to  those  cases  mentioned  by 
Mr.  Waggett,  because  if  they  did,  they  would  do  away  with  the  fact 
that  one  met  with  pachydermia  in  the  interarytenoid  spaces,  fold, 
and  other  parts. 

Dr.  Donelan  in  reply,  remarked  that  the  interesting  point  about 
the  case  was  that  the  right  vocal  process  was  distinctly  enlarged  and 
thickened.  For  that  reason  he  thought  that  the  swelling  about  the 
anterior  third  of  the  cord  might  be  classed  in  the  same  category; 
whether  it  was  merely  an  increase  of  mucous  membrane  beneath  the 
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cords,  to  which  the  term  "ballooning"  had  been  appHed,  he  did  not 
know,  but  he  suggested  that  it  took  part  in  the  same  process  as  con- 
cerned the  rest  of  the  larynx. 

Case  of  Primary  Tubercular  Ulceration  of  Nasal  Septum. 

Shown  by  Mr.  Waggett.  A  man  oet.  35,  in  failing  health,  suf- 
fered a  good  deal  of  pain  in  the  nose  and  frontal  regions,  and  ex- 
hibited an  extensive  superficial  ulceration  of  the  mucous  membrane 
of  the  left  side  of  the  nasal  septum. 

The  area  occupied  was  that  opposite  the  anterior  half  of  the  mid- 
dle turbinate,  and  the  posterior  extremity  of  that  body  was  seen  by 
posterior  rhinoscopy  to  be  enlarged,  irregular  in  shape,  and  yellow 
in  color. 

The  septal  ulcer  was  fully  an  inch  in  diameter,  and  its  bas^  was 
yellow  and  granular.  The  anterior  edge  alone  was  heaped  up,  and 
a  specimen  taken  from  this  portion  had  shown  tuberculous  tissue 
with  well-developed  giant-cells.     (Specimen:  shown.) 

Examination  of  the  lungs  showed  merely  increased  vocal  reson- 
ance, over  the  right  apex  behind  and  in  front.  There  was  no  his- 
tory of  cough  or  haemoptysis. 

For  some  two  years  the  patient  had  been  subject  to  pains  in  the 
head  with  nasal  discharge.  The  symptoms  had  increased  recently, 
and  had  been  much  exacerbated  by  taking  potassium  iodide. 

Evidence  of  special  exposure  to  tuberculous  infection  was  want- 
ing, but  his  trade  entailed  the  inhalation  of  irritating  fumes  and 
dust. 

The  President  considered  this  case  extremely  interesting;  the 
only  thing  he  regretted,  and  on  which  the  patient  congratulated 
himself,  was  that  there  was  so  little  of  the  original  condition  left 
that  one  could  scarcely  see  where  the  disease  had  been.  He  con- 
gratulated Mr.  Waggett  on  the  thorough  eradication. 

Dr.  Pegler  had  noticed  a  giant-cell  in  each  specimen,  but  no  true 
giant-cell  systems.  He  did  not  consider  that  the  sections  confirmed 
the  diagnosis  of  tubercle. 

^Ir.  Cresswell  Baber  did  not  consider  the  appearance  in  this 
case  that  of  typical  tuberculosis  of  the  septum.  He  asked  whether 
much  had  been  done  to  it. 

Mr.  Charters  Symonds  thought  the  case  was  fairly  character- 
istic of  tuberculosis.  A  very  marked  nodular  line  could  be  seen 
pretty  high  up ;  it  was  yellowish  and  white  in  color,  and  the  fact  re- 
mained that  it  was  seen  in  a  good  many  cases  of  tuberculosis  of  nasal 
septum.     He  had  had  recently  a  case  in  a  clergyman  who  probably 
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got  it  by  infection  with  his  own  finger  from  attending  tuberculous 
patients.  He  suggested  that  as  a  probable  source  of  infection  of  the 
septum.  His  late  assistant,  Mr.  Steward,  now  in  charge  of  the 
throat  department  at  Guy's  Hospital,  had  published  six  cases  of 
primary  epithelioma  of  the  septum,  which  they  were  able  to  confirm 
by  microscopical  examination,  and  which,  after  free  removal,  some- 
times with  perforation  of  the  septum,  got  perfectly  well.  In  the 
particular  case  now  under  his  care,  to  which  he  had  just  referred, 
the  septum  was  quite  free  from  disease  after  free  curetting,  but  the 
middle  turbinal  looked  a  little  suspicious  in  character,  and  he  found 
it  necessary  to  remove  it,  because  it  was  somewhat  swollen.  The 
disease  was  not  quite  so  uncommon  as  one  was  inclined  to  think,  and 
in  the  present  instance  there  was  a  good  deal  more  to  be  done  for 
the  patient.  In  one  instance  the  affection  had  spread  to  the  lips  and 
pharynx. 

Mr.  Waggett,  in  reply,  said  that  under  examination  with  power- 
ful illumination  there  was  no  sort  of  doubt  as  to  the  presence  of  a 
superficial  ulceration  fully  as  large  as  a  penny.  Its  lower  anterior 
edge  was  heaped-up  and  fairly  thick,  and  this  he  had  removed  from 
examination,  but  the  main  part  of  the  ulceration  had  not  been  touched 
at  all ;  it  was  exactly  as  he  had  first  seen  it  two  or  three  weeks  ago. 
The  rnan  was  very  ill  and  suffered  great  pain  in  the  forehead  and 
nose,  and  he  was  losing  flesh.  As  to  this  ulcer  being  tubercular,  he 
ventured  to  think  the  specimens  before  them  showed  definite  evi- 
dence of  that  disease.  More  specimens,  however,  were  being  stained 
for  tubercle  bacilli. 

Case  of  Swelling  in  Post=nasal  Space  (for  Diagnosis). 

Shown  by  Dr.  Furniss  Potter.  The  patient,  a  man  set.  40,  had 
come  under  observation  two  days  previously  complaining  of  a  sore 
throat  for  the  last  three  weeks,  with  pain  on  swallowing.  During 
the  last  ten  days  the  hearing  had  become  considerably  impaired  in 
the  right  ear. 

On  examination  the  right  half  of  the  soft  palate  was  seen  to  be 
paralyzed,  and  in  the  post-nasal  space  there  was  an  irregular  swell- 
ing projecting  from  the  right  side  of  the  pharynx,  and  also  involv- 
ing the  posterior  surface  of  the  velum,  which  completely  obstructed 
the  view  of  the  right  choana.  The  swelling  was  covered  with  muco- 
pus  and  appeared  to  have  an  ulcerated  surface.  On  palpation  it  felt 
firm  and  fixed.  A  gland  could  be  made  out  below  the  lower  jaw, 
but  did  not  feel  hard.  The  patient  admitted  having  had  a  "sore'* 
twenty  years  ago,  but  did  not  remember  having  any  rash  or  other 
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trouble  which  could  be  regarded  as  evidence  of  systemic  infection. 
It  was  not  possible  to  obtain  any  history  of  symptoms  dating  further 
back  than  three  weeks. 

The  case  was  shown  with  the  view  of  obtaining  the  opinion  of 
members  as  to  diagnosis. 

The  President  said  he  could  quite  understand  any  hesitation  in 
arriving  at  a  definite  conclusion  as  to  the  nature  of  this  case.  He 
had  had  the  advantage  of  palpating  it,  and  the  diffusion  of  the 
growth  made  him  strongly  suspect  malignancy.  On  the  other  hand, 
it  seemed  impossible  to  exclude  a  gumma.  The  only  way  of  settling 
the  matter  appeared  to  him  to  lie  in  the  removal  of  a  piece  for  micro- 
scopical examination.  This  case  was,  he  thought,  worthy  of  detailed 
discussion. 

Dr.  Furniss  Potter  said  he  could  not  get  the  man  to  admit  the 
existence  of  any  symptoms  previous  to  three  weeks  ago.  His  own 
opinion  as  to  the  diagnosis  lay  between  malignant  disease  and 
gumma.  He  proposed  giving  the  patient  a  course  of  potassium 
iodide  and  mercury. 

Case  of  Chronic  Laryngitis  with  Papillated  Thickening  of  the 
Vocal  Cord  and  Chronic  Rhinitis. 

Shown  by  Dr.  Dundas  Grant.  The  patient  was  a  middle-aged 
woman,  who  for  about  ten  years  had  suffered  from  loss  of  voice,  or, 
at  all  events,  extreme  dysphonia,  almost  amounting  to  aphonia. 
When  seen  a  week  ago  there  were  some  green  crusts  in  the  larynx. 
These  were  removed  by  brush  after  injecting  menthol  and  olive  oil, 
and  a  white  fringe  upon  the  edge  of  the  left  vocal  cord  was  disclosed ; 
it  looked  like  one  of  those  white  papillomata  which  have  been  sup- 
posed by  some  to  be  malignant,  and  by  others  to  be  not  necessarily 
so  at  all.  During  the  week  she  had  been  using  a  vapor  with  some 
turpentine  in  it,  and  had  been  practicing  nasal  irrigation  (as  he  had 
always  a  suspicion  in  these  cases,  that  the  crusts  came  from  the  dry- 
ing up  of  the  secretion  inhaled  from  the  nose),  with  the  result  that 
the  crusts  had  disappeared  to  a  considerable  extent. 

On  looking  at  the  patient  to-day,  the  fringe-like  appearance  on 
the  left  vocal  cord  was  seen  to  be  less  than  before,  and  a  good  deal 
of  the  whiteness  then  visible,  was  due  to  the  presence  of  inspissated 
mucous  on  the  surface.  He  did  not  think  the  case  was  malignant, 
but  it  was  a  question  what  to  call  it;  whether  to  apply  that  much 
discussed  word  pachydermia  to  a  portion  of  it.  In  any  case  it  was  a 
chronic  laryngitis  which  he  attributed  to  nasal  disease.  He  was 
anxious  to  have  the  opinion  as  to  whether  it  was  a  neoplasm  of  the 
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vocal  cord  or  simply  an  inflammatory  condition.  He  thought  that, 
in  any  case,  it  was  not  malignant. 

Dr.  FitzGerald  Powell  said  he  thought  this  was  a  case  of  simple 
hypertrophic  layngitis  consequent  on  an  abnormal  condition  of  the 
nose  and  pharynx  (rhino-pharyngitis  sicca).  The  left  cord  was 
swollen,  and  there  was. a  small  slough  apparently  on  the  edge  of  the 
cord.  He  would  like  to  know  if  any  caustic  paint  had  been  applied 
to  the  cord,  as  that  would  in  all  probability  account  for  the  white 
slough. 

Mr.  Cresswell  Barer  thought  it  looked  more  like  thickening  of 
the  vocal  cord  than  papilloma. 

The  President  said  that  his  opinion  of  the  case  after  examination 
inclined  him  to  take  a  more  serious  view  of  it  than  previous  speakers. 
There  was  no  doubt  a  very  distinct  thickening  of  the  left  cord  as 
opposed  to  the  right,  and  a  certain  amount  of  congestion.  The  left 
cord  moved  freely,  but  at  the  same  time  he  would  be  sorry  to  say 
that  the  present  condition  was  not  the  commencement  of  some  malig- 
nant process.  A  maxim  which  experience  had  taught  him  to  recog- 
nize and  act  upon  was,  that  where  one  had  a  localized  thickening  of 
one  vocal  cord,  one  had  usually  the  advent  of  some  grave  change, 
depending  either  upon  general  disease  such  as  tubercle  or  syphilis, 
or  upon  local  malignancy. 

Dr.  Dundas  Grant^  in  reply,  said  it  was  difficult  to  understand 
why  it  should  be  confined  to  one  vocal  cord.  They  did  occasionally 
find  one  vocal  cord  affected  more  than  the  other,  particularly  in  cases 
of  papilloma.  It  was  sometimes  seen  on  one  vocal  cord  where  the 
other  was  perfectly  normal,  but  he  did  not  know  whether  that  was  a 
very  serious  question,  although  worthy  of  consideration.  His  own 
opinion  was,  that  it  was  simply  a  chronic  laryngitis,  and  that  the 
papillae  of  the  mucous  membrane  had  become  exaggerated.  The 
appearance  of  papilloma  was,  he  thought,  very  much  exaggerated 
just  now  by  the  presence  of  inspissated  secretion  on  the  surface.  He 
would  like  to  show  the  case  again. 
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The  Teaching  of  Pronunciation  by  Sight — L'abbe  Rousselot — 
La  Parole.     Sept.,  1902.     No.  9. 

For  the  purpose  of  making  a  record  of  the  voice,  the  Abbe  Rous- 
selot, Professor  of  the  Institute  CathoHque,  and  the  Director  of  the 
Laboratory  of  Experimental  Phonetics  of  the  College  of  France,  has 
devised  an  ingenious  instrument  which  may  be  better  understood 
from  the  adjoining  illustration. 


A  mouth-piece  is  applied  to  the  lips,  a  nose-piece  is  placed  in  one 
of  the  nostrils,  and  a  kind  of  capsule  is  attached  over  the  thyroid 
cartilage  by  means  of  a  rubber  band ;  each  of  these  is  connected  by 
means  of  a  tube  to  a  recording  drum  which  operates  a  long  stylus. 
The  vibratory  movement  of  the  nostrils,  mouth  and  larynx  are  thus 
recorded  on  a  blackened  cylinder  the  stylus  leaving  a  white  trace. 
After  the  records  are  made  the  cylinder  is  removed,  and  the  records 
either  photographed  or  engraved. 

By  means  of  this  apparatus,  the  Abbe  Rousselot  has  been  enabled 
to  compare  the  voices  of  persons  of  the  same  nationality  but  with 
different  accents,  thus  demonstrating  the  cause  of  this  difference. 
He  has  also  compared  the  speech  of  persons  of  different  nationalities. 
He  found  it  of  special  value  in  the  teaching  of  deaf  mutes  who  have 
commenced  to  learn  the  use  of  the  voice,  being  thus  enabled  to  decide 
whether  the  defect  in  their  pronunciation  was  due  to  the  larynx, 
mouth  or  to  imperfect  nasal  transmission. 

SCHEPPEGRELL. 
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Use   of    the   Alter    Dilating    Nasal    Splint — Francis  W.  Alter, 
Toledo — Detroit  Medical  Jotirnal. 

The  instrument  illustrated  in  this  article  seeks  to  obviate  some  of 
the  objectionable  features  possessed  by  other  instruments;  and  at  the 
same  time  some  new  features  are  introduced  in  it,  which  will  aid  ma- 
terially in  insuring  a  large  proportion  of  successes  in  operations  for 
septal  deflections. 


The  following  favorable  features  of  this  device  should  be  em- 
phasized : 

First.  The  drainage  permitted  by  the  outspreading  halves  when 
the  instrument  is  in  situ  is  maximum,  clogging  never  occurs,  thus 
insuring  good  drainage.  Moreover,  the  breathing  through  the  form- 
erly stenosed  nostril  is  at  once  established  and  the  satisfactory  effect 
to  the  patient  as  well  as  to  the  surgeon  is  immediately  in  evidence. 

Second.  In  the  removal  of  the  splint  for  the  cleansing  process,  a 
few  turns  of  the  key  reduce  the  splint  from  size  b  to  size  a  (see  cut) 
and  the  splint  may  be  removed  from  the  nose  and  subsequently  re- 
placed without  the  accompaniment  of  the  pain  usually  present  when 
this  manoeuvre  is  attempted  with  the  splint  in  general  use. 

Third.  The  distal  and  the  proximal  end  of  the  splint  dilate 
equally.  This  feature  is  of  the  utmost  importance,  especially  when 
the  deflection  is  situated  somewhat  posteriorly. 

Fourth.  Drainage  being  good,  irrigation  when  the  splint  is  in 
position  can  be  successfully  carried  out.  It  is,  of  course,  necessary 
to  take  proper  precaution  that  the  patient's  head  is  well  forward  and 
to  instruct  him  against  swallowing  while  the  medicament  is  admin- 
istered with  a  moderate  velocity.  There  is  no  need  of  the  daily  re- 
moval of  the  splint,  but  leave  it  in  position  for  five  days,  then 
remove  it  and  replace  it  again  for  a  like  period.  At  the  end  of 
ten  days  it  may  be  entirely  removed.  If,  on  its  first  introduction, 
too  much  or  too  little  dilatation  has  been  eft'ected,  a  few  turns  of  the 
key  will  readily  produce  the  amount  desired. 
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The  Mastoid  Operation  in  Chronic  Suppurative  Otitis  Media — 

H.  Bert  Ellis,  Los  Angeles — Calif.  State  Jour.  Med.    Nov.,  1902. 

After  giving  a  well-chosen  and  extensive  series  of  quotations  from 
leading  American  and  foreign  authorities,  both  conservatives  and 
radicals,  as  to  the  indications  for  and  against  the  conservative  treat- 
ment of  the  otitis,  and  its  radical  cure  by  radical  operation,  Ellis 
draws  attention  to  the  view  of  MacEwan  as  to  how  we  may  deter- 
mine the  existence  of  antral  disease  in  a  case  without  significant 
symptoms. 

The  question  cannot  be  answered  definitely,  there  .being  no  fixed 
rules  by  which  to  ascertain  such  extension  in  quiescent  cases,  and  an 
opinion  must  be  accumulated  by  composite  observation,  which  is 
nevertheless  reasonably  trustworthy.  Aural  discharge,  especially  if 
persistently  foul  and  profuse,  continuing  in  spite  of  proper  local 
treatment  for  a  period  say  of  three  months,  is  a  decidedly  suspicious 
condition,  particularly  when  accompanied  by  recurrent  and  exuberent 
granulations  and  necrosis. 

Especially  is  this  true  if  the  membranal  opening  has  been  in  Shrap- 
nell's  membrane,  or  in  the  posterior  superior  quadrant  of  the  main 
membrane,  and  if  carious  bone  can  be  located  in  the  upper  and  pos- 
terior wall  of  the  tympanic  cavity,  or  if  the  upper  and  posterior 
walls  of  the  deep  meatus  are  red,  bulging  or  sensitive.  These  ob- 
servations are  much  strengthened  if  the  discharge  is  cheesy  or  flakey 
or  contains  the  streptoccocus,  influenza  or  tubercle  bacilli,  and  if  the 
tympanum  has  been  cleared  by  curettage.  A  case  presenting  such  a 
picture,  or  even  a  reasonable  portion  of  it,  even  if  absolutely  unac- 
companied by  mastoid  or  other  significant  symptoms,  would  cer- 
tainly lead  most  progressive  surgeons  to  unhesitatingly  advise  an 
ossiculectomy  or  radical  operation. 

Ellis  further  quotes  Herman  Schwartze  and  Charles  N.  Richard- 
son as  to  the  great  uncertainty  and  difficulty  of  diagnosing  cranial 
abscesses  of  otogenic  origin,  and  the  imperative  duty  of  reporting, 
not  only  our  successes,  but  our  failures  in  this  class  of  cases.  Ac- 
cordingly Ellis  concludes  his  very  instructive  paper  by  reporting  his 
own  four  unsuccessful  cases  of  cranial  disease  of  aural  origin,  fully 
illustrating  the  difficulties  of  correct  diagnosis  and  pathology. 

Eaton. 
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SOME    CRITICAL   AND    DESULTORY  REMARKS  ON  RECENT 
LARYNGOLOQICAL   AND   RHINOLOGICAL  LITERATURE. 

BY    JONATHAN    WRIGHT,    M.D.,   NEW    YORK      CITY. 

(Fifteenth  Paper — Second  Series.) 

It  is  impossible  to  ignore  the  fact  that  mahgnant  disease  is  on  the 
increase  and  there  is  every  evidence  to  warrant  the  conclusion  that 
this  is  not  only  an  apparent  increase,  but  a  real  one,  i.  c,  it  is  not 
alone  dependent  upon  the  increase  of  the  average  of  longevity  so  that 
years  of  increased  predisposition  to  cancer  are  now  included  in  the 
average  span  of  life.  Individual  experiences  and  impressions  are 
only  moderately  less  reliable  than  statistics,  and  I  think  these,  too, 
testify  to  the  results  of  statistical  investigation  which  shows  the  in- 
crease of  malignant  disease.  So  far  as  I  have  seen  there  is  not  suf- 
ficient indication  in  the  statistics  to  allow  us  to  form  any  idea  as  to 
the  relative  increase  of  the  different  forms  of  cancer  or  of  the  relative 
incidence  of  cancer  in  the  different  regions  of  the  body.  So  far  as 
my  own  personal  experience  is  concerned  I  have  received  the  im- 
pression that  all  forms  of  sarcoma  excepting  the  small  round-celled 
and  all  forms  of  carcinoma,  especially  the  glandular  type,  have  been 
met  with  more  frequently  in  the  nose  and  throat  during  the  last  five 
years  than  formerly. 

In  Cordes'  {Berl.  Klin.  IVoch.  No.  8,  1903)  report  of  a  case  of 
adeno-carcinoma  of  the  nose,  I  am  surprised  to  find  that  in  what  he 
seems  to  think  is  an  exhaustive  search  of  the  literature  he  has  found 
a  record  of  only  seven  cases  besides  his  own.     On  referring  to  the 
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index  of  my  pathological  specimens  of  the  nose  and  throat,  I  find 
that  I  have  examined  microscopically  that  many  myself,  from  the 
nose.  Some  of  those  have  been  reported  by  others.  It  might  be  in- 
structive if  extensive  observations  were  made  on  these  points,  viz. : 
the  relative  increase  of  the  different  forms  of  cancer,  and  the  relative 
increase  in  the  different  regions.  As  to  the  forms  of  cancer,  such  an 
investigation  would  necessarily  be  attended  by  many  difficulties,  since 
records  both  hospital  and  private  are  very  defective  and  very  mis- 
leading as  to  histological  forms.  More  valuable  information  could 
probably  be  obtained  from  laboratory  records  and  it  would  be  well 
worth  the  trouble  to  compare  those  of  the  last  five  years  with  those  of 
a  similar  preceding  period.  There  is  another  point  upon  which  new 
light  is  needed.  The  textbooks  of  pathology  in  a  general  way  sup- 
ply the  information,  but  from  recent  experiences  it  would  be  of 
much  value  to  have  more  authentic  and  definite  information  as  to  the 
relative  malignancy  of  the  different  forms  of  cancer. 

But  as  yet  these  promising  fields  await  cultivation  and  recent  laryn- 
gological  literature  for  the  most  part  deals  only  with  the  time-worn 
and  well-exploited  themes  of  malignant  disease. 

Of  these  there  are  none  more  important  than  the  question  of  diag- 
nosis in  incipient  cases.  In  spite  of  the  confidence  expressed  by  Dr. 
John  N.  McKenzie,  I  think  the  majority  of  observers  of  long  exiperi- 
ence  will  admit  they  frequently  encounter  cases,  which  in  the  early 
stages  present  every  appearance  of  a  benign  growth,  and  which  ulti- 
mately exhibit  a  disastrous  malignancy.  Now  it  is  precisely  this 
stage  of  doubtful  differential  diagnosis  wherein  lies  the  hope  of  a 
successful  issue  to  a  radical  operation.  Given  an  elderly  man  who 
presents  for  the  first  time  a  laryngeal  neoplasm,  I  care  not  how  be- 
nign may  be  the  appearance  or  how  confident  the  diagnostician  may 
be  as  to  the  benign  character  of  its  structure  from  a  laryngoscopic  ex- 
amination that  man's  physician  takes  upon  his  shoulders  a  fearful  re- 
sponsibility, who  waits  for  the  development  of  evidences  of  malig- 
nancy before  he  proceeds  to  extirpate  the  growth  and  examine  it 
microscopically.  I  believe  he  has  only  one  justification  ;  he  may  not 
believe  in  radical  operative  procedures  in  malignant  laryngeal  dis- 
ease at  all. 

The  plea  of  danger  of  starting  up  an  increased  malignancy  I  do 
not  believe  is  well  taken.  Extirpation  may  unmask  a  pre-existing 
malignancy,  but  I  consider  it  extremely  doubtful  if  it  hastens  the 
end  or  jeopardizes  in  any  way  the  patient's  chances.  The  jeopardy 
of  the  patient's  chances  by  this,  I  can  not  for  a  moment  compare  to 
that  which  may  ensue  by  a  delay  of  a  few  weeks  or  a  few  months 
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until  the  deep  infiltration  immobilizes  the  cord  or  a  beginning  ulcera- 
tion indicates  the  breaking  down  of  the  vicious  epithelium,  or  a  cervi- 
cal gland  swells,  indicating  at  least  a  profound,  deep-seated  inflam- 
mation within  the  larynx,  or  still  worse,  a  beginning  metastasis. 
When  a  skilled  diagnostician  says  on  inspection  that  a  growth  is 
benign,  it  usually  is  so ;  but,  as  I  said  above,  not  always.  If  benign, 
no  harm  will  come  from  placing  a  piece  of  it  under  the  microscope. 
The  idea  of  converting  a  benign  into  a  malign  growth  by  intra-oper- 
ative  procedure  is  moonshine.  If  malignancy  exists  and  the  micro- 
scope can  show  it,  the  patient  is  given  a  chance  to  choose  the  course 
to  be  taken  at  a  period  when  there  is  a  hope  which  may  be  much 
less,  a  month  hence. 

I  am  much  readier  to  admit  a  doubt  as  to  the  justification  for  a 
radical  operation  at  all  than  I, am  as  to  the  soundness  of  the  view 
just  expressed.  I  have  elsewhere  left  no  doubt  as  to  my  disinclina- 
tion to  set  up  the  microscope  as  the  court  of  last  resort,  but  next  to 
the  laryngoscope  the  microscope  is  our  most  valuable  diagnostic  in- 
strument in  laryngeal  cancer,  and  where  we  know  the  laryngoscope 
frequently  fails,  it  is  in  the  highest  degree  censurable,  to  neglect  any 
aid  the  microscope  can  give  us. 

An  opportunity  for  some  further  remarks  on  the  incipiency  of  la- 
ryngeal cancer  is  furnished  by  the  paper  of  Von  Hinsberg  (Archiv. 
fur  LaryngoL  B-d  XIII — hft  3).  He  reports  the  case  of  a  man  75 
years  old  in  whom  a  pedunculated  laryngeal  tumor,  having  existed 
six  months  and  having  been  then  extirpated,  recurred  in  a  few 
months.  Repeated  removals  were  as  often  followed  by  recurrences 
which  finally  resulted  in  the  typical  clinical  manifestations  of  laryn- 
geal cancer.  At  this  point  the  man  disappeared  from  view,  two 
years  having  elapsed  since  he  was  first  seen.  No  more  typical  pic- 
ture, of  course,  of  laryngeal  cancer  could  be  given  than  in  the  story 
the  author  tells,  though  it  would  be  unfair  for  the  critic  to  pretend  to 
attach  the  same  value  to  his  own  inferences  as  the  actual  observer 
has  a  right  to  expect  for  his  opinion.  He  insists  as  the  result  of  a 
microscopical  examination  of  all  the  pieces  removed,  that  he  had  clear 
evidence  of  the  first  tumor  being  of  a  benign  nature.  He  very  con- 
scientiously gives  a  detailed  description  of  the  structure  of  the  pri- 
mary growth,  which,  however,  does  not  carry  entire  conviction  of 
its  being  benign  to  my  mind.  'This  doubt  would  perhaps  not  give 
rise  to  remark,  were  it  not  for  the  reproductions  of  drawings  made 
of  the  microscopical  appearances  of  the  recurrences.  From  these  it 
seems  to  me  extremely  improbable  that  the  primary  growth  itself  was 
free  from  suspicion  of   malignancy   on    microscopical    examination. 
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The  picture  of  the  first  recurrence  if  it  does  not  present  convincing 
proof  of  malignancy,  certainly  furnishes  good  cause  for  the  probable 
assumption  of  it.  I  regard  it  as  of  very  little  consequence  that  the 
apparently  detached  islands  of  epithelium  could  be  traced  back  in 
serial  sections  to  a  connection  with  the  surface  epithelium.  Entirely 
too  much  stress  has  been  laid  on  this  point  in  histological  diagnosis. 
It  is  true  it  is  quite  difficult  to  describe  by  words  on  paper  the  appear- 
ances which  induce  the  experienced  microscopist  to  m,ake  the  tenta- 
tive diagnosis  of  malignancy  when  there  are  no  detached  islands,  but 
simply  peninsulse  of  epithelium  in  the  sections.  But  it  is  none  the 
less  true  that  there  is  something  in  the  filmy  appearance  of  vagrant 
epithelial  digitations  and  scallops,  even  when  joined  to  the  surface 
epithelium,  which  renders  the  experienced  observer  scarcely  less  con- 
fident of  a  lurking  malignancy,  despite  the  absence  of  epithelial 
whorls  and  hyaline  nests  and  detached  islands  of  epithelium.  These 
latter  are  very  ominous,  it  is  true,  and  yet  I  have  seen  them  more 
than  once,  but  once  very  conclusively  in  a  case  of  exaggerated  leu- 
koplakia, where  the  subsequent  history  entirely  confirmed  my  nega- 
tion of  malignancy.  The  sharply  defined  line  between  stroma  and 
epithelium  when  everywhere  present  rarely  goes  with  malignancy 
whatever  the  gyrations  of  the  epithelial  hyperplasia,  but  on  the  other 
hand  its  absence  has  little  significance,  as  in  various  excessive  hyper- 
plasias of  the  epithelium  the  cells  drip  off  irregularly  into  the  lymph 
spaces  without  appearing  to  multiply,  or  showing  only  a  feeble  tend- 
ency to  do  so.  In  other  words  there  is  an  histological  sense  as  well 
as  a  clinical  sense  which  defies  definition  and  is  no  less  valuable.  In 
the  report  of  Hinsberg's  case  the  author  is  at  pains  to  disclaim  his 
belief  that  it  was  an  instance  of  the  metamorphosis  of  a  benign  into  a 
malign  growth,  but  he  exhibits  a  much  more  dangerous  heresy  in 
his  intimation  that  the  intra-laryngeal  procedures  for  its  removal  in- 
duced the  appearance  of  a  malignant  growth. 

One  may  remark  in  passing  that  this  seems  a  pretty  fine  spun 
shade  of  difference.  Usually  in  instances  of  such  reports  in  laryn- 
gological  literature  we  have  a  subjective  clinical  record  of  the  first 
appearance  of  the  patient  who  presents  every  aspect  of  a  benign 
growth,  and  the  skepticism  aroused  by  the  report  of  the  transforma- 
tion phenomenon  is  due  to  the  absence  of  a  proper  histological  exam- 
ination of  the  first  tumor.  Here,  however,  though  the  author  fails 
to  picture  the  appearances  as  he  did  in  some  of  the  recurrences,  he 
gives  a  description  of  the  histological  appearances  which  may  in- 
deed, I  admit,  apply  to  a  benign  growth,  but  it  may  also,  and  of  this 
I  think  there  are  indications  in  his  description,  apply  to  a  malign 
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growth.  As  for  the  picture  of  the  recurrences,  they  show  evidences 
enough  of  maHgnancy,  though  he  beheved  the  first  recurrence  was 
also  benign.  For  the  sake  of  bringing  out  a  point  which  deserves 
it,  let  us  admit  that  the  primary  growth  was  a  simple  benign  pedun- 
culated polyp.  The  author  admits  this  growth  did  not  turn  into  a 
malign  one.  Naturally  it  couldn't.  It  was  removed.  He  claims 
that  as  the  result  of  the  irritation  of  the  cndo-largyngeal  operation 
for  that  purpose,  evidences  of  malignant  infiltration  of  the  larynx 
appeared  in  the  neighborhood  of  the  base  of  the  original  growth.  It 
is  true  that  the  author  rather  falters  in  his  heresy  and  is  somewhat 
equivocal  in  his  statements  of  belief,  but  at  least  he  advances  an 
h}'pothesis  which  I  supposed  the  statistics  of  Semon  had  demolished 
fifteen  years  ago.  Let  these  be  studied  for  the  answer  to  this  idea ; 
they  are  comprehensive  enough ;  and  let  us  see  if  there  is  not  another 
possible  explanation  of  the  phenomenon.  Around  tubercular  and 
syphillitic  lesions  of  the  larynx  and  elsewhere,  especially  around 
ulcers,  there  is  frequently,  as  is  well  known,  the  development  of  vege- 
tations and  epithelial  proliferations,  both  on  the  surface  and  beneath 
it.  CEdematous  polypi  are  only  less  rarely  seen  under  the  same  cir- 
cumstances. These  growths  we  recognize  as  the  product  of  the  irri- 
tation of  the  deeper-seated  specific  lesion.  An  histological  examina- 
tion of  them  when  superficially  removed  by  forceps,  very  frequently 
fails  to  reveal  any  specific  histological  structure,  and  but  for  other 
manifestations  they  would  be  regarded  as  benign  growths.  The 
same  may  occasionally  be  noted  on  the  surface  of  the  mucosa  around 
an  old  cancerous  ulcer.  J  know  no  reason  why  this  should  not  oc- 
casionally occur,  and  I  believe  it  often  does  occur  as  the  result  of  a 
subepithelial  disturbance  of  nutrition  brought  about  bv  malignant 
proliferation  of  epithelium  into  the  stroma.  I  can  not  help  drawing 
the  inference  that  this  is  in  reality  the  explanation  of  many  cases  of 
supposed  transformation  of  benign  into  malignant  structure. 

As  a  matter  of  fact,  until  the  histologist  has  inspected  every  vestige 
of  aberrant  epithelium  around  the  growth,  he  is  in  no  position  to 
assert  the  absence  of  malignancy.  Xow  it  is  unfortunately  the  case 
that  the  histologist,  when  such  apparently  benign  growths  of  the 
larynx  are  submitted  to  him,  almost  never  has  .the  chance  properly  to 
examine  the  base  from  which  the  growth  sprang.  The  endolaryn- 
geal  forceps  does  not  remove  that.  All  he  can  do  is  to  assert  that  no 
evidence  of  malignancy  is  present  in  the  tissue  removed.  He  may 
venture  also  to  assert  the  probability  that  from 'the  appearance  of  the 
parts  submitted  to  him  the  base  from  which  it  sprang  is  also  devoid 
of  malignancy. 
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When,  as  the  result  of  a  wide  excision  of  the  breast,  the  histologist 
makes  his  sections  through  the  sound  as  well  as  the  diseased  tissue 
and  is  able  to  say  that  he  sees  only  benign  proliferation,  that  is  quite 
a  different  matter. 

The  fact  that  this  growth  of  V.  Hinsberg's  was  at  first  pedunculated 
is  of  considerable  value  in  the  differential  diagnosis,  but  it  is  not 
conclusive  of  benignancy  and  with  the  remarks  I  have  made  above, 
is  easily  susceptible  of  explanation.  I  have  dwelt  at  some  length  on 
the  report  of  this  case  because  I  believe  it  important  in  view  of  the 
author's  statement  of  belief  that  his  intra-laryngeal  operations  had 
something  to  do  with  causing  the  incidence  of  cancer.  This  was 
what  stimulated  Semon  to  the  collection  of  statistics,  which  laid  a 
laryngological  spectre.  If  this  ghoul  is  again  to  haunt  our  con- 
sciences we  might  as  well  lock  up  our  laryngeal  instruments. 

No  one  at  present,  so  far  as  I  am  aware,  questions  the  possibility  of 
a  benign  growth  assuming  a  malignant  character.  There  is  nothing 
in  any  theory  against,  but  much  in  nearly  all  theories  of  pathogenesis 
in  favor  of  it,  but  when  we  come  down  to  the  actual  occurrence,  the 
phenomenon  has  not  been  observed,  or  if  actually  observed,  the  re- 
ports of  it  have  never  been  satisfactorily  free  from  reasonable  critic- 
ism. To  this  there  is  possibly  an  exception  in  the  case  of  a  gastric 
ulcer  of  the  stomach  finally  becoming  a  malignant  adenoma.  I  am 
disposed  to  think  that  a  benign  adenoma  of  the  nose  may  finally  be- 
come malignant,  but  I  am  in  possession  of  no  positive  proof  of  its 
occurrence,  though  I  have  followed  at  least  one  case  microscopically 
for  twelve  years.  (A^.  Y.  Medical  Journal,  Nov.  13,  1897.)  Dr. 
Hinkel,  in  whose  service  it  occurred,  informs  me  in  a  recent  letter 
that  the  adenomatous  condition  of  the  mucosa  has  finally  ceased  to 
recur  after  a  thorough  eradication. 

While  there  is  perhaps  room  for  considerable  dift'erence  of  opinion 
as  to  the  character  of  the  case  in  the  German  "Archiv.,"  there  is  no 
histological  excuse  for  the  report  of  a  so-called  degeneration  case  in 
the  Italian  "Archivlo.  di  Laryngologia"  (Fasc.  2,  1903).  Tanturri 
relates  the  history  of  a  case  as  an  instance  of  the  malignant  degen- 
eration of  an  cedematous  nasal  polyp.  Now  usually,  as  I  have  re- 
marked, it  is  the  first  part  of  the  history  of  such  a  case  which  is  open 
to  criticism,  owing  to  the  absence  of  the  proper  examination  of  the 
primary  growth,  but  here  the  patient  recovered  as  usual  after  the 
removal  of  polypi,  ar^d  the  author  congratulates  himself  on  having 
saved  him  from  the  horrors  of  nasal  cancer  by  an  operation  in  time. 
Of  course  the  ideal  time  to  operate  on  a  patient  is  before  he  has  can- 
cer, but  it  has  the  disadvantage  of  always  giving  rise  to  some  doubt 
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as  to  whether  he  would  ever  have  had  it.  From  the  description  and 
iUustrations  in  Tanturri's  case,  it  is  at  once  evident  to  the  experienced 
observer  that  the  author  has  mistaken  the  proHferation  and  meta- 
plasia of  the  surface  epithelium  which  one  often  sees  in  oedematous 
nasal  polypi  for  a  beginning  malignant  transformation.  Disregard- 
ing for  a  moment  the  difference  in  the  interpretation  of  histological 
appearances  between  the  author  and  the  critic,  a  more  conclusive 
refutation  of  the  case  as  an  instance  of  transformation  may  be  found 
in  the  character  of  the  morbid  tissue.  If  this  growth  was  becoming 
malignant,  evidently  it  was  becoming  a  squamous-celled  epithelioma. 
While  a  doubtful  case  of  columnar-celled  epithelioma  of  the  nasal 
chambers  has  once  come  under  my  observation,  I  have  never  seen 
the  squamous-celled  variety.  It  is  practically  always  an  adeno-carci- 
noma.  I  think  the  assertion  can  safely  be  made  that  a  squamous- 
celled  epithelioma  originating  in  the  nasal  chambers  (not  the  annexa) 
is  of  the  very  greatest  rarity.  In  making  histological  examinations 
of  intra-nasal  growths,  sight  should  never  be  lost  of  the  fact  that 
these  neoplasms  in  the  nose,  when  excessive  in  size,  grow  under 
bony  pressure  at  their  surface  as  well  as  beneath.  This  in  many 
cases  modifies  their  internal  structure.  I  have  several  times  seen 
such  modifications  lead  to  the  erroneous  histological  diagnosis,  both 
of  carcinoma  and  sarcoma.  This  is  especially  true  of  the  accessory 
sinuses,  but  it  is  only  less  so  of  the  nasal  chambers  themselves.  An- 
other source  of  error,  though  less  often  misleading  (and  I  believe 
Tanturri's  case  is  one  of  these)  is  the  proliferation  and  metaplasia 
of  the  surface  epithelium,  due  to  the  attrition  of  the  polypi,  hanging 
in  the  respiratory  air  current,  against  the  bony  intra-nasal  walls. 
No  doubt  the  ichorous  secretions  of  the  accessory  sinuses,  often  puru- 
lent in  these  cases,  is  frequently  an  important  factor  in  this  change. 
At  any  rate  the  meta-  and  hyperplasia  is  not  infrequent,  and  is  by  no 
means  the  beginning  of  a  squamous-celled  epithelioma. 

After  what  I  have  said  a  criticism  of  Fraenkel's  excellent  paper 
(Archiv  fur  LaryngoL  Bd.  13,  hft.  I.)  would  perhaps  be  a  repetition, 
but  it  is  well  at  least  to  refer  to  it  here. 

In  an  interesting  disquisition  on  the  relationship  between  Carci- 
noma and  Pachydermia  Laryngis,  he  reiterates  his  assertion  as  io 
the  great  diagnostic  value  of  the  proliferation  of  atypical  epithelium. 
Kuttner  had  many  years  ago  pointed  out  the  fallacy  of  this  asser- 
tion and  Fraenkel  has  so  far  modified  his  original  position  as  to  de- 
clare that  atypical  proliferation  in  other  than  malignant  growths  of 
the  larynx  is  very  uncommon.  By  atypical  proliferation  I  presume 
he  means  that  in  which  the  cells  depart  markedly  from  the  normal 


664  WRIGHT  :     CRITICAL    REVIEW. 

and  their  form  of  growth  markedly  from  the  symmetrical  hyper- 
plasia of  the  epithelium.  While,  as  I  have  urged  above,  the  exag- 
geration of  these  characteristics  makes  one  suspect  a  malignant  pro- 
cess, I  have  seen  them  marked  in  too  many  cases  of  chronic  inflam- 
mation of  various  origins,  tuberculosis,  syphilis,  simple  diffuse 
pachydermia,  vocal  nodules,  etc.,  to  place  an  absolute  reliance  on  the 
phenomenon  in  making  a  differential  diagnosis.  Any  proliferative 
process,  malignant  or  otherwise,  if  it  has  gone  far  enough  and  is  old 
enough,  may  show  this.  So  far  as  a  positive  diagnosis  is  concerned 
we  must  look  for  isolated  epithelial  nests  in  process  of  proliferation, 
or  epithelial  perls.  The  clinical  history  and  the  unsymmetrical 
karyokinesis  of  the  cells  are  adjuvants,  which  must  be  appealed  to  in 
every  case  of  doubtful  origin.  As  to  unequal  karyokinesis,  a  certain 
amount  of  this  is  sometimes  present  in  other  hyperplasias  of  the 
epithelium  than  malignant,  and  when  it  is  very  marked  other  malig- 
nant characteristics  are  usually  so  far  advanced  as  to  leave  little 
doubt  of  the  diagnosis.  The  same  may  be  said  of  the  so-called  Plim- 
mers  bodies. 

When  the  clinical  history  supports  the  idea  of  malignancy  as  in 
V.  Hinsberg's  case,  much  greater  significance  is  to  be  attached  to 
these  phenomena.  In  arriving  at  a  diagnosis  in  doubtful  cases  the 
clinical  history  and  the  laryngoscopic  appearances  can  not  be  sep- 
arated from  the  minute  anatomy  of  the  growth.  Either  may  be  in- 
sufficient for  a  diagnosis,  but  the  three  combined  may  render  the 
diagnosis  little  less  than  certain. 

In  the  beautiful  plates  which  accompany  Fraenkel's  article,  made 
as  they  are  from  selected  sections  of  the  growth  removed  in  its  en- 
tirety, it  is  comparatively  easy  to  arrive  at  a  tolerably  accurate  opin- 
ion as  to  the  kind  of  epithelial  proliferation  with  which  one  had  to 
deal.  Entirely  different  is  the  problem  which  is  usually  presented  to 
the  microscopist  for  a  differential  diagnosis.  A  small  shred  of  tissue 
removed  by  laryngeal  forceps  contains  a  lot  of  epithelial  cells  usually 
buried  or  surrounded  by  granulation  tissue  and  often  mashed  into 
fantastic  shapes  by  the  action  of  the  forceps  themselves.  If  the 
operator  is  accustomed  to  accept  the  announcement  of  disordered 
proliferation  of  the  epithelium  as  sufficient  evidence  of  malignancy, 
one  can  readily  understand  the  brilliant  results  attained  by  endo- 
laryngeal  operation  for  incipient  cancer. 

Fraenkel,  however,  advances  evidence  that  even  the  presence  of 
perls  in  the  epithelial  hyperplasia  i.s  not  diagnostic  of  cancer  with 
certainty.  As  to  this  I  must  bow  to  his  superior  experience.  I  know 
no  reason  why  they  should  not  occur  in  other  epithelial  tissue,  and  I 
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have  seen  something  very  Hke  them  in  the  diseased  tonsillar  epithel- 
ium, but  as  a  matter  of  fact  it  has  been  my  experience  that  when 
these  are  present  the  diagnosis  is  all  but  assured.  Nevertheless  I  am 
quite  ready  to  join  in  his  declaration  that  as  to  any  single  charac- 
teristic there  is  nothing  of  such  pathognomonic  significance  that  on 
beholding  it  we  are  warranted  in  saying  "this  is  cancer." 

Very  little  has  been  published  in  the  last  year  or  two  which  ma- 
terially advances  our  knowledge  of  the  technique  of  operation  for 
laryngeal  cancer,  either  as  to  endo-laryngeal  or  extra-laryngeal  meth- 
ods. Killian  (Archk:  fur  Laryiig.  Bd.  XII,  hft.  3.)  reports  a  case  of 
a  tracheal  tumor,  which  he  calls  sarcoma,  cured  by  direct  or  Kirstein 
tracheoscopic  manipulations.  It  is  singular  that  sarcoma  is  relative- 
ly so  much  more  common  below  the  larynx  than  in  it.  Carcinoma  is 
by  far  the  most  frequent  of  the  forms  of  supra-glottic  malignant 
growths.  In  some  statistics  I  collected  several  years  ago,  tracheal 
cancer,  while  exceedingly  rare,  was  made  up  of  ten  cases  of  primary 
carcinoma  and  seven  of  sarcoma,  the  latter  growth,  according  to  Kil- 
lian, having  now  been  reported  thirteen  times."^  His  own  case  was 
said  to  have  been  one  of  the  large-celled  variety.  ,  I  desire  to  note 
here  an  incidental  remark  of  Killian  upon  which  too  much  stress 
can  not  be  laid,  as  it  enters  into  the  consideration  of  the  justification 
of  operation  in  these  cases.  It  bears  upon  the  efficacy  of  incomplete 
eradication  in  certain  cases  of  sarcoma.  While  the  microscopical 
diagnosis  seemed  to  be  warranted,  Killian  judged  his  was  one  of 
those,  growths  we  not  infrequently  see  in  the  upper  air  passages, 
which,  while  having  apparently  the  structure  usually  denominated 
as  sarcomatous,  runs  a  benign  post-operative  course.  The  result 
proved  the  accuracy  of  the  author's  clinical  sense  and  the  growth 
did  not  recur  after  the  necessarily  uncertain  extirpation  by  endo- 
tracheal procedure.  We  must  keep  such  cases  in  view,  and  they  are 
numerous,  when  we  are  called  on  to  form  an  opinion  of  the  efficacy 
of  the  various  vaunted  methods  of  cancer  therapy.  The  toxins,  liga- 
tion of  nutrient  vessels,  radio-therapy,  all  find  their  triumphs  in  the 
sarcomata,  and  their  optimistic  advocates  reserve  judgment  as  to  the 
cure  of  carcinoma.  Such  judgments  are  usually  never  subsequently 
given  to  the  public,  who  are,  however,  privileged  to  draw  their  own 
conclusions. 

Apropos  of  this  instance  of  successful  intratracheal  operation  by 
means  of  the  Kirstein  method  it  may  be  well  to  draw  attention  to 
the  remarkable  results  claimed  for  this  species  of  legerdemain  in  the 


*  On   referring  to  Moritz   Schmidt's  work,  Die  Krankheiten  der  oberen  Lufticege,  I  find  he 
says  he  has  observed  75  cases  of  laryngeal  carcinoma,  and  only  3  of  sarcoma. 
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way  of  the  removal  of  foreign  bodies.  The  method  may  possibly 
again,  as  with  Killian,  find  its  use  in  the  extirpation  of  even  a  sub- 
glottic malignant  growth,  and  hence  its  consideration  is  not  out  of 
place  in  a  study  of  the  literature  of  laryngeal  cancer.  Dr.  O.  Wild 
(Archiv.  fur.  Laryng.  Bd.  12,  hft.  2.)  reports  from  Killian's  clinic 
two  cases  of  foreign  bodies  in  the  bronchi  successfully  removed  by 
the  aid  of  bronchoscopy  tlirough  the  mouth.  One  of  the  cases,  certain- 
ly a  most  remarkable  instance,  was  a  child  of  six  years,  and  the  man- 
ceuver  was  carried  out  under  chloroform  narcosis.  It  is  hardly  worth 
while  to  give  a  summary  of  these  cases  here.  Suffice  it  to  say  that  the 
successful  performance  of  such  a  difficult  feat  seems  to  the  inexperi- 
enced laryngologist  little  short  of  the  miraculous.  The  illumination  of 
the  bronchi  from  the  mouth  sufficiently  to  detect  a  foreign  body  (a 
bean)  in  one  of  them,  in  an  anaesthetised  child  of  six  would  seem  of 
itself  remarkable  enough,  but  to  insert,  down  the  narrow,  slimy  tube, 
a  pair  of  forceps  and  grasp  under  the  control  of  vision  a  body  partial- 
ly enclosed  by  a  ring  of  swollen  mucosa  above  it  almost  surpasses  be- 
lief. Nevertheless  we  must  accept  this  as  occasionally  a  feasible 
procedure,  it  having  been  demonstrated  as  such  by  Killian,  Schroetter 
and  others.  Certainly  this  is  a  triumph  of  skill  in  modern  laryn- 
gology of  which  the  operators  may  well  be  proud.  But  such  things, 
while  exciting  our  wonder  and  admiration,  are  very  apt  to  prove  of 
little  practical  value.  The  necessary  instruments  are  of  complicated 
and  expensive  construction.  The  cases  in  which  they  can  be  used 
are  of  very  great  rarity.  The  instruments  rust  in  the  operator's  case, 
the  operator's  hands  have  become  unskilled  and  his  interest  has 
waned.  Finally,  the  case  presents  itself  and  immediate  intervention 
is  necessary.  There  is  no  time  to  tinker  a  capricious  electric  lamp 
and  a  rusty  tube,  nor  even  to  send  the  patient  to  Vienna.  The  sur- 
geon's knife  is  ever  ready  and  a  low  tracheotomy  for  the  insertion 
of  the  forceps  will  continue  to  be  the  procedure  resorted  to  in  such 
cases. 

Of  more  practical  value  is  the  paper  of  Moure  (Rev.  Hehd.  dc 
Laryng.  Etc.,  No.  6,  1902).  He  returns  to  the  subject  of  the  suture 
of  the  air  passages  immediately  after  operation,  dispensing  with  a 
tracheotomy  tube  altogether.  He  relates  a  number  of  cases  in  which 
the  larynx  or  trachea  was  closed  at  once  after  the  removal  of  foreign 
bodies,  or  in  which  the  tracheotomy  tube  was  not  used.  The  results 
in  these  cases  were  excellent.  It  is  singular  that  this  has  not  been 
the  routine  practice.  As  for  the  immediate  suture  of  the  airway 
after  removal  of  an  intra-laryngeal  growth,  this  procedure  may  bear 
more  mature  consideration,  but  with  an  operator  immediately  at  hand 
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in  case  of  emergency,  it  also  would  seem  a  very  plausible  practice. 
The  laceration  or  cauterization  of  intralaryngeal  tissue  is  pretty  sure 
to  be  followed  by  extensive  inflammatory  reaction  accompanied  by 
more  or  less  narrowing  of  the  air  way.  Moure  speaks  not  only  of 
this,  but  of  a  temporary  immobility  of  the  vocal  cords  in  the  median 
line,  and  yet  where  this  occurred  the  patient  did  not  sufi'er  from  dan- 
gerous dyspnoea.  While  local  sepsis  occasionally  occurred,  the  dan- 
gers of  pulmonary  complications  were  much  lessened.  Emphysema 
of  the  subcutaneous  tissue  of  the  neck  was  present  in  one  or  two  of 
the  cases,  but  it  lead  to  no  serious  results.  One  can  not  help  believ- 
ing that  dispensing  with  the  post-operative  tracheotomy  tube  is  a  dis- 
tinct gain  in  the  technique  of  the  surgical  operations  on  the  air  tube 
by  an  external  incision,  but,  of  course,  and  perhaps  after  all,  this  is 
the  most  important  point  to  remember,  no  liard  and  fast  rule  can  be 
laid  down  applicable  to  all  cases.  IWhen  the  plan  is  followed,  after 
the  extirpation  of  growths  especially,  it  is  scarcely  necessary  to  say 
that  the  greatest  precautions  must  be  taken  for  obtaining  immediate 
relief  should  sudden  oedema  bring  on  the  crisis  demanding  it.  A 
stitch  or  two  only  may  be  taken  at  the  upper  and  lower  angles  of 
the  skin  incision  or  a  deeper  suture  may  be  passed  through  the  sub- 
cutaneous tissue  and  the  cartilage,  care  being  taken  that,  at  the  cen- 
tral point,  the  tissues  only  lie  in  apposition  so  that  air  issuing  from 
the  larynx  or  trachea  may  not  cause  embarrassing  emphysema.  The 
performance  of  intubation,  though  not  mentioned  by  T^Ioure,  might 
obviate  the  necessity  of  tearing  open  a  half-healed  incision  to  relieve 
the  dyspnoea  should  it  supervene. 


RETROPHARYNGEAL  ABSCESS:  REPORT  OF  THREE  CASES.* 

BY   L.    C.    CLINE,   M.   D.,   INDIANAPOLIS,   IND. 

The  subject  of  retropharyngeal  abscess  is  one  of  more  than  ordi- 
nary interest  to  the  laryngologist,  for  the  reason  that  it  may  be,  and 
is,  overlooked  by  the  general  practitioner,  on  account  of  the  rarity 
of  the  disease  and  the  lack  of  expertness  in  examining  the  throats  of 
infants  in  early  childhood. 

The  specialist  is  usually  called  in  at  a  time  when  the  case  has  be- 
come serious  and  something  must  be  done,  it  being  a  disease  of  fatal 
tendency,  manifesting  a  variety  of  clinical  aspects;  involving  as  it 
does  the  adeno-lymp  structures  of  the  oro-  and  the  laryngo-pharynx. 
As  these  structures  mature  early  in  infancy  and  childhood,  it  is  then 
when  they  are  most  likely  to  become  infected  and  break  down,  form- 
ing an  abscess.  These  abscesses  occasionally  occur  in  adults,  and  in 
advanced  age ;  such  cases  are  usually  traceable  to  traumatism,  leutic 
or  tubercular  causes. 

The  lateral  pharyngeal  spaces  are  the  seat  of  several  clusters  of 
lymph  nodes  which  are  intimately  connected  with  the  su^rrounding 
lym[>li  vessels  that  are  in  direct  communication  with  the  nose,  soft 
pal?:te  and  pharynx.  From  the  fact  that  these  abscesses  in  children 
are  nearly  always  associated  with  or  follow  as  a  sequela  of  some  of 
the  nasal  or  facial  inflammations  we  are  justified  in  assuming  that 
they  are  of  bacterial  origin. 

Quoting  from  Shurley's  recent  book,  ''Koplik  has  isolated  four  dis- 
tinct species  of  the  streptococcus  which  he  says  are  the  micro-organ- 
isms present  in  the  pus  of  these  abscesses."  The  following  cases 
have'come  under  my  observation  during  the  last  three  years : 

Case  I.  On  IMarch  14,  1900,  the  writer  w^as  asked  by  Dr.  F.  A. 
Morrison  to  see  in  consultation  the  daughter  of  Mr.  and  Mrs.  W. 
She  was  the  only  child,  age  five  and  one-half  years.  The  doctor  in- 
formed me  that  the  case  had  just  come  into  his  hands  and  the  cliild 
had  been  treated  by  a  homoeopathic  physician  who  had,  after  becom- 
ing alarmed  at  the  symptoms,  abandoned  the  case  to  allow  some 
other  doctor  to  sign  the  death  certificate.  Examination  revealed  an 
extremely  emaciated  condition,  temperature   101°,  neck  was  very 
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much  distended  and  s\vollen  :  greater  on  the  left  side.  The  child 
was  cyanotic:  would  occasionally  have  attacks  of  dyspnoea  and  a 
peculiar  croaking  or  barking  cough ;  neck  appeared  stiff  and  head 
was  inclined  backward.  The  mother  informed  us  that  on  three  or 
four  occasions  during  the  child's  illness  she  had  suffered  prolonged 
attacks  of  strangulation  and  coughing,  at  which  times  she  would 
vomit  large  quantities  of  phlegm  and  purulent  looking  material,  after 
v/hich  she  had  always  appeared  better  for  a  few  days. 

Digital  examination  revealed  a  large  swelling  extending  down 
into  the  laryngo-pharynx  and  up  behind  the  palate  pressing  firm 
against  the  larynx  and  soft  palate.  Examination  caused  a  fit  of 
coughing  and  dyspnoea  that  was  not  encouraging.  It  was  agreed 
tliat  a  free  incision  was  in  order,  which  I  did  by  going  well  down 
and  cutting  up  toward  the  median  line ;  the  head  was  lowered  and  a 
little  counter  pressure  was  made  on  the  sides  of  the  neck,  which 
caused  a  large  quantity  of  pus  to  escape.  The  child  improved  rapidly 
iintil  the  fourth  day,  when  it  began  to  get  worse ;  on  the  fifth  day 
Dr.  [Morrison  was  hastily  summoned  and  found  the  child  almost  at 
the  point  of  death  from  suffocation ;  not  being  able  to  obtain  relief  as 
before,  he  hastily  did  a  tracheotomy  and  saved  the  child  until  further 
drainage  could  be  effected. 

After  five  days  the  tracheotomy  tube  was  removed  and  the  child 
made  a  slow  but  uneventful  recovery.  The  parents-  of  the  child 
were  in  apparent  good  health  with  no  luetic  or  tubercular  history. 
The  child  had  never  had  any  severe  illness  further  than  slight  attacks 
of  tonsillitis  and  a  mild  case  of  what  was  supposed  to  be  grippe  just 
prior  to  the  present  illness. 

Case  2.  In  IMarch,  1902,  I  was  called  to  our  City  Hospital  to  see 
a  man,  age  57  years.  Found  him  sitting  in  a  rocking-chair,  head 
thrown  well  back;  he  had  an  annoying  cough  and  dyspnoea  that 
came  on  in  paroxysms ;  had  swallowed  nothing  but  a  little  liquid 
food  for  several  days.  Neck  was  swollen  and  stiff ;  there  were  sev- 
eral large  nodular  swellings  near  the  angle  of  the  jaw  and  just  above 
the  clavicle ;  examination  revealed  a  large  swelling  involving  the 
entire  posterior  pharyngeal  wall.  The  pressure  against  the  larynx 
was  causing  great  distress  in  breathing  and  a  spasmodic  cough. 

There  was  no  luetic  history  so  far  as  obtained,  but  a  decided  tuber- 
cular tendency  in  the  family  record.  A  long  and  deep  incision  was 
made,  cutting  from  below  upward,  following  the  median  line.  To 
my  surprise  there  was  but  little  discharge,  the  cut  gaping  wide  open 
from  which  oozed  some  pus  and  broken-down  connective  tissue,  a 
considerable  amount  of  which  was  pressed  out  with  the  fingers.     His 
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ability  to  breathe  and  swallow  was  much  improved,  but  he  gradually 
succumbed  to  the  general  infection,  and  suddenly  died  in  the  sitting 
posture  two  weeks  later.  The  infection  had  doubtless  found  its 
way  into  the  mediastinum.  This  case  was  evidently  tubercular  as  re- 
vealed by  the  microscope  and  family  history. 

Case  3.  On  March  11,  1903,  a  boy  two  and  one-half  years  old 
was  brought  to  my  office  by  its  parents  at  the  request  of  the  family, 
physicians,  Dr.  J.  H.  Justice  of  Greenfield,  Ind.,  and  Dr.  F.  A.  Mor- 
rison of  our  city. 

The  child  had  never  had  any  illness  of  consequence  except  a  light 
case  of  measles  at  the  age  of  six  months.  The  present  sickness  be- 
gan four  weeks  prior  when  the  child  was  taken  .with  what  was  sup- 
posed to  be  a  cold  or  influenza  from  which  it  partially  recovered,  a 
croupy  condition  remaining,  which  was  troublesome  at  night.  Dur- 
ing the  last  three  days  the  parents  noticed  that  there  had  developed 
paroxysms  of  a  peculiar  croaking  cough  and  the  neck  appeared  stiff 
and  the  head  was  inclined  backward  during  the  paroxysms.  During 
the  previous  night  it  could  not  sleep  except 'when  it  was  held  in  a 
forward  position. 

Examination  revealed  a  large  swelling  on  the  posterior  wall  of 
the  pharynx,  pushing  the  soft  palate  forward  and  pressing  firm 
against  the  top  of  the  larynx.  .  Abscess  was  diagnosed  at  once ;  a 
free. incision  was  made,  beginning  low  down  and  to  the  left,  cutting 
toward  the  median  line.  The  head  was  immediately  lowered  and  a 
large  amount  of  pus  and  material  simulating  clabbered  milk  was 
pressed  out  with  the  finger.  The  child  made  a  quick  and  uneventful 
recovery.     The  parents  were  both  apparently  vigorous  and  healthy. 

Willoughby  Building. 


CASE    OF    MASTOID   SUPPURATION  ACCOMPANIED  BY 
EPITHELIOMA.* 

BY  CARL  E.   MUNGER,  M.  D._,  WATERBURY,  COXX. 
Asst.  Surgeon  Manhattan  Eye  and  Ear  Hospital,  New  York. 

Mrs.  W.,  aged  38  years,  complained  in  October,  1901,  of  pain  in 
the  head  and  left  ear,  which  was  followed  in  a  few  days  by  discharge 
from  the  left  ear.  Two  months  later  facial  paralysis  ensued.  She 
continued  to  have  discharge  and  considerable  pain,  and  came  under 
my  notice  at  The  Waterbury  Hospital,  June  6,  1902,  wdth  the  history 
of  having  had  practically  no  medical  or  surgical  attention  during  all 
this  time.  The  condition  was  as  follows :  An  opening  in  the  mas- 
toid region  with  exuberant  granulations,  also  an  opening  in  front  of 
the  tragus  with  exuberant  granulations.  There  was  complete  facial 
paralysis  of  the  left  side.  The  patient  was  etherized  and  a  great 
amount  of  necrosis  was  found.  The  whole  posterior  wall  of  the 
canal  was  necrosed  and  there  was  a  most  extensive  necrosis  of  the 
mastoid  process — demanding  a  very  free  operation,  so  much  so  that 
when  apparently  healthy  bone  was  reached  my  finger  placed  in  the 
mastoid  wound  easily  passed  to  the  glenoid  fossa,  and  a  probe  would 
pass  into  the  cranial  cavity.  The  immediate  effect  of  the  operation 
was  that  the  patient  slept  for  nearly  twenty-four  hours  on  account 
of  relief  from  pain,  she  herself  saying  that  it  was  the  first  sleep  that 
she  had  had  for  two  months. 

The  wound  started  to  heal  kindly,  but  after  two  or  three  weeks 
the  old  spouting,  granulating  condition  reappeared.  I  left  at  this  time 
for  my  vacation  and  on  my  return  I  found  the  process  extending,  and 
an  examination  of  tissues  sent  to  Dr.  Harmon  Smith  brought  out 
this  report: 

"The  specimens  of  tissue  sent  me  by  you  were  present  in  the  bot- 
tle, both  having  quite  similar  gross  appearances.  Microscopic  ex- 
amination showed  them  both  to  have  also  the  same  microscopic  struc- 
ture ;  therefore,  one  description  applies  to  them  both. 

"The  greater  bulk  of  the  tissue  is  made  up  of  tongues  of  rapidly 
proliferating  epithelial  cells,  mostly  of  the  squamous  type — these  epi- 
thelial growths  have  no  regularity  of  arrangement,  and  the  cells  com- 
posing them  show  many  irregular  karyokinetic  figures.    The  amount 


*  Read  by  title  at  the  Ninth  Annual  Meeting  of  the  American  Laryngological,  Rhinological  and 
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of  connective  tissue  stroma  in  the  sections  is  very  small,  and  what  is 
present  is  filled  with  an  exudate  of  small  round  cells,  blood  extrava- 
sations and  other  evidences  of  an  intense  inflammatory  process. 


"Epithelial  'cell  nests'  are  abundant,  and  many  of  the  cells  contain 
extraneous  bodies,  such  as  blood  cells,  broken-down  nuclei  and  so  on, 
which  give  rise  to  the  so-called  'cancer  protozoa'  which  are  more 
than  ordinarily  numerous  in  this  specimen. 

"The  specimen  is  an  undoubted  squamous  celled  epithelioma,  of 
rather  a  low  type  of  malignancy  for  this  variety  of  cancer.  Asso- 
ciated with  the  new  growth  is  an  intense  inflammation  which  may 
be  either  secondary,  independent  or  possibly  primary. 

"Although  the  growth  is  of  a  low  type  of  malignancy  for  epithe- 
lioma and  has  probably  been  of  somewhat  slow  development,  it  is 
certain  to  set  up  metastases  if  permitted  to  remain,  and  it  will  recur 
at  its  original  site  unless  thoroughly  removed." 
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The  case  from  this  time  was  progressive,  and  after  a  great  deal  of 
suffering  and  discomfort  the  patient  died  December  17,  1902. 

These  mastoid  and  auricular  epitheliomas  are  evidently  very  rare, 
and,  in  fact,  I  have  been  unable  to  find  a  report  of  an  exactly  similar 
case. 

The  cases  that  I  have  seen  reported  are  briefly  as  follows :  Three 
cases  reported  bv  Leopold  Treitel,  Berlin  Arch,  of  Otol.,  Vol.  XXX, 
No.  3: 


1.  Man  aged  55  years,  had  had  double  otorrhoea  from  childhood. 
The  tympanic  cavity  was  filled  with  granulation  tissue,  which  showed 
malignancy  and  there  was  a  paralysis  of  the  facial  and  deep  recur- 
rent laryngeal  nerves  of  one  side. 

2.  Female,  yy  years.  Otorrhoea  for  17  years;  diagnosis  of  ma- 
lignancy made  in  1891  ;   died  in  1898. 
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3.  Female,  63  years.  Profuse  hemorrhage  from  one  ear.  The 
region  in  front  of  the  tragus  was  thickened.  There  was  facial 
paralysis  and  mastoid  pain,  which  pain  was  not  relieved  by  opera- 
tion. Autopsy  showed  entire  squamous  bone  and  all  of  mastoid,  ex- 
cept posterior,  involved.  Sigmoid  sinus  was  empty  and  collapsed. 
The  internal  carotid  was  occluded  by  coagulum. 

Pooley  reports  a  case  (N.  Y.  Medical  Journal,  1902,  July  26)  in 
which  there  was  a  nodule  on  the  auricle  five  years  previously,  then 
an  ulceration — this  was  an  epithelioma  of  the  auricle  and  auditory 
canal.  In  Delstanche's  case  (Archiv.  fur  Ohrenheilkunde  XV.)  the 
growth  proceeded  from  the  inner  surface  of  the  right  tragus  and  ex- 
tended so  far  that  the  tympanic  cavity  and  Eustachian  tube,  the  pos- 
terior part  of  the  frontal  bone,  the  lining  of  the  sphenoid  bone  and 
the  posterior  wall  of  the  orbit,  were  exposed  and  destroyed.  The 
symptoms  were  facial  paralysis,  amaurosis,  loss  of  taste  and  smell 
and  paralysis  of  right  palatine  muscles.  Haskin  reported  at  the  last 
meeting  of  this  society  a  ''case  of  epithelioma  of  tympanic  cavity  and 
involving  mastoid"  occurring  in  a  woman  42  years  old,  with  a  run- 
ning ear  of  thirty  years'  standing,  following  scarlet  fever. 

Dench  (Medical  Record,  Nov.  i,  1902)  reports  a  case  of  malig- 
nant growth  of  the  middle  ear  involving  the  cranial  cavity.  This 
occurred  in  a  child  eighteen  months  of  age.  The  tumor  was  situated 
in  the  canal  and  was  an  "endothelial  sarcoma  occupying  the  region 
of  the  cortex  lying  over  the  antrum  and  tympanic  bone,  involving 
the  cranial  cavity  and  extending  nearly  to  the  apex  of  the  petrous 
pyramid." 

There  was  a  case  reported  in  a  Russian  journal,  which  I  have  not 
yet  seen. 

All  of  these  cases  differ  very  materially  from  the  one  which  I 
am  reporting,  and  which  seeme_d  worth  reporting  for  the  following 
reasons : 

1.  The  case  started  as  an  ordinary  acute  otitis  media — without  any 
previous  history  of  a  running  ear. 

2.  The  complete  facial  paralysis. 

3.  There  was  no  cancerous  family  history. 
Waterbury,  Conn. 


THE  IMPORT  OF  THE  SALIVARY  AND  NASAL  SECRETIONS 

IN  HAY  FEVER.* 

BY    D.   BR  ADEN  KYLE,  M.    D.,   PHILADELPHIA,  PA. 

It  is  a  fact  long  well  known  that  products  of  secretion  and  excre- 
tion, through  cheniic  analysis,  afford  the  observing  clinician  a  fair 
idea  of  what  process  is  going  on  within  the  body.  That  the  informa- 
tion thus  obtained  may  at  times  be  very  imperfect  is  not,  I  think,  a 
fault  of  the  method,  but  rather  because  of  the  state  of  incomplete- 
ness at  which  we  have  allowed  our  investigations  to  stop.  Thus  dur- 
ing the  eight  years  since  my  attention  was  first  called  to  the  impor- 
tance of  salivary  and  nasal  secretions  in  their  relation  to  health  and 
disease,  I  have  devoted  considerable  time  in  studying  the  chemistry 
of  these  secretions.  When  we  consider  the  limitations  of  our  knowl- 
edge of  normal  saliva,  and  add  to  this  the  altered  chemistry  asso- 
ciated with  pathologic  changes,  we  find  ourselves  in  a  field  of  organic 
chemistry  so  extensive  and  so  barren  of  definite  data  as  to  become 
almost  appalling;  and  w^hile  many  observations  thus  far  have  been 
based  on  theory,  yet  from  an  immense  amount  of  laboratory  work 
and  associated  clinical  phenomena,  sufficient  deductions  have  been 
w^orked  out  to  prove  of  definite  knowledge,  with  consequent  benefit 
to  the  patients  in  many  cases. 

There  is  no  question  that  under  certain  conditions,  for  example, 
when  the  secretions  are  acid  or  alkaline,  that  the  chemic  process  tak- 
ing place  within  the  various  secretory  glands  must  vary  and  the  pro- 
duct of  such  variation  in  these  unknown  quantities  must  be  some- 
what the  same  as  the  variations  we  w^ould  obtain  in  dealing  in  the 
laboratory  with  known  compounds.  In  other  words,  the  body  is 
largely  a  chemic  laboratory,  having  on  hand  a  certain  amount  of 
material  and  having  added  to  it  daily  other  ingredients  through  the 
respiratory  and  alimentary  tracts.  '  Xow,  any  perverted  condition 
from  what  is  known  as  the  normal  chemistry  may  bring  about  a  series 
of  changes  giving  rise  to  chemic  products  which  may  be  harmless 
or  productive  of  disease  processes.  On  no  other  basis  can  we  ex- 
plain the  various  diatheses,  or  the  precipitation  of  certain  materials 


*  Read  before  the  American  Laryngological,  Rhinological  and  Otological  Society,  Lexington,  Ky., 
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in  the  tissues  of  the  body ;  for  example,  why  uric  acid  should  be 
formed  and  precipitated  in  so  many  and  varied  forms  in  certain  in- 
dividuals,, while  others  under  the  same  hygienic  surroundings  are  ab- 
solutely free  from  such  chemic  compounds. 

That  cell  nutrition  depends  upon  the  chemistry  of  its  supply  is 
illustrated  in  disease  processes  associated  with  any  form  of  infection 
or  rise  of  temperature.  This  opens  up  an  enormous  field  for  specu- 
lation and  investigation.  The  amount  of  infection,  the  peculiar 
chemic  change  produced  by  temperature,  the  materials  absorbed  into 
the  body  from  infective  processes,  or  the  auto-infection  from  the  in- 
testinal tract,  would  in  each  condition  produce  its  own  peculiar 
chemic  compound  and  effect  on  the  mucous  membrane.  Yet  I  be- 
lieve a  general  basis  or  standard  can  be  reached,  at  least  sufficiently 
accurate  from  which  to  draw  chemic  and  clinical  deductions. 

Michaels  of  Paris  has  done  excellent  work  in  studying  the  saliva 
from  the  standpoint  of  the  dentist.  (The  literature  on  the  subject  is 
scant.  I  have  been  interested  in  this  subject  for  several  years  and  a 
part  of  my  work  is  incorporated  in  a  paper  read  in  Boston  at  a  meet- 
ing of  the  American  Laryngological  Association  in  1902.)  Before  tak- 
ing up  the  subject  of  The  Import  of  the  Salivary  and  Nasal  Secretions 
in  Hay  Fever  it  is  advisable  to  consider  it  from  a  general  standpoint, 
and  in  so  doing  I  take  the  liberty  of  quoting  from  my  paper  pub- 
lished in  American  Medicine,  (Vol.  lY.,  No.  2,  July  12,  1902,)  on 
The  Chemic  Pathology  of  the  Salivary  and  Pharyngeal  Secretions 
(Sialo-Semeiology) . 

I  reasoned  the  matter  out  as  follows :  It  is  a  well  known  phy- 
siological and  therapeutic  fact  that  certain  drugs  have  a  selective 
action  on  certain  tissues  or  organs  of  the  body,  e.  g.,  belladonna  with 
its  selective  action  on  the  pharyngeal  surface ;  sodium  phosphate 
with  its  selective  action  on  the  liver,  etc.  It  is  also  a  physiological 
fact  that  the  normal  chemistry  of  the  body  controls  the  normal  secre- 
tions from  the  various  secretory  organs ;  that  any  perversion  from 
the  normal,  necessarily  alters  the  character  and  chemistry  of  the 
secretion,  and  that  the  products  of  such  alteration,  act  as  irritants  to 
certain  parts  of  the  body ;  the  difference  between  this  and  drugs  ad- 
ministered is  that  one  is  manufactured  within  the  body,  while  the 
other  is  introduced  from  without. 

I  was  convinced  that  from  the  study  of  the  saliva  we  could  de- 
termine to  a  great  extent  any  variation  in  the  chemistry  of  the  body, 
as  these  various  secreting  glands  receive  from  the  blood  the  supply 
from  which  they  elaborate  certain  chemic  compounds.  If  an  analy- 
sis be  made  of  the  composition  of  such  secretion  it  would  give  a  good 
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index  to  the  general  condition  of  the  individual,  and  while  in  many 
cases  the  deductions  were  based  on  or  rather  associated  with  clinical 
observation,  I  soon  found  them  to  be  of  immense  value  from  a  stand- 
point of  diagnosis. 

As  the  tissues  and  secretions  depend  upon  the  blood  plasma,  any 
dyscrasia  would  modify  the  chemic  composition  of  the  body  and  pro- 
duce local  or  general  manifestations.  According  to  Ducloux,  hypo- 
acidity favors  chemic  changes  in  the  tissues,  oxidation  processes  are 
exaggerated,  and  there  is  an  increase  in  the  quantity  of  organic  acids. 
By  the  ordinary  litmus  test,  blood  is  normally  alkaline,  but,  as  Douin 
and  Gautrelet  have  shown,  if  we  study  the  distribution  of  the  acids 
and  bases  of  the  blood  plasma,  we  see  that  the  reaction  is  really  acid, 
and  if  waste  products  are  not  eliminated  this  acidity  is  increased. 
The  secretions  and  excretions  then  become  of  an  acid  reaction. 

The  functions  of  saliva  are  physical  and  chemic.  Its  physical 
function  is  to  moisten  the  food  and  thus  facilitate  tasting  and  deglu- 
tition, and  also  as  an  aid  in  articulation.  Its  chemic  action  depends 
upon  its  ferments,'  the  most  important  being  ptyalin,  which  converts 
starch  into  sugar.  The  proteolytic  and  lipolytic  ferments  are  not  im- 
portant. It  is  possible  that  any  other  fermentation  save  the  amyloly- 
tic  is  due  to  bacteria. 

The  administration  of  drugs  for  the  relief  of,  for  example,  an  in- 
fective process,  probably  effects  such  relief  by  changing  the  chem- 
istry of  the  secretions  and  blood  constituents,  thereby  producing  a 
chemic  compound  which  either  prevents  the  formation  of  infectious 
material  or  alters  the  nidus  of  infection  to  such  an  extent  that  it  is 
not  suitable  for  the  growth  of  bacteria. 

The  altered  chemistry  of  the  saliva  presents  many  possibilities  from 
an  etiologic  standpoint.  It  is  quite  possible  that  many  forms  of  indi- 
gestion and  diseases  of  the  stomach  and  intestines  may  be  brought 
about  by  the  altered  chemistry  of  the  saliva.  A  great  many  morbid 
processes  are  traced  to  uric  acid  in  some  of  its  many  forms,  but  I  be- 
lieve that  many  other  substances  equally  important  are  deposited  and 
eliminated,  which  substances  act  as  irritants,  causing  mucous  mem- 
brane lesions.  This  may  also  explain  many  of  the  so-called  reflex 
neuroses,  e.  g.,  hay  fever. 

The  numerous  theories  as  to  the  etiological  factor  in  hay  fever 
proves  conclusively  that  as  yet  there  has  not  been  established  a  de- 
finite cause.  It  may  be  that  different  conditions  act  as  etiological 
factors ;  in  fact,  it  is  my  belief  that  not  all  cases  which  we  call  hay 
fever,  or  hyperesthetic  rhinitis,  are  due  to  any  one  cause ;  or  if  to 
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any  one  factor,  that  factor  is  found  in  the  altered  chemistry  of  the 
secretions  of  the  individual. 

I  am  persuaded,  after  making  a  series  of  examinations  of  the 
saliva  in  certain  individuals  afflicted  with  hay  fever  and  those  not  af- 
flicted with  the  disease,  that  in  many  cases  the  local  irritation  in  the 
nasal  mucous  membrane  is  brought  about  by  some  chemic  change 
in  the  constituents  of  the  secretion  of  the  mucus-secreting  glands. 
Sensitive  areas  within  the  nasal  cavity  or  irregularities  of  formation 
of  the  cavities  are  factors  in  some  cases ;  yet  such  areas  or  irregu- 
larities instead  of  being  etiological  factors,  are  merely  more  suscepti- 
ble to  the  irritant  from  within. 

It  is  a  well  known  fact  that  in  many  cases  of  hay  fever  the  irrita- 
tion is  not  limited  to  the  nasal  mucous  membrane ;  the  conjunctival, 
buccal,  pharyngeal  and  laryngeal,  with  even  the  mucous  membrane 
of  the  stomach  and  bladder  mav  be  markedly  irritated.  This  could 
scarcely  be  explained  on  the  basis  of  a  reflex  neurosis.  'In  such  cases 
the  mucous  membrane  suddenly  becomes  engorged,  and  is  exceed- 
ingly sensitive,  with  profuse,  watery,  irritating  discharge.  This 
comes  on  suddenly,  often  without  any  apparent  external  irritant,  and 
at  times  looks  very  much  as  though  there  was  an  effort  on  the  part 
of  the  mucous  membrane  to  rid  the  system  of  material  which  had 
just  reached  a  certain  point  of  accumulation.  Or,  as  was  alluded  to 
in  another  connection,  the  human  body  is  nothing  more  than  a  chem- 
ical laboratory  performing  its  daily  function  and  manufacturing  and 
liberating  certain  normal  chemic  ingredients  and  constituents,  and 
that  under  certain  conditions  the  chemistry  of  these  secretions  is 
altered,  and  the  manufactured  product._  instead  of  performing  a  phy- 
siologic function,  serves  as  an  etiologic  factor  in  producing  a  patho- 
logic process.  This  may  be  in  the  form  of  a  secretion  or  in  the  form 
of  an  infiltration  or  deposit.  We  have  such  a  condition  exemplified 
in  uric  acid  diathesis,  but  I  believe  in  many  cases  in  which  we  at- 
tribute the  symptoms  present  to  uric  acid,  that  instead  of  uric  acid 
we  have  some  other  organic  compound  formed,  due  to  perverted 
chemistry,  and  which  product  is  deposited  on  or  within  the  tissue. 
I  have  been  able  to  demonstrate  this,  in  a  number  of  cases  in  diseases 
of  the  nose  and  throat. 

I  think  there  is  quite  a  field  for  investigation  in  this  line  to  de- 
termine if  there  is  not  in  many  cases  manufactured  within  the  sys- 
tem the  irritating  material  which  brings  about  the  attack,  and  that 
it  can  best  be  determined  by  a  study  of  the  saliva. 

The  question  may  be  asked :  ''Why  does  hay  fever  come  on  at 
certain  times  of  the  year?"     That  climatic  and  atmospheric  condi- 
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tions  produce  changes  in  function  and  secretion,  that  certain  diseases 
are  prevalent  at  certain  times  of  the  year,  and  that  under  certain 
cHmatic  and  atmospheric  changes,  individuals  are  more  susceptible 
to  disease,  has  long  been  observed.  This  may  be  due  to  some  condi- 
tion of  the  individual  which  renders  him  susceptible  to  disease,  owing 
to  lowered  cell-resistance  and  altered  chemistry,  since  temperature 
and  climatic  changes  do  affect  the  chemistry  of  the  secretions.  As 
to  the  effect  of  pollen  in  certain  cases,  is  it  not  possible  that,  owing  to 
some  peculiar  constituent  of  the  secretion  of  the  mucous  gland,  there 
is  deposited  in  or  on  the  nasal  mucous  membrane  certain  materials 
which,  when  brought  in  contact  with  certain  extraneous  materials  as 
pollen,  through  some  chemic  action,  produces  a  material  which  brings 
about  the  irritation  and  causes  an  attack  of  what  is  known  as  hay 
fever ;  or  that  the  extraneous  material  merely  acts  as  a  stimulant  to 
the  mucous  glands,  and  causes  a  flow  of  mucous,  which,  owing  to 
its  altered  chemistry,  acts  as  an  irritant.  This  is  exemplified  in  the 
cases  in  which  the  ammonium  salts  bring  on  an  attack  identical  with 
that  produced  by  the  rag-weed  pollen.  If  the  administration  of  the 
tincture  of  rag-weed  produces  immunization  to  hay  fever,  it  must  do 
it  through  the  secretory  function  and  the  chemistry  of  the  secretions 
would  be  such  as  to  contain  no  materials  which,  when  coming  in 
contact  with  the  pollen  of  the  plant,  would  produce  any  irritating 
substance.  I  have  seen  cases  illustrating  this  point.  There  is  no 
question  that  the  irritation  is  caused  by  some  product  of  chemic  ac- 
tion. The  question  involves  organic  chemistry,  and  any  one  familiar 
with  the  work  recognizes  the  time  and  labor  necessary  to  work  out 
such  chemic  formulae.  However,  I  have  done  sufficient  laboratory 
work  in  the  past  eight  years  to  convince  me  that  on  this  basis  we  can 
relieve  many  cases  of  hay  fever.  That  the  chemistry  of  the  secre- 
tions has  to  do  with  the  causal  factor,  I  have  illustrated  in  a  number 
of  cases  by  rapidly  changing  the  reaction  of  the  secretion  either  from 
acid  to  alkaline  or  from  alkaline  to  acid,  or  rendering  it  neutral,  and 
in  many  instances  I  have  been  able  either  partially  or  wholly  to  cure 
the  attack. 

I  use  the  word  ''cure''  in  the  same  sense  that  one  would  say  that 
he  ''cured"  a  "cold,"  yet  would  not  mean  by  the  expression  that  the 
person  would  never  "catch  cold"  again.  I  think  if  we  would  give 
more  attention  to  the  secretions  we  would  find  less  occasion  to  do 
certain  surgical  operations  on  the  nose.  I  have  known  a  teaspoonful 
of  salt,  swallowed  at  a  dose,  to  result  in  almost  immediate  control 
of  more  than  one  attack  of  hay  fever.     This  I  consider  to  be  an  ex- 
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ample  of  what  might  be  accomplished  by  changing  the  chemistry  of 
the  secretions. 

Owing  to  the  fact  that  the  mucous  membrane  of  the  nasal  and 
nasopharyngeal  cavities  is  supported  by  bony  structures,  and  that  the 
blood  supply  comes  largely  through  this  bony  structure,  there  is  a 
greater  tendency  to  congestion,  deposit  and  infiltration  in  this  locality, 
which  may  explain  why  so  often  the  irritation  is  limited  to  the  nasal 
coats. 

It  has  been  clinically  observed  that  very,  few  children  suffer  from 
hay  fever.  Is  it  because  the  sensitive  areas  within  the  nasal  cavities 
are  not  fully  developed,  or  is  it  because  in  children  we  have  rapid 
elimination,  open  lymphatic  system  and  rapid  metabolic  change, 
'thereby  enabling  the  system  to  get  rid  of  irritating  material  and  with 
less  chemic  change  in  the  secretions?  Another  interesting  clinical 
observation  is  that  hay  fever  never  manifests  itself  in  an  individual 
who  is  suffering  from  atrophic  rhinitis,  and  in  this  condition  the 
atrophic  process  not  only  involves  the  sensitive  areas,  but  also  the 
mucus-secreting  glands. 

Certain  individuals  will  have  at  any  time  in  the  year  an  attack 
w^ich  is  quite  similar  to  hay  fever.  The  individual  may  be  sitting 
comfortably  at  home,  subject  to  no  draughts  or  exposure  whatever, 
when  he  is  suddenly  seized  with  congestion  of  the  nostril,  followed 
rapidly  by  the  thin  watery  discharge  of  a  decidedly  irritating  nature, 
free  lacrimation,  with  burning  and  itching  in  the  nasal  cavities,  eyes 
and  nasopharynx.  Frequently  associated  with  this  is  a  slightly  as- 
thmatic tendency.  It  cannot  be  cold,  it  is  something  in  the  nasal 
secretion,  and  when  the  secretion  comes  to  the  surface  and  in  contact 
with  the  air  there  is  liberated  some  material  (chemic)  which  acts 
as  an  irritant  to  the  vaso-motor  system  (peripheral  terminal  nerve 
filaments),  and  causes  sudden  congestion.  Such  attacks  are  quite 
like  inhaling  ammonia  fumes  and  in  such  cases  there  is  present  an 
excess  of  ammonium  salts  in  the  saliva.  Owing  to  some  chemic 
change  in  the  secretions  of  the  individual  there  is  accumulated  with- 
in the  system,  which  in  the  point  of  accumulation  reaches  that  period 
in  which  it  overflows,  and  the  secreting  glands  liberate  on  the  sur- 
face this  material,  which  when  exposed  to  the  air  undergoes  a  chemic 
change.  In  many  instances  on  examination  of  the  saliva  and  nasal 
secretions  there  has  been  found  an  excess  of  the  sulfocyanids  and 
the  ammonium  salts.  When  this  secretion  is  exposed  to  the  air  there 
is  liberated  free  ammonia,  which  I  believe  to  be  in  many  cases  the 
cause  of  the  attack.  The  symptoms  produced  are  identical  with  those 
of  the  inhalation  of  ammonia  fumes. 
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111  a  healthy  condition  of  the  saliva  the  sulfocyanids  and  the  am- 
monium salts  are  in  about  equal  proportion ;  in  hyperacid  conditions 
the  sulfocyanids  are  in  greater  proportion  than  the  ammonium  salts, 
and  the  secretion  is  less  irritating.  In  the  hypo-acid  state  the  ammon- 
ium salts  are  in  excess  of  the  sulfocyanids  and  the  secretion  is  decid- 
edly irritating,  and  in  many  cases  in  which  I  have  been  able  to  ex- 
amine the  secretion  of  hay  fever  patients  this  hypo-acid  condition 
has  existed.  This  is  not  true  in  all  cases,  as  I  believe  different  irri- 
tants may  be  the  cause  in  different  individuals,  and  it  is  for  the  physi- 
cian to  study  and  determine  the  irritant  present  or  produced  by  the 
chemic  alteration  of  the  secretion. 

It  is  a  clinical  and  chemic  fact  that  where  there  is  an  excess  of 
nitrogenous  material  the  ammonium  salts  are  always  in  excess. 

Any  altered  condition  of  the  excretory  or  secretory  glands  causing 
altered  products  can  be  demonstrated  in  the  saliva,  or  in  other  words, 
altered  chemistry  of  the  secretion  can  be  traced  to  faulty  digestion, 
faulty  elimination  from  the  kidneys  or  liver,  or  intestinal  tract,  when 
there  is  thrown  into  the  system  materials  which  at  once  alter  the 
chemistry  of  the  saliva  and  as  the  saliva  is  taken  back  into  the  sys- 
tem we  have  produced  certain  reactions.  This  is  unquestionably  true 
as  the  salivary  glands  derive  their  constituents  from  the  blood. 

The  sudden  onset  of  hay  fever,  coming  on  as  it  does  in  certain  in- 
dividuals at  a  certain  day  and  even  hour  of  the  day,  is  difficult  to 
explain,  except  upon  the  clinical  observation  that  season  and  climate 
affect  the  individual  as  well  as  his  secretion ;  and  since  the  majority 
of  hay  fever  subjects  are  of  the  neurotic  type,  they  are  more  subject 
to  impressions.  In  such  individuals  it  is  also  a  well-known  fact  that 
any  nerve  strain  or  mental  tension  rapidly  affect  and  alter  their  se- 
cretions. 

While  the  investigations  I  have  made  are  somewhat  fragmentary 
and  incomplete,  yet  I  do  believe  that  I  am  justified  in  the  statement 
that  physiologic  chemistry  of  the  salivary  glands,  in  fact  of  the  mu- 
cus-secreting glands  of  the  upper  respiratory  tract,  does  and  will 
play  an  important  part  in  medicine  from  the  standpoint  of  diagnosis 
and  treatment.  Since  the  nasal  secretion  and  the  saliva  give  prac- 
tically the  same  results,  the  experiments  were  largely  confined  to  the 
saliva. 

1 5 17  Walnut  Street. 


REPORT  OF  CASES  OF  PYOGENIC  BRAIN  DISEASES,  ASSO- 
CIATED   WITH  OR  CAUSED  BY  ACUTE  AND  CHRONIC 
NASAL  SUPPURATION.* 

BY    THOMAS    HUBBARD,    M.D.,   TOLEDO,   O. 

Case  I.  Ozsena  with  ulceration ;  mastoid  osteo-sclerosis :  fatal 
leptomeningitis ;  autopsy. 

Male,  aet.  21,  had  chronic  suppuration  of  the  left  ear  for  ten  years 
or  more.  For  many  years  had  been  afflicted  with  chronic  ozsena 
with  ulceration — non-specific.  General  health  impaired  but  there 
was  no  systemic  disease  determined.  He  developed  meningitis  of 
subacute  type,  the  symptoms  gradually  becoming  more  pronounced 
over  a  period  of  several  months,  and  finally  culmi»nating  in  a  violent 
maniacal  delirium  with  focal  manifestations  and  'death. 

There  had  been  no  unusual  ear  symptoms  prior  to  nor  during  this 
sickness,  but  it  was  observed  bv  the  family  that  he  had  been  using 
instruments  for  dislodging  nasal  crusts  and  frequently  caused  bleed- 
ing thereby. 

The  examination  of  the  cranial  contents  was  made  in  the  family 
vault,  and  it  being  extremely  cold  weather,  it  was  hastily  completed. 
The  meninges  were  bathed  in  pus  in  median  line  from  frontal  to 
foramen  magum.  Plastic  adhesions  suggested  a  chronic  meningitis. 
The  temporal  region  was  free  from  indications  of  infection  from 
that  source — nor  were  any  of  the  venous  sinuses  involved.  There 
was  sclerosis  of  the  mastoid  with  caseous  debris  in  the  remaining 
cells. 

The  accessory  sinuses  as  far  as  examined,  that  is,  the  superior 
ethmoidal  and  sphenoidal,  contained  pus,  but  there  was  no  fistula 
traced  to  the  dural  surface.  Within  the  nares,  extensive  erosions  of 
mucous  membrane  were  found,  and  the  upper  part  of  the  vomer  was 
destroyed  almost  to  the  extent  of  producing  a  perforation.  I  came 
to  the  conclusion  that  the  purulent  leptomeningitis  had  been  caused 
by  infection  from  the  nares. 

EXHIBITION  OF  ERODED  VOMER. 

Case  II.  Ozsena  ;  suppurative  mastoiditis  ;  cerebral  abscess  ;  death  ; 
autopsy. 

Woman,  aet.  25.  The  mother  of  three  healthy  children,  the  young- 
est being  about  five  months  old.  The  husband  was  a  dissolute  man 
and  there  is  a  possibility  of  syphilitic  infection.     vShe  had  had  ozsena 

♦Read  at  the  Ninth  Annual  Meeting  of  the  American  Laryngological,  Rhinological  and  Otological 
Society,  Lexington,   Ky.,  May  1st,  190H. 
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for  many  years,  and  the  whole  nasal  vault  was  dry  and  encrusted 
with  foetid  scabs.  Her  attendant  called  attention  to  the  fact  that 
she  habitually  picked  at  her  nose  with  hairpins  or  other  instruments. 

In  Deceniber  she  developed  otitis  media  purulenta,  with  involve- 
ment of  the  mastoid  cells.  What  seemed  a  severe  mastoiditis  sub- 
sided under  treatment  by  a  colleague  and  in  four  days  she  left  the 
hospital,  without  permission,  to  care  for  her  infant.  For  nearly  two 
months  she  had  no  special  care,  and  I  saw  her  for  the  first  time 
February  12.  She  had  walked  nearly  a  mile,  and  said  that  she  felt 
better  for  the  exercise.  At  times  she  expressed  herself  fairly  well, 
but  was  somewhat  incoherent  and  dull.  Her  mind  worked  slug- 
gishly, and  her  companion  said  that  at  home  she  would  sit  for  hours 
not  comprehending  what  was  going  on  around  her,  even  allowing 
her  baby  to  fall  from  her  lap  to  the  floor.  The  chief  complaint  was 
of  excruciating  head  pains  referred  to  the  occipital  region.  Earlier 
in  her  sickness  frontal  pains  had  predominated. 

There  was  no  mastoid  sw^elling,  but  decided  tenderness.  The  fun- 
dus of  the  canal  showed  a  dried  purulent  scab  over  the  upper  part 
of  the  membrane,  but  no  discharge  of  pus.  I  decided  that  there  was 
indication  for  exploring  the  mastoid  and  searching  for  the  probable 
source  of  brain  infection,  symptoms  pointing  to  the  existence  of  a 
cerebral  abscess.  She  consented  to  going  to  the  hospital  the  follow- 
ing day.  I  observed  vertigo  and  accompanying  nausea  and  learned 
that  she  had  had  several  chills,  and  I  considered  her  condition  a 
desperate  one.  Fortunately  for  all  concerned,  she  died  peacefully  at 
her  home  that  night.  Very  severe  pains  came  on  about  10  p.  m., 
and  her  family  physician  administered  one-quarter  grain  morphine 
hypodermically,  repeating  with  one-sixth  grain  an  hour  later.  She 
died  in  coma  about  four  hours  after  the  last  injection. 

Autopsy.  The  dura  over  the  under  surface  of  the  right  frontal  lobe 
was  much  thickened  and  adherent  to  the  meninges  and  brain  tissue 
by  well  organized  plastic  lymph.  In  the  center  of  the  frontal  lobe 
was  an  accumulation  of  thick  pus  in  a  cavity  of  less  than  a  drachm. 
The  wall  was  very  thick,  and  leading  off  toward  the  median  line  was 
an  indurated  sinus.  This  could  not  be  traced  but  a  short  distance, 
but  is  strongly  suggestive  of  infection  by  way  of  the  cribriform  plate. 

The  meninges  w^ere  otherwise  normal,  nor  was  there  any  involve- 
ment of  the  cerebellum  as  indicated  by  the  suboccipital  pains.  None 
of  the  sinuses  w-ere  involved.  The  dura  over  the  temporal  bone  was 
normal.  Within  the  mastoid  cells  were  dark  granulation  masses,  but 
no  pus  accumulation.  Acessory  sinuses  not  explored,  as  our  exam- 
ination was  limited  strictly  to  the  brain. 
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Death  under  morphine  narcosis  is  not  rare  in  such  lesions,  but  I  do 
not  consider  the  drug  responsible.  In  this  instance  it  prevented  a 
surgical  procedure  which  could  not  but  have  ended  disastrously. 

Case  III.  Ozaena;  acute  accessory  sinus  infection;  meningitis; 
death. 

Girl,  3et.  i6.  Family  history  negative.  For  several  years  had 
been  afflicted  with  ozsena  in  most  aggravated  form.  I  treated  her 
for  a  short  time  with  decided  benefit,  but  as  she  became  absorbed  in 
office  work,  she  neglected  herself  and  worked  persistently  under 
what  seemed  a  most  severe  nervous  strain.  In  this  condition  of 
lower  vitality  she  contracted  an  unusually  severe  influenzal  coryza. 
I  am  indebted  to  the  family  physician  for  notes,  as  I  did  not  attend 
her. 

Excruciating  frontal  pains  were  present  from  the  beginning.  The 
temperature  fluctuated  about  103°  F.  Restlessness  was  a  pro- 
nounced symptom.     No  pus  discharge  from  nares,  and  ears  normal. 

After  the  seventh  day  there  w^as  vomiting  with  chills  and  focal 
symptoms ;  strabismus,  stiffness  of  the  cervical  muscles,  etc.  She 
died  on  the  tenth  day. 

Diagnosis.  Purulent  meningitis.  The  source  of  infection  was  the 
nares,  probably  through  lymphatic  or  venous  channel,  with  empyema 
of  frontal  and  probably  ethmoidal  sinuses. 

Case  IV.  Chronic  intermittent  purulent  catarrh ;  operations  on 
septum  and  adenoids ;  latent  empyema ;  fatal  meningitis. 

Girl,  set.  10,  of  excellent  constitution  and  free  from  any  of  the 
development  dycrasise.  She  was  in  perfect  health  up  to  the  age 
of  7 — three  years  prior  to  first  consultation — when  she  had  what  the 
mother  called  "a.  gathering"  in  her  head,  the  discharge  of  pus  from 
the  nares  being  copious.  Since  that  time  she  has  had  frequent  colds 
with  muco-purulent  discharges  and  severe  headaches.  Her  facial  ex- 
pression was  that  of  one  who  suffered  much  from  headaches,  and 
she  was  less  vivacious  than  formerly. 

I  saw  her  for  the  first  time  in  January,  and  found  that  she  had 
a  subacute  otitis  media,  from  which  she  recovered,  but  the  hearing 
remained  somewhat  impaired,  a  result  attributed  to  the  general  nasal 
catarrh. 

In  February,  two  weeks  later,  I  removed  by  saw  a  septal  spur 
which  completely  blocked  the  left  naris.  It  extended  from  the  floor 
to  the  level  of  the  middle  turbinate.  The  operation  was  performed 
under  cocaine  anaesthesia  and  was  without  particular  Incident.  (It 
is  my  practice  to  sterilize  instruments,  but  I  use  with  care  nasal 
antiseptic   sprays,  believing  that     the   muco-periosteum,     bloodless 
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after  cocaine  application,  is  chilled  by  any  system  of  thorough  spray- 
ing, and  inflammatory  reaction  is  invited.  But  all  collections  of 
catarrhal  deposits  are  washed  away  by  normal  saline  spray  under 
low  pressure.)  The  patient  was  carefully  watched  for  a  week  at  her 
home,  and  at  no  time  was  there  any  local  inflammatory  reaction  nor 
fever.     In  ten  days  the  septum  was  quite  healed. 

About  a  week  later  I  removed  adenoids  from  the  naso-pharynx, 
and  by  the  end  of  the  month  the  patient  seemed  decidedly  improved 
in  general  condition,  hearing,  voice,  and  free  nasal  respiration,  and 
attended  school  part  of  March.     She  still  had  headaches  however. 

The  family  lived  in  a  block  of  houses,  which  were  not  healthful, 
and  I  had  attributed  the  occasional  malaise  in  part  to  the  environ- 
ment. I  did  not  see  her  after  March  24,  at  which  time  there  was  lit- 
tle or  no  catarrhal  discharge  or  evidence  of  local  disease. 

During  May  I  was  out  of  town,  and  on  my  return,  June  10,  learned 
of  her  death.  Symptoms  of  acute  disease  developed  during  the  latter 
part  of  April.  Headaches,  frontal  and  temporal,  and  a  gradual  rise 
of  temperature  finally  culminated  in  a  condition  indicating  abscess 
formation,  probably  in  an  accessory  sinus,  and  meningitis.  At  no 
time  was  there  a  purulent  discharge  from  the  nares,  but  the  odor 
of  the  breath  became  very  foul.  Judging  from  the  description  by 
physicians  and  nurse,  there  was  metastatic  abscess  formation  in  the 
bowels — pain,  tympanites,  and  purulent  stools  that  were  very  foetid. 
The  diagnosis  of  attending  physicians  was  tuberculous  meningitis, 
but  this  seems  to  me  an  error.  It  was  probably  a  case  of  latent 
empyema,  the  original  infection  having  occurred  three  years  before. 
Leptomeningitis  with  sinus  thrombosis  and  metastasis  followed  an 
acute  exacerbation.  From  my  knowledge  of  the  case,  I  cannot  des- 
ignate the  accessory  sinus  involved. 

An  important  question  is  the  relation  of  the  operations  to  the 
fatal  sickness.  Two  months  intervened,  and  there  seems  a  remote 
connection  between  them  as  cause  and  effect.  Latent  empyema  of 
accessory  sinuses  is  a  most  serious  condition  from  the  surgical  stand- 
point. There  is  usually  an  abnormality  or  intranasal  deformity 
which  seems  to  be  responsible  for  defective  drainage  of  the  diseased 
sinus.  Any  operation  on  the  person  of  one  who  has  a  concealed 
focus  of  infection  is  dangerous  unless  the  operation  reaches  and 
drains  the  infected  region. 

The  diagnosis  of  latent  empyema  is  impossible  in  the  presence  of 
structural  deformities  which  prevent  inspection  of  the  upper  and 
posterior  nares,  and  yet  the  operation  must  be  undertaken  with  full 
realization  of  the  gravity  of  any  surgical  disturbance. 
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Case  V.  La  grippe;  coryza;  otitis  media  purulenta;  cerebral 
abscess  ;   death  ;  autopsy. 

Patient  of  Dr.  C.  E.  Beardsley  seen  in  consultation. 

Man,  set.  57,  general  history  negative ;  March  12  and  13  unusually 
severe  coryza.  Sneezed  almost  constantly  for  two  days.  Fever  and 
malaise  with  severe  headache. 

March  17,  exposed  to  inclement  weather  while  yet  suffering  from 
symptoms  previously  noted. 

March  18,  O.  M.  P.  A.  Pain  in  left  ear  and  temporal  region. 
Free  discharge  of  pus  and  blood  from  ear  relieved  ear  pain.  Tem- 
perature rapidly  increasing  to  as  high  as  107°,  remaining  most  of  the 
time  103°  to  105°. 

March  20,  Aphasia,  delirium,  alternating  with  stupor.  Paralysis 
of  the  right  arm  came  on  two  days  later,  soon  followed  by  paralysis 
of  the  right  leg. 

March  23.  Mind  fairly  clear  at  times  and  he  indicated  by  signs 
what  he  wanted.  Left  ear  suppurating  freely.  No  external  evi- 
dence of  mastoiditis.  He  died  March  25,  less  than  two  weeks  after 
the  initial  grippe  coryza,  and  seven  days  after  the  first  ear  symp- 
toms. Diagnosis,  meningitis ;  cerebral  abcess,  involving  temporo- 
sphenoidal  lobe. 

Autopsy  by  Dr.  C.  E.  Beardsley,  Ottawa.  Pus  found  in  mastoid 
cells.  All  sinuses  contiguous  to  temporal  bone  free  from  thrombi. 
Brain  tissue  softened  about  fissures  of  Rolando  and  Sylvius,  the 
whole  anterior  part  of  temporo-sphenoidal  and  under  surface  of  fron- 
tal lobes  being  easily  w^ashed  away  by  a  gentle  stream  of  water.  The 
meninges  of  the  whole  left  cerebrum  were  bathed  in  pus. 

This  case  is  reported  in  brief  as  an  illustration  of  probable  direct 
infection  of  the  brain.  The  nares  and  naso-pharynx  were  primarily 
involved  and  through  lymphatic  or  venous  channels  and  eustachian 
tube  the  brain  was  invaded  and  also  the  ear.  In  other  words  it 
would  seem  to  me  irrational  to  classify  such  a  case  as  one  of  otogenic 
brain  disease,  but  I  would  rather  favor  the  opinion  that  there  were 
two  coincident  regions  of  infection  from  nares  or  naso-pharynx,  i.  e., 
brain  and  ears. 

Comments.  This  group  of  case  reports  lack  that  accuracy  of  de- 
tail which  is  essential  to  the  scientific  study  of  such  an  important 
subject.  But  one  lesson  is  clear,  and  it  emphasizes  what  we  see 
every  day  in  the  practice  of  otology.  Nasal  and  accessory  sinus  dis- 
ease is  very  commonly  associated  with,  or  a  cause  ,of,  acute  and 
chronic  ear  disease,  and  likewise  such  disease  is  not  rarely  the  source 
of  meningeal  infection.     And  yet  in  serious  cases,  in  which  surgical 
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intervention  is  resorted  to,  how  frequently  this  cause  is  overlooked,  or 
at  least  how  rarely  reported. 

Concerning  ozsena,  as  a  factor  in  purulent  mastoid  disease  and 
meningeal  infections,  I  am  convinced  that  it  is  a  very  important  mat- 
ter. Simple  mastoid  operations  can  scarcely  be  expected  to  do  well 
with  such  a  complication ;  and  certainly  in  pyogenic  brain  diseases, 
supposed  to  originate  from  the  temporal  bone,  the  possibility  of  direct 
meningeal  infection,  from  ulcerated  nasal  mucous  membrane  and 
eroded  bones,  and  accessory  sinus  empyema,  should  be  carefully  con- 
sidered before  attempting  surgical  procedure  by  way  of  the  mastoid. 
The  prognosis  is  in  all  such  complicated  cases  very  bad,  and  the  im- 
portant thing  is  to  take  it  into  consideration  in  deciding  on  the  ad- 
visability of  mastoid  or  more  extensive  operation.  In  other  words, 
the  nares  and  accessory  sinuses  should  be  studied  quite  as  carefully 
as  the  temporal  bone,  as  factors  in  the  prognosis  of  mastoid  diseases 
and  as  a  medium  of  intracranial  infection. 


SUPERNUMERARY  TEETH  IN  THE  NOSE  AND  THE 
MAXILLARY  SINUS. 

BY    J.    M.    INGERSOLL,   A.M.,   M.D.,   CLEVELAND,   O. 

Lecturer  on  Oto- Laryngology  in  the  Western  Reserve  University,  Cleveland,  O. 

Supernumerary  teeth  are  teeth  which  are  developed  in  excess  of 
the  normal  number,  and  may  grow  in  any  part  of  the  body  where  the 
germ  cells,  from  which  the  teeth  are  developed,  may  happen  to  be 
deposited.  A  well  known  example  of  this  phenomenon  is  the  growth 
of  one  or  more  teeth  in  a  dermoid  cyst. 

Impacted  teeth  begin  their  development  in  a  normal  or  nearly 
normal  position,  but  through  undue  hardening  of  the  surrounding 
bone,  before  complete  eruption  of  the  teeth,  they  become  incased 
and  it  is  impossible  for  the  eruptive  force  to  carry  them  into  their 
proper  position.  They  are  often  held  in  the  place  of  development,  or 
are  pushed  in  the  direction  of  the  least  resistance,  and  appear  in  an 
abnormal  position.  Such  teeth  are  sometimes  incorrectly  described 
as  supernumerary  teeth. 

Recently  I  saw  a  case  of  impacted  teeth  in  a  boy  four  years  old. 
He  had  been  complaining  of  pain  in  the  right  superior  maxillary 
region  for  several  months,  and  the  tissue  over  this  region  was  much 
inflamed.  There  was  also  a  slight  ex6phthalmus  on  the  right  side 
and  nasal  respiration  was  obstructed.  The  condition  was  thought  to 
be  due  to  the  teeth,  as  the  two  upper  molars  on  the  right  side  had 
never  been  erupted.  Dry  heat  was  applied  locally  and  at  first  the 
condition  seemed  to  improve,  and  then  grew  worse.  The  right  nasal 
fossa  became  occluded  by  the  swelling  of  its  external  wall. 

The  child  was  anaesthetized  and  an  opening  made  through  the 
right  canine  fossa,  liberating  some  foul  pus.  My  first  thought  was 
that  this  had  been  a  case  of  true  antral  empyema  (with  retention). 
Bare  bone  could  be  felt  in  the  cavity,  and  in  curetting  it  two  small 
molar  teeth  were  brought  out.  Then  the  diagnosis  of  impacted  teeth 
was  made.  In  so  young  a  child  the  antrum  is  very  small,  and  in 
this  case  the  cavity  containing  the  pus  and  the  teeth  was  probably 
a  dentigerous  cyst. 

The  point  of  chief  interest  in  this  case  is  that  the  dentigerous  cyst 
occurred  in  connection  with  the  deciduous  teeth.  Such  cysts  occur 
most  frequently  with  permanent  teeth,  occasionally  with  supernum- 


ingersoll:  supernumerary  teeth. 


689 


erary  teeth,  but  very  rarely  with  the  deciduous  teeth.     The  disease 
may  occur  in  either  jaw,  but  it  is  more  common  in  the  upper  jaw. 

Supernumerary  teeth  may  grow  in  the  nose  or  in  the  antrum  with- 
out causing  any  decided  symptoms,  except  facial  neuralgia,  and  as 
long  as  they  are  well  nourished,  may  remain  undiscovered.  Such 
teeth,  however,  are  frequently  poorly  developed,  and  tend  to  become 
loosened  or  necrotic,  and  then  act  as  an  irritant  to  the  surrounding 
tissue. 


I  have  seen  one  case  in  which  there  was  a  supernumerary  tooth  in 
the  maxillary  sinus  which  was  not  discovered  during  the  patient's 
life.  The  patient  was  a  well-developed  man  in  good  health,  except 
that  he  suffered  from  a  persistent  neuralgia  on  the  right  side  of  the 
face.  At  times  there  was  some  tenderness  over  the  right  antrum,  but 
there  were  no  other  indications  of  any  antral  trouble.  The  nose  was 
normal.     The  teeth  were  all  in  position  and  in  good  condition. 

The  man  developed  a  double  pneumonia,  after  exposure  in  the 
cold,  and  died.  At  the  autopsy  the  accessory  cavities  of  the  nose 
were  examined.  In  the  posterior  wall  of  the  right  antrum,  just  above 
the  floor,  there  was  a  fairly  well-developed  molar  tooth.  The  crown 
of  the  tooth  projected  into  the  antrum ;   its  roots  were  imbedded  in 
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the  antral  wall.  Otherwise  the  antrum  was  normal.  The  other  ac- 
cessory cavities  presented  nothing  unusual. 

This  supernumerary  tooth  was  probably  the  cause  of  the  facial 
neuralgia.  An  X-ray  photograph  of  the  antrum  would  doubtless 
have  shown  the  presence  of  this  tooth,  but  there  was  so  little  indica- 
tion of  any  active  trouble  in  the  antrum  that  it  never  occurred  to  me 
to  have  a  photograph  taken. 

Supernumerary  teeth  in  the  nose  are  rather  uncommon,  and  the 
course  of  the  following  case  was  of  more  than  usual  interest  to  me. 
The  patient  was  forty  years  old,  and  gave  a  syphilitic  history.  When 
first  seen  by  me  four  years  ago  there  was  a  gumma  at  the  base  of 
the  septum,  which  had  broken  down,  causing  a  perforation  in  the 
septum  and  also  in  the  hard  palate. 

The  necrotic  bone,  around  this  common  perforation  through  the 
septum  and  the  palate,  was  curetted  away,  and  the  patient  given 
large  doses  of  potassium  iodide.  The  syphilitic  process  healed 
promptly  and  the  edges  of  the  perforation  through  the  palate  were 
stimulated  by  repeated  light  cauterizations  until  the  opening  between 
the  nose  and  the  mouth  was  entirely  closed. 

The  patient  was  apprehensive  of  some  facial  deformity  developing 
through  a  return  of  the  syphilitic  trouble,  and  so  consulted  me  fre- 
quently. Two  years  after  I  had  first  seen  the  case  I  noticed  a  slight 
elevation  on  the  floor  of  the  right  nasal  fossa,  just  posterior  to  the 
site  of  the  old  gumma.  This  elevation  continued  to  increase  in  size 
slowl}^,  for  two  years.  It  was  covered  with  normal  mucous  mem- 
brane, and  felt  hard  to  the  probe.  The  only  symptoms  which  could 
be  attributed  to  it  were  neuralgic  pains  all  through  the  floor  of  the 
nose,  and  the  retention  of  the  nasal  secretions  behind  it.  At  first  I 
thought  it  was  a  syphilitic  process,  but  vigorous  anti-syphilitic  treat- 
ment had  no  effect  upon  it.  All  of  the  upper  teeth  had  been  ex- 
tracted more  than  twenty  years  ago,  so  that  the  possibility  of  the 
teeth  being  in  any  way  a  factor  in  the  case  was  not  considered. 

One  day  in  examining  with  a  probe,  this  elevation  on  the  floor  of 
the  nose,  what  was  supposed  to  be  bare  bone,  was  felt,  and  in  curetting 
it,  a  peg-shaped  tooth  was  discovered  and  removed.  The  roots  of 
the  tooth  were  poorly  developed  and  grew  from  the  floor  of  the 
nose.  Since  the  removal  of  the  tooth  the  neuralgic  pains  have 
ceased,  and  the  nose  is  now  practically  normal,  except  the  perfora- 
tion in  the  septum. 

The  accompanying  drawing,  which  is,  of  course,  an  ideal  one,  as 
the  patient  is  still  alive,  was  made  to  show  the  position  of  the  tooth 
in  the  nose. 

50  Euclid  Avenue. 


PRESENTATION  OF  INSTRUMENTS.* 

BY    CHEVALIER    JACKSON,    M.    D.,    PITTSBURG. 

Fifteen  years  ago  a  woman  came  breathlessly  rushing  into  my  of- 
fice with  a  cyanosed  child  in  her  anus.  Breathing  had  ceased,  the 
face  was  slate-colored.  The  mother  said  the  child  had  choked  while 
eating.  I  ran  a  scalpel  through  the  crico-thyroid  membrane  close  up 
to  the  thyroid  cartilage  and  turned  the  knife  edge  upward.  Artificial 
respiration  started  the  air  to  hissing  in  and  out,  but  the  bleeding 
was  very  free  and  much  blood  was  being  sucked  into  the  trachea 
in  spite  of  a  depended  head.  A  large  curved  medicine  dropper  lay 
on  my  desk.  I  pulled  oflP  the  rubber  cap  and  forced  the  glass  barrel 
so  tightly  into  the  wound  that  all  bleeding  was  checked  and  respira- 
tion was  free,  though  the  quantity  of  air  w^as  not  quite  sufficient.  A 
piece  of  meat  was  removed  from  the  larynx  and  the  recovery  was 
uneventful.  Since  that  time  I  have  always  carried  in  my  pocket- 
case  an  emergency  laryngotomy  canula  modeled  after  that  medi- 
cine dropper.  It  has  saved  some  lives,  and  has  occasionally  rendered 
tracheotomy  unnecessary. 

Many  members  have  written  to  me  in  regard  to  my  method  of  in- 
ferior turbinotomy.  Two  questions  are  asked.  First,  are  the  tur- 
binotomes  not  too  large  to  see  after  the  first  cut?  They  certainly 
are.  But  there  is  only  one  cut.  Successive  snips  like  a  tailor  cut- 
ting cloth  are  a  mistake.  The  lower  outer  blade  is  inserted  under 
the  turbinal  and  is  forced  in  the  full  length  of  the  intended  cut,  then 
the  blades  are  closed  and  the  operation  is  done  at  one  clip.  By 
reason  of  the  broad  bearing  surface  at  the  lock,  the  blades  are  rigid, 
without  spring,  and  will  shear  through  bone  as  readily  as  paper.  ^ 
Some  operators  may  prefer  to  snare  off  instead  of  clip  off  the  soft  end 
posterior  to  the  bone.  After  the  clip  of  the  turbinotome,  the  de- 
tached fragment  is  clamped  in  the  seizing  forceps  w^th  which  coun- 
ter traction  is  made,  and  over  which  the  snare  loop  is  threaded.  We 
were  all  taught  that  fully  an  hour  must  be  used  in  snaring  posterior 
hypertrophies.  This  is  a  relic  of  the  thumb  screws  of  the  Inquisi- 
tion. The  other  question  I  have  been  frequently  asked  is  as  to  pri- 
mary and  secondary  hemorrhage  after  using  these  instruments. 
There  is  no  primary  hemorrhage ;  there  is  no  secondary  hemorrhage, 
properly  speaking.     It  is  my  usual  procedure  to  pack  the  nostril  with 
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a  mixture  of  a  solution  of  adrenalin  chlorid  and  cocain,  wait  ten 
minutes,  operate,  and  pack  the  nostril  with  moist  gauze  strips.  This 
packing  is  removed  at  the  end  of  24  hours.  The  considerable 'bleed- 
ing following  removal  soon  ceases  spontaneously,  and  I  have  never 
known  it  to  recur.  The  vessels  contract  and  retract  naturally — not 
as  in  the  first  instance  with  the  aid  of  cocain  and  adrenalin, — so  that 
secondary  hemorrhage  never  occurs.  About  one  case  in  twenty  has 
to  be  repacked  for  another  twenty-four  hours — never  a  third  time, 
except  in  hemophiles.  The  great  merit  in  the  turbinotome  is  speed, 
five  seconds  are  usually  enough,  while  the  old  way  with  saw,  scissors 
and  snare  may  take  as  many  minutes — plenty  of  time  for  syncope. 
The  amount  of  tissue  removed  is  regulated  by  the  position  of  the 
handle.  In  the  vertical  position  almost  the  entire  turbinal  will  be 
clipped  off.  The  farther  the  handle  is  swung  out  from  the  vertical 
the  greater  the  amount  of  tissue  removed. 


Transilluminator  to  be  used  without  Rheostat. 


In  the  year  1892,  eleven  years  ago,  I  devised  a  transilluminating 
lamp  that  I  was  enthusiastic  over.  I  now  pronounce  it  obsolete. 
The  prevalent  skepticism  in  regard  to  the  value  of  transillumination 
is  attributable  to  the  use  of  more  or  less  worthless  miniature  lamps. 
I  have  here  a  ten  candle  power  lamp  which  takes  the  regular  no 
volt  lighting  current  without  a  rheostat.  If  lighted  for  more  than  a 
minute  it  will  get  uncomfortably  hot.  But  you  can  see  all  you  care 
to  in  five  seconds  with  this  lamp.  When  it  is  put  into  the  mouth  of 
a  patient  with  a  normal  antrum,  there  is  such  a  brilliant  light  spot 
under  each  eye,  such  a  bright  red  reflex  from  the  pupil,  and  the 
patient  gets  such  a  brilliant  subjective  sense  of  light,  that  there  can 
be  no  doubt  about  it.  A  shell  over  the  lamp  adapts  it  to  frontal 
sinus  work.     It  was  made  for  me  by  Meyrowitz. 

The  accident  of  a  detached  mass  of  adenoids  falling  into  the 
larynx  always  seemed  to  me  a  risk  with  the  Gottstein  curette.     The 
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accident  only  occurred  to  me  once,  and  that  was  after  I  devised  this 
curette  four  years  ago,  in  an  operation  in  which  I  used  a  plain  Gott- 
stein  in  the  absence  of  my  own.  Apart  from  safety,  it  is  a  satisfac- 
tion to  be  able  to  satisfy  the  inquiries  of  relatives,  who  are  often 
skeptical  as  to  a  ''growth''  in  the  throat  invisible  to  their  inspection. 
The  spring  always  entangles  the  adenoid  mass,  but  only  one  sweep 
must  he  made.  Repeated  strokes  will  work  the  mass  out  of  the 
spring.  The  remnants  can  be  scraped  away  without  risk  with  an- 
other curette  or  the  finger  nail.  This  is  the  original  instrument. 
They  are  now  made  with  a  detachable  spring  for  cleaning. 


Students  chart  for  mastoidectomy — Reduced. 


This  trephine  has  two  points  of  difference  from  the  forms  in  use. 
First  it  has  no  uncleanable  hollow  shank.  The  centre  pin  slides  in 
an  outside  slot  and  readily  comes  away  after  the  bone  groove  is  deep 
enough  to  hold  the  crown  from  wandering.  Second,  it  has  a  ratchet 
handle  which  drives  the  crown  always  in  one  direction,  cutting  faster 
and  throwing  the  sawdust  up  and  out.  Rapidity  of  cutting  is  often 
of  advantage  in  some  of  the  cases  encountered  by  the  otologist. 
This  ratchet  handle  is  useful  also  on  bone  drills,  but  I  would  never 
expect  any  one  accustomed  to  the  old  to  and  fro  instruments  to  adopt 
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this  feature.  The  aseptable  features,  however,  will  commend  it. 
The  rule  for  Reed's  base  line  is  marked  only  with  points  of  otologic 
interest.  Placing  the  plain  end  of  the  rule  on  the  floor  of  the  orbit 
and  the  "meatus"  line  at  the  centre  of  the  meatus,  all  points  on  the 
line  are  readily  laid  off.  I  have  here  a  skiagraph  of  a  skull  with  lead 
run  in  the  groove  for  the  sinus,  the  canal  for  the  facial  nerve  and  the 
semi-circular  canals.  It  is  unnecessary  to  call  your  attention  to  the 
promontory,  oval  window  and  other  anatomical  details  that  show  so 
clearly  to  your  trained  eyes.  We  all  have  just  this  picture  in  mind, 
but  the  beginner  in  otology  has  not.  Those  of  you  who  teach  will 
find  this  photograph  a  godsend  to  the  student  when  you  are  teaching 
him  the  mastoid  operation. 


Opening  Sphenoidal  Sinus  by  Nasopharyngeal  Illumination. 


This  little  naso-pharyngeal  lamp  I  use  in  opening  the  sphenoidal 
sinus.  It  is  inserted  into  the  naso-pharynx,  where  its  bright  illum- 
ination shows  out  sharply  the  superior  choanal  margin  on  anterior 
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rhinoscopy.  One  centimeter  above  this  apparent  margin,  the  wall 
of  the  sphenoidal  sinus  may  be  entered  with  perfect  safety.  If  the 
point  of  the  opening  instrument  be  forced  in  at  a  higher  point  than 
one  centimeter,  caution  must  be  exercised  ;  but  if  lower,  no  harm  can 
be  done,  as  there  is  more  than  two  centimeters  of  bone  in  line  hori- 
zontally to  be  drilled  through  before  harm  can  be  done.  If  a  cavity 
is  not  entered  at  three  millimeters  depth,  a  second  trial  is  made  three 
millimeters  higher  up  than  the  one  centimeter  point.  Personally,  I 
have  never  failed  to  enter  the  sinus  at  the  first  trial  at  the  latter  point. 
Of  course  it  is  unnecessary  for  me  to  state  before  such  a  learned 
body  of  rhinologists  that  all  structures,  normal  or  pathological,  that 
obstruct  the  view  must  have  been  previously  removed.  The  lamp 
was  made  for  me  by  the  Electro-Surgical  Instrument  Co.  of  Roch- 
ester, N.  Y.,  and  it  does  not  get  hot. 


Malleable  Canine  Fossa  Canula. 


In  treating  maxillary  antrum  cases  it  is,  in  my  experience,  oc- 
casionally necessary  to  keep  the  canine  fossa  opening  patulous  for  a 
long  time,  especially  in  cases  with  bony  necrosis.  For  this  purpose 
I  use  a  canula  made  of  malleable  metal  which  can  be  clipped  to  the 
proper  length  before  insertion,  and  the  inner  end  expanded  with  a 
small  alligator  forcep  after  the  canula  is  in  place.  This  forms  a 
flange  on  the  inner  end  that  prevents  all  possibility  of  its  falling  out 
during  sleep,  and  getting  into  the  larynx  or  oesophagus.  If  uneasy 
on  this  score,  you  can  tfe  one  end  of  a  thread  to  the  canula,  and  the 
other  end  to  a  tooth,  allowing  some  slack.  The  canula  acts  both  as  a 
speculum,  and  to  maintain  the  opening  until,  by  actual  inspection  and 
the  probe,  one  is  certain  that  the  walls  of  the  antrum  are  healthy. 
The  canula  is  kept  plugged  between  treatments  with  a  small  piece 
of  gauze. 
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FOURTEENTH    INTERNATIONAL    MEDICAL   CONGRESS.-^ 

Held  in  Madrid,  April  23-30,  1903. 

Section  of  Laryngology  and  Rhinology. 

The  following-  communications  were  made  : 

Treatment  of  Certain  Affections  of  the  Upper  Respiratory  Tract, 
especially  of  Vaso=motor  Rhinitis,  by  Hot  Air.  By  Drs. 
Marcel  Lermoyez  and  Georges  Mahu.     (Paris.) 

Conclusions. — At  the  last  international  Congress  of  Medicine 
(August,  1900),  we- published  a  new  treatment  for  certain  affections 
of  the  upper  respiratory  tract — in  particular,  vaso-motor  rhinitis  and 
hydrorrhoea  nasalis — viz.,  the  treatment  by  means  of  super-heated  air. 
The  following  year  (May,  1901),  we  published  the  results  of  further 
experiments  and  investigations  to  the  Societe  Francaise  d'Otologie, 
de  Laryngologie,  et  de  Rhinologie. 

Several  colleagues,  both  French  and  foreign,  have  tried  this 
method  of  treatment,  and  have  confirmed  our  results.  We  ourselves 
have  not  ceased  to  apply  the  treatment  to  all  cases  we  considered  suit- 
able. Our  technique  remains  practically  the  same  as  it  was  at  first, 
and  we  can  now  count  in  hundreds  our  cases  of  permanent  cure  of 
vaso-rnotor  rhinitis  of  all  degrees — from  congestive  rhinitis,  with 
alternating  obstruction,  sometimes  accompanied  by  tubo-tympanic 
catarrh,  up  to  hypertrophic  rhinitis  and  hydrorrhcea  nasalis. 

At  the  present  moment  we  consider  the  hot-air  treatment  a  specific 
for  the  last-named  disease.  All  obstructions,  such  as  spurs,  deflec- 
tions, polypi,  or  irreducible  hypertrophy  of  the  turbinals,  must,  of 
course,  be  first  removed. 

The  apparatus  employed  by  us  from  the  beginning  is  manufactured 
by  Collin  of  Paris.  The  air  can  be  supplied  either  from  steel  cylin- 
ders or  from  a  foot  bellows. 

Progress  in  the  Cure  of  Defects  of  Speech.    By  Rafael  Coen 

(Vienna.) 

Conclusions. — 1.  The  study  of  defects  of  speech  made  but  little 
progress  till  after  the  publication  of  Kussmaul's  works  on  the 
subject. 

*  Reprint  from  Journal  of  Laryngology,  July,  1903. 
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2.  Kussmaurs  classical  works  on  this  subject  were  of  greater  im- 
portance from  the  point  of  view  of  etiolog}'  and  diagnosis  than  from 
that  of  treatment  of  anomalies  of  speech. 

3.  The  most  recent  investigations  have  had  much  effect  in  develop- 
ing these  studies,  particularly  with  regard  to  the  practical  treatment 
of  the  anomalies  in  question. 

4  The  best  results  have  been  obtained  in  the  treatment  of  stam- 
mering and  lisping,  and  of  the  defective  speech  consequent  on  cleft 
palate. 

On  a  Sign  which  is  Pathognomonic  of  True  Chronic  Maxillary 

Sinusitis.     Georges  Mahu.     (Paris). 

Conclusions. — In  a  case  of  probable  chronic  maxillary  sinusitis,  if 
all  the  classical  signs  (pus  in  middle  meatus,  transillumination,  punc- 
ture or  lavage  through  the  inferior  meatus)  are  positive,  one  is  justi- 
fied in  diagnosing  maxillary  empyema,  but  not  chronic  maxillary 
sinusitis.  In  other  words,  one  cannot  say  that  the  pus  is  secreted 
in  and  by  the  antrum  itself ;  the  pus  may  come  from  elsewhere — 
e.  g.,  the  frontal  sinus — and  be  merely  retained  in  the  antrum,  which, 
however,  itself  remains  healthy. 

The  prudent  surgeon  generally  hesitates  to  interfere,  and  on^y 
after  he  has  washed  out  the  antrum  several  times  through  the  me^itus 
does  he  decide  to  open  the  antrum. 

We  wish  to  bring  forward  a  sign  (the  principle  of  which  W3s  ex- 
plained at  the  meeting  of  the  Societe  de  Laryngologie,  d'Otologie,  et 
de  Rhinologie  de  Paris,  November  12,  1902),  which  we  have  found 
extremely  useful  in  clearing  up  this  point,  having  made  use  of  it 
now  for  over  a  year.  In  true  chronic  maxillary  sinusitis  the  mucosa 
rapidly  increases  in  thickness  even  during  the  early  stages,  then  it 
becomes  spongy  and  myxomatous,  so  that  the  capacity  of  the  sinus  is 
considerably  reduced.  Now,  when  washing  out  the  antrum  through 
the  inferor  meatus,  after  having  expelled  all  the  pus,  let  the  patient  sit 
with  his  head  erect,  drive  the  piston  of  the  syringe  so  as  to  com- 
pletely empty  the  syringe,  then  gently  draw  back  the  piston  so  as  to 
suck  all  the  water  out  of  the  antrum ;  the  quantity  of  water  thus 
withdrawn  will  give  you  the  cubic  capacity,  not  of  the  whole  antrum, 
but  of  the  antrum  up  to  the  level  of  the  ostium. 

From  our  experiments,  both  in  vivo  and  on  the  cadaver,  we  con- 
clude that  when  the  total  quantity  of  liquid' withdrawn  in  this  man- 
ner is  less  than  IJ  cubic  centimetres,  the  case  is  one  of  true  chronic 
sinusitis.  This  holds  good  in  the  greater  number  of  cases,  no  matter 
what  capacity  the  given  antrum  would  have  in  a  healthy  condition. 
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Etiqlogy  of  Ozaena.     By  W.  Freudenthal  (New  York). 

The  paper  gives  a  short  account  of  earHer  work:  present  state; 
theory  of  local  affections ;  empyema  of  accessory  cavities ;  theory  of 
infection ;  the  author's  personal  researches  on  retronasal  catarrh  and 
atrophic  rhinitis  (ulcus  perforans  of  the  septum;  anterior  atrophic 
rhinitis  of  Siebenmann-Ribary ;  epistaxis,  especially  in  winter  and 
after  prolonged  acute  illness)  ;  effect  of  too  dry  air  on  the  nose  and 
neighboring  parts — (a)  skin  of  the  head,  (b)  ears,  (c)  lips; 
principal  conditions  which  combine  with  atrophic  rhinitis  to  convert 
it  into  ozaena. 

Conclusions. — 1.  Ozaena  is  an  atrophy  of  all  the  internal  walls  of 
the  nose  due  to  atmospheric  influence,  especially  to  too  great  dryness 
of  the  air. 

2.  The  results  of  this  dryness  affect  all  the  internal  walls  of  the 
nose,  neighboring  parts,  and  almost  certainly  also  more  distant 
organs. 

3.  The  bones  of  the  turbinals  appear  to  be  affected  at  the  com- 
mencement of  the  disease. 

4.  To  convert  this  atrophy  into  ozaena  a  bacillary  invasion  en  masse 
is  necessary. 

5.  This  bacillus  can  increase  and  multiply  only  on  a  suitable  soil — 
i.  e.,  only  where  atrophic  conditions  pre-exist. 

6.  The  bacillary  invasion  must  take  place  early  in  order  to  estab- 
lish ozaena. 

7.  This  invasion  probably  always  takes  place  by  direct  transmission 
from  the  vulva. 

8.  Sinusites  are  frequently  combined  with  ozaena. 

9.  Thus,  ozaena  is  an  autochthonous  affection  which  supervenes 
on  atrophy. 

Is  Atrophic  Coryza  an  Autonomous  Affection?     Diagnosis  and 
Treatment.     E.  J.  Moure  (Bordeaux). 

Resume. — In  the  first  place,  it  is  necessary  to  settle  the  several 
clinical  varieties  of  an  affection  with  regard  to  which  specialists  still 
disagree,  in  spite  of  the  interminable  discussions  on  the  subject  all 
over  the  world.  There  is  certainly  a  great  divergence  of  opinion 
among  rhinologists  as  to  the  clinical  forms  of  this  rhinitis,  which 
some  describe  under  tlie  vague  term  "ozaena,"  or  "true  ozaena," 
others  under  the  simple  name  "atrophic  rhinitis." 

Both  these  denominations  are  incomplete,  because  ozaena  may  exist 
without  atrophy  and  atrophy  without  ozaena.  The  term  "ozaenatous 
rhinitis,"  although  more  exact,  is  descriptive  of  the  affection  only  in 
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its  early  period,  when  the  abundant  purulent  secretion  tends  to  accu- 
mulate in  the  nasal  fossae  and  to  decompose  there.  On  the  other 
hand,  when  the  pathological  process  has  destroyed  all  the  glands  and 
almost  all  the  osseous  tissue,  the  odor  disappears  from  lack  of  secre- 
tion, but  as  the  atrophy  has  by  that  time  reached  its  most  advanced 
stage,  the  name  is  no  longer  suitable. 

Again,  there  can  be  no  doubt  that  certain  coryzas  destined  to  be- 
come ozsenatous  and  atrophic  commence  as  a  purulent  rhinitis,  with 
liquid,  inodorous  secretion,  or,  at  least,  with  secretion  that  smells  stale 
and  disagreeable,  but  not  foetid.  At  this  stage  the  mucosa  is  swollen 
(the  hypertrophic  stage  of  certain  authors).  Here  the  term  "ozaenat- 
ous  atrophic  coryza''  is  not  apt,  especially  as  certain  purulent  coryzas 
never  give  rise  to  true  ozsena,  although  their  final  staee  is  one  of 
atrophy  of  the  Schneiderian  membrane  and  turbinal  bodies. 

Lastly,  we  all  know  that  of  late  years  certain  authors— in  particu- 
lar Grunwald — regard  ozaena  as  originating  in  -sinusites,  declaring 
that  if  one  cannot  always  discover  the  sinus  affection,  the  sinusitis  is 
situated  where  it  is  difficult  to  recognize.  We  cannot  admit  such  a 
radical  opinion,  because  at  the  present  time  the  various  accessory 
cavities  of  the  nose  are  comparatively  easily  inspected,  and  I  cannot 
believe  that  suppuration  in  any  one  of  them  could  long  escape  detec- 
tion if  carefully  and  repeatedly  sought  for. 

However  that  may  be,  we  need  not  be  astonished  if,  with'  the  dif- 
ferent forms  of  the  disease  to  which  I  have  just  alluded,  treati-n.ent 
•should  be  regarded  by  some  authors  as  effective,  even  curative,  and 
by  others  as  absolutely  without  effect  on  the  disease  itself.  This 
divergence  of  opinion  is  due,  not  only  to  the  variety  of  clinical  forms 
of  4:he  affection,  but  also  to  the  period  at  which  the  examination  is 
made  and  to  the  age  of  the  patient.  No  doubt  atrophic  coryza  will 
offer  very  varying  degrees  of  resistance  to  treatment,  according  a^  it 
occurs  in  the  adolescent,  the  adult,  or  the  aged.  Moreover,  as  Trous- 
seau observed,  in  spite  of  considerable  or  even  excessive  enlargement 
of  the  nasal  cavites  in  old  people,  one  seldom  finds  a  case  of  true 
ozaena. 

As  to  the  question  whether  ozaena  is  an  autonomous  disease,  that 
can  be  answered  only  after  considering  the  different  aspects  under 
which  it  appears.  To  my  mind,  it  is  correct  to  say  that  an  atrophic 
coryza  which  commences  in  childhood  as  a  rhinitis  purulenta,  gener- 
ally accompanied  by  one  or  more  sinusites,  is,  so  to  speak,  a  second- 
ary aft'ection — an  affection  which  can  well  be  checked  if  one  gets  the 
chance  of  treating  it  in  its  early  stages;  that  is  to  say,  before  the 
atrophic  process  is  thoroughly  established  or  the  formation  of  foetid 
crusts  has  begun. 
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Again,  in  certain  adults  a  peculiar  form  of  pseudo-atrophic  rhinitis 
is  found — a  form  that  I  would  willingly  call  strumous.  In  it  the 
turbinals  are  atrophied,  the  secretion  is  muco-purulent,  with  a  ten- 
dency to  the  formation  of  brownish  crusts,  which,  however,  are  never 
thick,  and  do  not  give  oft'  the  distinctive  foetor  of  true  ozaena.  The 
atrophy  is  usually  accompanied  by  the  presence  of  adenoid  vegeta- 
tions (adenoiditis  suppurativa),  and  even  by  sub-maxillary  and  cervi- 
cal adenitis.  In  this  form,  too,  affections  of  the  maxillary,  ethmoid, 
and  sphenoid  sinuses  are  not  rare,  although  not  so  common  as  in  the 
preceding  form.  This  I  should  call  a  prebacillary  coryza,  because 
the  same  condition  of  the  mucosa  is  found  in  tuberculous  subjects,  in 
patients  with  lupus  of  the  face,  and  even  in  patients  who  later  will 
present  signs  of  lupus  of  the  nasal  mucosa.  Everyone  who  has  ex- 
amined the  nasal  fossae  of  such  patients  must  have  observed  that, 
when  the  lupus  is  still  confined  to  the  one  fossa,  the  other  fossa  shows 
this  special  form  of  atrophy  of  the  inferior  and  middle  turbinals, 
with  formation  of  brownish,  non-foetid  crusts.  _  It  is,  so  to  say,  the 
initial  stage  of  lupus.  This  form  of  coryza  is  obviously  constitu- 
tional, autonomous,  and  inherent  in  the  individual  aft'ected. 

Lastly,  there  is  the  atrophic  coryza — which  is  often  congenital, 
almost  always  hereditary—characterized,  not  only  by  diminished  size 
of  the  inferior  and  middle  turbinals — often  reduced  to  little  ribbons — 
but  also  by  the  presence  in  the  nose  of  very  dark,  thick  crusts 
which  separate  with  difficulty  only  every  fifth,  sixth,  or  eighth  day, 
and  give  off  the  special  odor  from  which  the  name  ozsena  is  derived. 

Here,  again,  there  is  often  evidence  of  sinusites  of  nasal  origin, 
the  teeth  of  the  upper  jaw  being  in  perfect  condition.  In  the  general 
run  of  cases  the  maxillary  antrum  is  found  to  contain  a  grumous, 
grayish  pus  of  a  quite  pecular  kind.  This  is  obviously  the  most  per- 
sistent and  obstinate  form.  It  is  well  characterized.  All  rhinolo- 
gists  will  at  once  recognize  the  variety  I  allude  to.  The  foetor  is  due 
to  the  nature  of  the  nasal  secretion  on  the  one  hand  and  to  the  con- 
siderable enlargement  of  the  cavities  on  the  other. 

Treatment. — After  what  has  just  been  said  it  is  quite  unnecessary 
to  spend  much  time  over  treatment,  and  I  need  scarcely  repeat  what  I 
said  at  the  meeting  of  the  Societe  Francaise  d'Otologie  in  1897.  I 
will  sum  up  the  question  thus : 

1.  In  the  purulent  ozsena  of  adolescents  the  inflamed  and  swollen 
adenoid  tissue  should  be  removed,  and  thereafter  the  nose  irrigated 
regularly.  In  such  cases  I  am  convinced  that  massage,  followed  by 
a  nitrate  of  silver  spray  (as  recommended  by  Meyjes),  is  excellent 
treatment.     Although  the  mucosa  of  the  inferior  and  middle  turbinals 
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appears  hypertrophied,  it  ought  not  to  be  treated  by  surgical  methods 
unless  it  is  quite  degenerated — i.  c'.,  polypoid.  Such  swellings 
diminish  gradually  under  suitable  treatment  regularly  applied,  where- 
as resections  of  the  mucosa,  cauterizations  with  galvano-cautery,  etc., 
sometimes  give  rise  to  outbursts  of  acute  infection. 

2.  In  the  strumous  pseudo-atrophic  coryza  of  which  I  have  spoken 
nasal  irrigations  combined  with  treatment  of  the  general  condition  is 
all  that  should  be  tried.  The  results  are  not  infrequently  quite  satis- 
factory. Of  course,  if  either  of  these  forms  of  ozaena  is  accompanied 
by  sinusitis,  this  must  be  treated  just  as  an  ordinary  sinusitis,  but 
the  pituitary  membrane  ought  to  have  recovered  nearly  its  normal 
appearance  before  the  sinus  is  touched. 

3.  Lastly,  in  the  atrophic  ozaenatous  coryjza  (true  ozgena  of  Mar- 
tin) in  its  active  stage,  in  young  children  it  is  best  to  use  only  irriga- 
tions, etc.,  of  the  nose  till  the  patient  has  reached  an  age  at  which 
more  active  surgical  treatment  can  be  applied — i.  c,  about  the  age  of 
six,  eight,  or  ten.  Then  an  attempt  may  be  made  to  reconstruct  the 
turbinals  by  means  of  interstitial  injections  of  paraffin.  There  is  no 
doubt  that  this  is  a  remedy,  not  only  for  the  secretion,  but  also  for 
the  odor.  Dr.  Brindel  has  been  injecting  a  considerable  number  of 
cases  in  my  clinic  by  a  method  which  we  propose  to  describe  in  detail 
in  another  communication.  After  the  injections  the  secretion 
changes  in  character,  then,  as  the  patient  can  blow  his  nose  better, 
the  stinking  crusts,  with  which  we  are  all  so  familiar,  no  longer  col- 
lect in  his  nasal  fossae.  The  introduction  of  the  paraffin  treatment 
appears  to  have  revived  the  so-called  Zaufal's  theory.  Indeed,  if  we 
just  think  of  what  we  see  in  any  case  of  ozsena,  we  must  remember 
that  in  a  case  of  well-marked  atrophy — given  one  side  quite  widely 
open,  the  other  side  more  or  less  obstructed  by  a  spur,  deflection, 
etc.  of  the  septum — the  largest  crusts  and  the  worst  odor  come  from 
the  non-obstructed  side. 

There  is  no  doubt  that  the  paraffin  method  marks  a  decided  step 
in  advance  in  the  treatment  of  ozsena,  especially  if,  as  we  have  reason 
to  believe  is  the  case,  the  injected  paraffin  becomes  encysted  where  it 
is  injected,  and  the  procedure  of  Gersuny,  and  still  more  of  Eckstein, 
will  enable  the  rhinologist  to  triumph  over  a  disease  hitherto  rebel- 
lious, if  not  incurable. 

Ultimate  Results  of  Paraffin  Injections  into  the  Nasal  Mucosa 
in  Seventy  Cases  of  Typical  Ozaenatous  Atrophic  Rhinitis. 

Drs.  Moure  and  Beindel. 

The  authors  record  the  results  obtained  by  Dr.  Brindel  in  Dr. 
Moure's  clinique  in  the  treatment  of  ozaenatous  atrophic  rhinitis  by 
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means  of  paraffin  injections.  Seventy  cases  hav,e  been  treated,  the 
earliest  dating  back  to  February,  1902 — i.  c,  about  fifteen  months — 
this  considerable  number  of  cases  enables  the  authors  to  set  forth 
(a)  the  technique  of  this  method  of  treatment;  {h)  the  difficulties 
met  with;  {c)  the  slight  accidents  that  sometimes  occur;  {d)  the 
indications  and  contra-indications ;  {e)  the  remote  results  obtained. 

The  fol hiving  Instruments  were  exhibited. 

1.  A  palate  retractor  to  be  used  per  nasum. 

2.  A  snare  for  removing  the  posterior  ends  of  the  inferior  tur- 
binals  with  automatic  flexible  loop. 

3.  Dilating  aural  speculum  for  cases  of  atresia  of  meatus. 

4.  Punch  for  tonsils  in  adults  and  for  imprisoned  (enchatonnees) 
tonsils  in  children. 

5.  Laryngeal  forceps  with  movable  mounts,  suitable  for  most 
endolaryngeal  operations,  and  interfering  very  little  with  the  view 
of  the  field  of  operation  : 

6.  Apparatus  for  paraffin  injections  at  a  constant  temperature. 

ArthurJ.  Hutchison,  (trans.). 


AMERICAN    LARYNGOLOQICAL,    RHINOLOQICAL   AND 
OTOLOGICAL     SOCIETY. 

Ninth  Annual  meeting,  Lexington,  Ky.,  April  so.  May  i  and  2,  ipo^. 
J.  A.  Stucky,  M.  D.,  Lexington,  Ky.,  President;  Wendell  C. 
Phillips,  Secretary. 

President's  Address. 

Dr.  J,  A.  Stucky  delivered  this  address.  He  said  that  the  society 
had  good  reason  to  be  proud  of  its  rapid  growth  and  great  achieve- 
ments in  the  few  brief  years  of  it3  existence.  It  had  been  organ- 
ized on  a  broad  foundation,  and  there  should  be  no  fence  put  up  to 
prevent  the  entrance  of  those  who  were  loyal  to  the  code  and  had  won 
their  spurs.  The  existence  of  this  society  had  shown  the  wisdom  of 
following  the  broad  principles  laid  down  at  its  very  inception,  and 
at  the  present  day  its  members  recognized  no  East  or  West,  no  North 
or  South,  but  one  brotherhood  and  one  purpose. 

Folding  Head  Band. 

Dr.  S.  MacCuen  Smith,  of  Philadelphia,  exhibited  a  folding  head 
band,  which  was  convenient  because  of  its  great  portability.  It  was 
not  his  own  device. 

New  Instruments. 

Dr.  Chevalier  Jackson,  of  Pittsburg,  exhibited  a  skiagraph  of 
the  skull ;  also  his  emergency  thyrotomy  canula,  an  instrument  model- 
ed after  the  ordinary  medicine  dropper,  and  used  for  checking  hem- 
orrhage. His  turbinotomes  were  presented,  and  the  statement  was 
made  that  the  operation  was  done  very  quickly  and  did  not  provoke 
either  immediate  or  secondary  hemorrhage.  He  made  use  of  cocaine 
and  adrenalin  before  the  operation,  and  a  gauze  packing  for  twenty- 
four  hours  after  the  operation.  In  about  5  per  cent  of  the  cases  it 
was  necessary  to  pack  again  for  twenty-four  hours. 

An  adenoid  curette  with  an  attachment  for  preventing  the  drop- 
ping down  of  a  portion  of  the  adenoid  into  the  larynx,  was  shown ; 
also  some  chisels  for  mastoid  operations,  and  an  improved  trephine. 

A  transillumination  lamp  was  presented.     It  w^as  intended  to  be 
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operated  by  a  no  p.  volt  current  without  any  reduction  of  the  current. 
If  left  in  the  mouth  more  than  a  minute  it  would  become  uncomfort- 
ably hot,  but  this  time  was  sufficient  for  the  examination.  He  was 
disposed  to  think  that  much  of  the  present  skepticism  regarding 
transillumination  arose  from  the  fact  that  miniature  and  very  inef- 
ficient lamps  had  been  commonly  used.  The  intensity  of  the  light 
could  be  easily  modified  as  desired  by  the  use  of  a  rheostat. 

Dr.  J.,  M.  Ray,  of  Louisville,  said  that  mistakes  were  frequently 
made  in  examining  the  mouth  because  of  the  difference  in  the  intens- 
ity of  the  light  used.  With  a  very  brilliant  light,  like  the  one  just 
presented,  it  was  probable  that  it  would  pass  through  an  antrum  even 
though  the  latter  were  blocked  with  pus. 

Dr.  C.  R.  Holmes,  of  Cincinnati,  thought  the  point  had  been  well 
taken  about  the  wrong  conclusions  likely  to  be  drawn  from  the  use  of 
a  light  of  too  great  intensity.  While  it  was  desirable  to  have  an  in- 
tense light,  this  should  be  capable  of  regulation  at  will. 

Dr.  C.  G.  Coakley,  of  New  York,  said  that  he  had  never  tried 
transillumination  in  daylight  with  such  intense  illumination ;  never- 
theless he  firmly  believed  that  the  same  amount  of  illumination  could 
not  be  used  in  different  persons.  If  the  examination  were  made  in 
a  darkened  room  a  lamp  of  two  or  three  candle  power  would  give 
sufficient  illumination,  although  even  with  such  a  lamp  it  was  impor- 
tant to  have  means  for  regulating  the  intensity  of  the  light.  With 
regard  to  the  scissors,  he  would  say  that  he  had  not  found  any  scis- 
sors which  would  do  the  work  as  well  as  a  snare.  The  scissors  oc- 
cupied much  valuable  space.  For  post-nasal  work  he  would  not  like 
to  use  the  ratchet  instrument,  as  the  sliding  attachment  would  allow 
of  more  rapid  operating.  Some  of  these  so-called  hypertrophies 
were  really  oedematous  masses  and  could  not  be  secured  by  a  snare 
without  an  anaesthetic.  The  operation  with  the  snare  must  be  done 
almost  instantaneously  because  of  the  attendant  pain. 

Dr.  Wendell  C.  Phillips,  of  New  York,  said  he  had  recently 
had  some  experience  in  this  field.  He  liked  the  forceps  exhibited  for 
removing  hypertrophied  tissue,  but  the  problem  was  somewhat  dif- 
ferent in  connection  with  the  inferior  turbinate,  for,  in  some  in- 
stances at  least,  scissors  would  not  take  off  the  bone.  He  thought 
Dr.  Jackson  had  underestimated  the  importance  of  secondarv  hem- 
orrhage, especially  when  removing  the  Dosterior  portion  of  the  infer- 
ior turbinate  bone.  Personally,  he  had  had  far  less  trouble  in  this 
respect  since  he  had  adopted  the  plan  of  giving  the  patient  a  mild 
solution  of  adrenalin  with  instructions  to  spray  the  parts  frequently 
with  this  solution  until  after  the  time  for  secondary  hemorrhage  had 
gone  by. 
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Dr.  L.  a.  Coffin,  of  New  York,  could  not  understand  how  the 
scissors  could  be  opened  widely  enough  to  allow  of  the  removal  of 
the  turbinate  zvith  one  clip,  and  at  the  same  time  get  into  the  nostril. 
Like  Dr.  Coakley,  he  preferred  the  use  of  the  snare.  Neither  pri- 
mary nor  secondary  hemorrhage  after  operation  on  the  inferior  tur- 
binate should  be  looked  upon  lightly.  For  the  last  few  months  he 
had  adopted  the  plan  of  applying  the  snare  and  then  putting  the 
patient  in  another  room  on  his  back.  From  time  to  time  the  instru- 
ment was  given  a  slight  turn,  and  in  time  the  hypertrophy  was  re- 
moved without  bleeding  and  without  pain  except  on  the  introduction 
of  the  instrument.  After  the  removal  of  the  snare  he  paid  no  atten- 
tion to  the  portion  removed,  as  it  would  take  care  of  itself. 

Dr.  Jackson  said  that  a  large  experience  with  his  instruments 
made  him  feel  sure  that  they  were  at  least  worthy  of  trial.  He  would 
positively  dissent  from  the  statement  that  it  was  possible  with  his 
brilliant  lamp  to  fail  to  obtain  a  shadow  indicating  pus  in  the  antrum. 
The  turbinotomes  were  entered  into  the  nostril  while  closed,  and 
then  expanded. 

Dr.  F.  C.  Cobb,  of  Boston,  said  he  did  not  think  it  was  the  pus  that 
produced  the  shadow  in  an  antral  empyema,  for  he  had  found  the 
shadow  quite  as  dark  after  washing  out  the  antrum  as  before.  The 
shadow  was  produced  by  the  thickening  of  the  mucous  membrane 
resulting  from  oedema  and  the  polypoid  degeneration  of  the  mem- 
brane. 

Foreign  Body  In  Nose  For  Thirty  Years. 

Dr.  W.  L.  Ballenger,  of  Chicago,  presented  a  specimen  removed 
from  the  nose.  At  the  time  it  was  supposed  to  be  a  rhinolith.  The 
case  was  one  of  foul-smelling  suppuration  of  the  nose.  According 
to  the  history,  thirty  years  ago  the  patient's  eye  was  destroyed  by  the 
explosion  of  a  gun.  On  cutting  open  the  mass  removed  from  the 
nose,  it  was  found  that  the  core  of  the  foreign  body  was  the  breech- 
pin  of  a  musket. 

A  Case  of  Lipoma  of  the  Tonsil. 

Dr.  Clement  F.  Theisen,  of  Albany. 

This  case  was  published  exclusively  in  the  August,  1903,  issue  of 
The  Laryngoscope,  page  607. 

Retropharyngeal  Abscess.     Report  of  Three  Cases. 

Dr.  L.  C.  Cline,  of  Indianapolis.  This  paper  is  published  in 
full  in  this  issue  of  The  Laryngoscope. 


t 
706  SOCIETY  PROCEEDINGS. 

Dr.  C.  G.  Coakley  commented  upon  the  fact  that  these  cases  oc- 
curred for  the  most  part  in  private  practice.  In  the  pubHc  clinic  he 
frequently  saw  six  or  seven  of  these  cases  in  the  course  of  a  winter. 
These  abscesses  seemed  to  originate  in  some  infected  lymphatic  gland 
in  this  region,  often  as  a  result  of  local  tuberculosis.  A  bacteriolog- 
ical examination  was  not  of  much  importance  because  of  the  many 
micro-organisms  found  in  the  throat.  He  had  seen  but  one  case  of 
retropharyngeal  abscess  in  private  practice,  and  that  was  in  a  man 
about  *30  years  of  age.  There  was  no  enlargement  of  the  tonsil  or 
(Dedema  of  the  pillars  of  the  fauces.  Incision  gave  speedy  relief. 
Sometimes  these  abscesses  were  secondary  to  caries  of  the  cervical 
vertebrae.  It  was  his  rule  to  employ  the  incision  through  the  mouth, 
beginning  far  down  in  the  median  line  and  carrying  the  incision  as 
far  as  the  swelling  extended.  The  patient's  head  was  then  lowered 
and  the  finger  used  to  press  out  the  pus.  Sometimes  this  opening 
closed,  required  a  second,  or  perhaps  a  third,  incision.  Although  he 
had  operated  several  times  upon  patients  almost  moribund,  he  had 
had  no  serious  complication  arising  from  the  passage  of  the  fluid 
down  into  the  air  passages. 

Dr.  F.  C.  Cobb  said  that  he  had  seen  a  good  many  of  these 
abscesses  at  the  Massachusetts  General  Hospital.  It  was  always  well 
to  examine  the  cervical  vertebrae.  In  young  children  it  was  his  prac- 
tice to  make  a  broad  incision  and  take  pains  to  keep  this  incision 
open.  Apparently  the  opening  had  partially  closed  in  one  of  the 
cases  reported  in  the  paper.  There  seemed  to  be  very  little  risk  of 
suffocating  the  patient  by  the  escape  of  pus. 

Dr.  S.  MacCuen  Smith,  of  Philadelphia,  said  he  would  like  to 
know  what  provision  Dr.  Coakley  made  to  prevent  injury  to  the  ves- 
sels of  the  neck. 

Dr.  Coakley  said  that  he  found  the  old-fashioned  hatchet-shaped 
gum  lancet  a  useful  instrument  for  opening  these  abscesses.  The 
abscess  usually  stood  out  quite  prominently,  and  the  blood  vessels 
were  displaced  laterally  so  that  there  must  be  comparatively  little 
danger  of  injuring  them  by  the  incision  of  the  abscess. 

Dr.  George  L.  Richards,  of  Fall  River,  thought  these  cases  were 
more  common  than  appeared  from  the  records,  and  that  children 
often  died  from  this  condition  without  its  being  diagnosticated.  He 
recalled  a  case  in  which  a  child  had  been  brought  to  his  office  almost 
asphyxiated.  On  passing  in  his  finger  he  felt  the  abscess  and  in- 
stantly he  opened  it  with  his  finger  nail,  giving  the  child  relief.  Al- 
though an  emergency  method,  it  was  justifiable  sometimes  in  gen- 
eral practice  as  a  life-saving  measure.     He  did  not  think  there  was 
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much  danger  of  hemorrhage  in  operating  upon  these  cases.  In  in- 
cising the  abscess  he  made  the  incision  both  upward  and  downward, 
sometimes  for  fully  two  inches,  to  make  sure  that  the  whole  extent  of 
the  abscess  was  laid  open.  With  concentrated  peroxide  of  hydro- 
gen solution  on  a  cotton  pledget  he  then  swabbed  out  the  abscess 
cavity. 

Dr.  W.  H.  Dudley,  of  Easton,  Pa.,  said  that  the  second  case  men- 
tioned in  the  paper  recalled  one  that  had  come  to  him  with  a  his- 
tory of  paralysis  of  one  of  the  ocular  muscles.  The  patient  had  been 
on  antisyphilitic  treatment  without  benefit,  and  in  wretched  condition 
at  the  time.  Examination  revealed  a  fluctuating  tumor  of  the 
pharynx,  and  on  incision  of  this,  complete  and  permanent  relief  was 
given. 

Dr.  J.  M.  Ray,  of  Louisville,  had  not  found  these  abscesses  par- 
ticularly rare,  especially  in  nursing  infants.  Sometimes  these 
abscesses  were  traumatic,  and  they  were  usually  situated  very  low 
down.  In  one  such  case  the  breast  bone  of  a  quail  had  lodged  in  the 
oesophagus,  and  in  the  efforts  to  remove  the  bone  the  family  physi- 
cian produced  considerable  traumatism.  Some  days  later  the  neck 
swelled,  deglutition  became  almost  impossible,  and  the  patient  had 
that  peculiar  croaking  voice  so  charaAeristic  of  retropharyngeal 
abscess.  The  mirror  showed  a  swelling  down  near  the  larynx.  This 
was  incised  and  considerable  pus  evacuated.  In  another  traumatic 
ease  a  pin  had  lodged  in  the  larynx  of  a  boy  two  days  before.  The 
pin  was  deeply  buried  in  the  tissues,  and  was  removed  with  dif- 
ficulty. A  week  later  the  child  returned  with  a  circumscribed  swell- 
ing low  down  on  the  posterior  wall  of  the  pharynx,  associated  with 
much  infiltration  of  the  larynx. 

Dr.  Chevalier  Jackson  said  that  in  opening  these  abscesses  he 
made  use  of  a  bistoury  or  scalpel,  the  greater  part  of  the  blade  of 
^hich  was  guarded  by  wrapping  it  with  adhesive  plaster. 

Dr.  Cline,  in  closing  the  discussion,  said  that  the  first  case  had 
lasted  six  weeks  and  general  infection  had  already  occurred,  which 
probably  explained  the  refilling  of  the  abscess. 

A   Case  of  Tubercular  Laryngeal  Stenosis   Treated   by   Trach- 
eotomy. 

Dr.  Price  Brown,  of  Toronto,  reported  this  case.  The  patient 
was  a  man  of  31,  who  had  been  referred  to  him  on  April  2,  1901. 
He  was  suffering  from  night  sweats  and  a  frequent  racking  cough. 
Tubercle  bacilli  were  not  found  in  the  sputum  at  the  time.  The 
left  side  of  the  epiglottis  was  decidedly  infiltrated,  and  the  whole 
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larynx  was  bathed  in  muco-pus.  An  alkaline  spray  was  used  daily, 
followed  by  menthol  and  lanolin,  and  at  intervals  of  a  few  days  an 
application  of  a  50  per  cent  solution  of  lactic  acid  was  made.  By 
May  12  the  patient  had  improved  considerably,  both  in  the  local  and 
general  condition.  On  May  13  there  was  a  chill  and  a  rise  of  tem- 
perature to  103°  F.  The  lungs  showed  fairly  advanced  tuberculo- 
sis. The  patient  then  began  living  outdoors  in  a  tent.  Eleven 
months  later  his  condition  had  improved  so  much  that  he  was  ad- 
mitted to  a  sanitarium  for  incipient  tuberculosis,  although  he  had 
been  refused  admission  at  the  time  of  commencing  the  tent  life. 
Nevertheless  tubercle  bacilli  were  found  in  the  sputum.  On  Novem- 
ber 10,  1902,  the  larynx  became  so  oedematous  that  he  felt  justified 
in  doing  tracheotomy,  and  high  tracheotomy  was  performed.  From 
the  time  of  the  operation  the  laryngeal  symptoms  slowly  improved. 
For  many  weeks  now  the  temperature  had  remained  normal,  and 
the  patient  had  regained  his  full  normal  weight.  No  tubercle  bacilli 
were  found  at  present  in  the  sputum.  The  tube  was  still  worn,  and 
when  the  opening  was  closed  with  the  finger  the  patient  could  speak 
in  guttural  tones.  There  were  no  visible  ulcerations  in  the  larynx. 
After  another  summer  of  tent  life  it  was  purposed  to  attempt  the 
cure  of  the  laryngeal  stenosis  by  the  use  of  graduated  tubes. 

Dr.  John  A.  Thompson,  of  Cincinnati,  thought  tracheotomy  was 
indicated  in  those  comparatively  rare  cases  of  tubercular  laryngitis 
in  which  there  was  extensive  infiltration  with  comparatively  little 
trouble  in  the  lungs.  He  had  seen  such  a  case  first  about  eleven 
years  ago.  In  that  instance  the  dyspnoea  was  extreme,  and  was  due 
to  the  fixation  of  the  cords  by  extensive  infiltration.  Under  local 
treatment  this  infiltration  was  absorbed,  and  instead  of  dying  within 
a  month  as  had  been  expected,  she  was  still  alive  and  hearty.  The 
other  side  of  the  picture  was  the  danger  of  infection  of  the  other 
tissues  of  the  neck  by  tuberculosis.  This  was  exemplified  by  an- 
other case  in  which  low  tracheotomy  was  done  and  a  laryngo-fissure 
established.  The  latter  healed  readily  but  the  tracheotomy  wound 
became  infected  by  the  sputum,  and  the  tissues  of  the  neck  broke 
down  very  rapidly.  _The  unknown  element  of  vital  resistance  must 
always  be  an  uncertain  factor  in  determining  whether  or  not  tracheot- 
omy was  desirable. 

Dr.  C.  F.  Thiesen  spoke  of  a  case  of  laryngeal  tubercuk)sis  which 
had  been  complicated  by  a  severe  attack  of  grippe.  This  was  fol- 
lowed by  such  severe  dyspnoea  that  immediate  trachectomy  was  de- 
manded. The  trachea  was  not  found  in  the  usual  position,  but  con- 
siderably to  the  left  of  the  median  line.     On  opening  it  several  ounces 
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of  pus  escaped  from  an  abscess  connected  with  the  trachea  low 
down.  The  man  eventually  died  some  weeks  later  of  a  septic  pneu- 
monia. 

Dr.  Price  Brown  closed  the  discussion.  He  said  that  the  last 
speaker's  remarks  reminded  him  of  a  case  of  abscess  of  the  larynx 
that  he  had  seen  at  one  time,  and  in  which  death  occurred  during 
the  night.  It  was  undoubtedly  important  to  carefully  select  the 
cases. 
The  Pathology  of  Ethmoiditis  Reconsidered. 

Dr.  Edward  Woakes,  of  London,  England,  sent  a  communication 
on  this  subject,  which  was  ordered  reaS. 

This  paper  was  published  in  extenso  in  the  July,  1903,  issue  of 
The  Laryngoscope,  page  511. 

The  Import  of  the  Salivary  and  Nasal  Secretions  in  Hay  Fever. 

Dr.  D.  Braden  Kyle,  of  Philadelphia,  was  the  author  of  this 
paper. 

This  paper  is  published  in  full  in  this  issue  of  The  Laryngoscope. 

Dr.  Norval  H.  Pierce,  of  Chicago,  said  that  there  seemed  to  be  a 
law  governing  infections,  which  was  operative  in  all  cases.  A 
change  took  place  in  the  body  prior  to  infection  with  the  micro- 
organism. In  Pasteur's  well  known  experiments  with  chickens  cer- 
tain micro-organisms  of  a  certain  virulence  were  introduced  into  the 
throats  of  chickens  and  the  latter  were  kept  at  a  certain  temperature. 
Almost  without  exception  when  the  temperature  sunk  below  a  cer- 
tain point  and  remained  so  for  some  time,  active  inflammatory 
changes  supervened.  Pasteur  explained  these  phenomena  by  saying 
that  the  cold  produced  in  the  cells  of  the  chickens  a  change  which 
permitted  the  micro-organisms  to  become  active.  We  were  all  fre- 
quently exposed  to  infection  by  various  micro-organisms  and  yet  it 
was  only  exceptionally  that  we  did  actually  become  infected.  Too 
little  attention  had  been  paid  heretofore  to  the  chemical  changes  oc- 
curring in  the  secretions.  In  the  common  rhinitis  in  which  the  body 
was  subjected  to  a  chill,  the  chemistry  of  the  secretions  was  altered, 
and,  as  a  result,  certain  substances  were  formed  which  were  irritants 
to  the  mucous  membrane.  He  believed  the  time  would  come  when 
one  would  be  enabled  to  demonstrate  that  heat  and  light  themselves 
might  produce  such  changes  as  were  represented  by  the  condition 
known  as  hypersesthetic  rhinorrhea.  He  had  a  patient  under  obser- 
vation who  would  escape  from  an  attack  of  hay  fever  at  a  certain 
time  of  year  so  long  as  he  wore  dark  glasses,  but  on  removing  them 
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the  at^tack  would  occur,  and  would  continue  for  some  time,  even 
though  the  glasses  were  replaced.  When  an  ear  drum  was  perfor- 
ated the  original  infection  played  a  secondary  part  as  compared  with 
the  germs  of  putrefaction  which  were  introduced  through  the  exter- 
nal auditory  canal.  The  secretions  which  were  the  result  of  the  in- 
flammation were  decomposed  by  these  putrefactive  organisms,  which 
cast  off  a  chemical  irritant.  The  latter  in  turn  reacted  on  the  mu- 
cous membrane,  and  so  a  vicious  circle  was  established.  He  recalled 
a  case  of  a  gentleman  who  had  accidentally  discovered  that  if  he 
took  two  drachms  of  phosphate  of  soda  after  an  excess  in  eating  or 
drinking,  this  would  entirely  prevent  an  annoying  pharyngitis,  which 
would  otherwise  supervene.  In  another  case  the  taking  of  bicar- 
bonate of  soda  into  the  stomach  would  bring  a  rhinitis  to  a  close. 

Dr.  H.  Holbrook  Curtis,  of  New  York,  said  that  the  theory  pre- 
sented in  the  paper  only  seemed  to  explain  a  certain  class  of  cases. 
He  had  collected  about  8,000  replies  to  his  circular  regarding  hay 
fever,  and  while  he  had  not  tabulated  and  classified  these,  he  was 
disposed  to  believe  that  hay  fever  would  be  subdivided  into  three 
classes,  viz. :  ( i )  A  systemic  condition,  which  might  give  rise  to 
the  winter  variety  of  hay  fever,  e.  g.,  explosions  of  uric  acid  in  the 
blood  or  the  chemical  changes  described  in  Dr.  Kyle's  paper;  (2) 
a  local  condition  in  which  the  application  of  certain  pollens  or  effluvia 
precipitated  an  attack  of  hay  fever,  and  (3)  a  neurotic  condition.  It 
had  been  proved  that  a  person  who  had  hay  fever,  so-called,  did  not 
have  it  if  his  horse  had  been  thoroughly  smeared  with  vaseline.  It 
had  been  proved  that  the  irritant  was  an  emanation  from  the  body  of 
the  horse,  either  dandruff  or  perspiration.  The  elephant-house  of 
the  menagerie  was  the  cause  of  an  acute  hay  fever  in  some  individ- 
uals, while  some  experienced  an  attack  from  the  inhalation  of  any 
dust.  In  one  case  of  this  kind  he  had  effected  a  complete  cure  by 
removing  a  posterior  hypertrophy  of  the  turbinate. 

Dr.  C.  F.  Thiesen  referred  to  the  very  recent  investigations  of 
Dr.  Dunbar  of  Hamburg.  Dr.  Kyle's  theory  no  doubt  accounted 
for  many  cases  of  hay  fever,  but  he  did  not  see  how  it  would  ex- 
plain the  experiments  of  Dr.  Dunbar.  This  investigator's  laboratory 
experiments  in  this  field  had  extended  over  a  number  of  years,  and 
he  had  found  that  from  various  grains,  particularly  maize,  were  ob- 
tained a  pollen  poison,  which  when  introduced  into  the  nostrils  of 
hay  fever  patients  would  result  in  a  typical  attack  of  hay  fever,  even 
in  winter.  Again,  by  innoculating  animals  he  had  obtained  an  anti- 
toxin which  would  absolutely  neutralize  his  pollen  toxin.  Further 
than  this,  the  pollen  toxin  was  introduced  into  the  nose  of  a  number 
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of  persons  who  had  never  had  hay  fever,  and  the  result  was  negative. 
We  should  distinguish  between  typical  hay  fever  and  that  designat- 
ed by  the  Germans  as  rhinitis  nervosa. 

Dr.  Coakley  said  he  had  been  deeply  interested  in  the  paper. 
Many  of  the  statements  made  therein  tended  to  confirm  the  results 
obtained  by  Dunbar.  This  gentleman  found  that  in  the  interior  of 
the  small  granules  of  pollen  was  a  starchy  body  which  was  soluble 
in  salt  solution  and  blood  serum,  and  when  this  was  injected  it  gave 
rise  to  hay  fever.  However,  on  reading  Dr.  Dunbar's  paper  he  had 
been  disappointed  with  the  therapeutic  results  thus  far  obtained.  In 
atrophic  rhinitis  the  condition  was  such  that  there  was  very  little  se- 
cretion, and  hence,  very  little  opportunity  for  the  pollen  to  be  dis- 
solved ;  consequently  there  was  not  much  opportunity  for  absorption. 

Dr.  Price  Brown  said  that  he  knew  a  gentleman  who  had  suffered 
for  years  from  hay  fever,  and  had  not  been  benefited  much  by  any 
treatment.  The  speaker  had  advised  him  last  summer  to  go  to  the 
country  and  work  vigorously  during  the  whole  of  the  hay  fever  sea- 
son. He  lost  his  appetite,  but  suffered  from  thirst.  The  thirst  he 
quenched  bv  sucking  lemons.  He  wholly  escaped  hay  fever  that 
time,  and  this,  Dr.  Brown  thought,  would  be  explained  by  the  theory 
of  chemical  changes  in  the  secretions.  , 

Dr.  S.  MacCuen  Smith  said  that  it  had  been  a  tradition  in  his 
locality  that  hay  fever  could  be  relieved  by  taking  a  teaspoonful  of 
table  salt  in  one  or  two  pints  of  hot  water  on  retiring.  This  would 
not  cure  all  cases  of  hay  fever,  but  it  would  certainly  abort  many  of 
them. 

Dr.  J.  A.  Stucky  said  that  he  had  previously  pointed  out  in  a 
paper  on  lithaemic  nasopharyngitis  that  these  neuroses  were  often  due 
to  intestinal  intoxication,  and  that  as  a  result  of  a  series  of  urinary 
examinations  he  had  found  that  there  was  an  excess  of  indican  in 
these  cases.  Continuing  this  investigation  he  had  since  found  an 
excess  of  indican  present  in  eleven  out  of  seventeen  cases.  Another 
matter  of  interest  was  that  it  was  exceedingly  rare  indeed  to  find  hay 
fever  in  the  laboring  classes.  In  an  experierice  of  twenty-two  years 
he  had  seen  it  only  once,  and  that  in  a  negro  cook,  who  was  cured 
of  his  hay  fever  by  sending  him  out  to  work  on  a  farm. 

Dr.  Kyle,  in  closing  the  discussion,  said  that  he  had  not  stated 
that  all  cases  of  hay  fever  were  dependent  upon  change  in  the  secre- 
tions. The  case  of  hay  fever  brought  on  by  leaving  off  the  glasses 
was  evidently  one  in  which  there  was  some  refractive  error  or  the 
glasses  would  not  have  been  worn,  and  again,  if  lachrymation  result- 
ed from  leaving  off  the  glasses,  it  was  easy  to  understand  how  nasal 
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irritation  might  result.  He  knew  of  a  whole  family  who  were  ex- 
ceedingly sensitive  to  the  fumes  of  ammonia,  and  who  could  not  on 
that  account  go  near  a  horse  without  getting  an  attack  of  hay  fever. 
These  persons  suffered  from  the  inhalation  of  aromatic  spirits  of  am- 
monia. 

A  Case  of  Bilateral  Abscess  of  the  Septum  With  Well  Marked 
Symptoms  of  Septicaemia. 

Dr.  W.  L.  Culbert,  of  New  York,  reported  this  case.  The  patient 
was  a  man  of  31,  a  cigarette  smoker,  and  a  moderate  drinker.  Five 
days  previous  to  coming  under  observation  he  had  contracted  a  se- 
vere "cold."  His  temperature  was  104°  F.  and  his  pulse  132,  and 
the  skin  was  clammy.  There  was  intense  throbbing  pain ;  the  nose 
was  completely  occluded ;  the  mucous  membrane  was  loose  and  there 
was  a  boggy  and  fluctuating  tumor.  Both  abscesses  were  opened 
by  a  vertical  and  horizontal  incision,  and  the  relief  was  immediate. 
The  cavities  were  irrigated  first  with  peroxide  of  hydrogen  and  then 
with  weak  carbolic  acid  solution,  and  were  then  lightly  packed.  By 
the  next  day  all  of  the  septic  symptoms  had  disappeared.  Five  days 
later  the  septum  appeared  normal.  The  patient  brought  with  him 
a  quadrangular  piece  of  necrosed  bone  that  had  been  discharged 
from  the  nose.  The  occurence  of  septicaemia  in  such  a  case  was  not 
usual,  and  the  etiology  of  these  abscesses  was  somewhat  obscure. 
The  fact  that  the  abscess  was  bilateral  and  involved  both  the  car- 
tilaginous and  bony  septum  was  also  of  interest. 

A  Case  of  Epiglottic  Abscess  with  Secondary  Involvement  of  the 
Cervical  Glands. 

Dr.  Culbert  also  reported  this  case.  The  patient  was  a. merchant, 
34  years  of  age,  who  had  consulted  him  last  summer  because  of 
painful  and  difficult  deglutition  and  a  sense  of  swelling  in  the  throat. 
He  was  undoubtedly  gouty,  and  had  suffered  previously  from  sev- 
eral attacks  of  quinsy.  The  anterior  chain  of  lymphatic  glands  of 
the  neck  was  swollen  and  tender.  His  temperature  was  100.5°  F-» 
and  his  pulse  90.  The  mirror  showed  a  mass  at  the  base  of  the  an- 
terior surface  of  the  epiglottis  a  little  to  the  left  of  the  median  line. 
There  was  no  tumor  or  involvement  of  the  larynx.  The  abscess  was 
opened  by  the  use  of  a  sharp,  curved,  aneurism  needle.  Relief  was 
immediate,  and  the  enlargement  of  the  lymphatic  glands  disappeared 
within  a  few  days.  The  extensive  involvement  of  these  glands  was 
a  point  of  some  interest. 
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Dr.  George  L.  Richards  said  that  last  winter  he  had  first  seen  a 
case  of  abscess  of  the  septum  associated  with  septicsemia.  The 
patient  was  a  physician  whose  nose  had  been  injured  by  the  break- 
down of  his  carriage.  An  abscess  of  the  septum  developed  in  three 
or  four  days,  and  it  was  incised  by  another  physician.  The  man 
then  developed  a  temperature  of  103°  F.  and  simultaneously  a  pain 
in  one  knee.  The  condition  grew  worse  in  spite  of  washing  out  the 
wound.  Finally,  Dr.  Alaurice  H.  Richardson  operated,  opening  up 
several  small  abscesses.  It  was  several  months  before  the  patient 
was  able  to  resume  his  work.  Some  of  these  cases  of  septal  abscess 
led  to  considerable  deformity  of  the  bridge  of  the  nose. 

Dr.  C.  G.  Coakley  said  that  the  tendency  of  the  cartilage  to  'break 
down  was  very  great,  and  took  place  quite  rapidly.  He  thought  it 
possible  that  the  piece  of  bone  discharged  in  Dr.  Culbert's  case  was  a 
part  of  the  anterior  portion  of  the  ethmoid.  He  had  advocated  the 
use  of  the  Simpson  tampon  to  hold  the  parts  in  proper  position,  and 
so  prevent  deformity. 

Dr.  W.  L.  Ballenger,  of  Chicago,  said  that  the  significant  fact 
about  the  case  of  septal  abscess  under  discussion  was  the  amount  of 
septicaemia,  which  seemed  to  indicate  that  there  had  been  an  exten- 
sion of  the  infection  beyond  the  septal  part  of  the  cartilage  to  a  part 
more  richly  supplied  with  lymphatics.  In  his  own  published  case 
tJiere  was  bilateral  abscess,  but  there  were  no  marked  symptoms  of 
sepsis. 

Dr.  Culbert  closed  the  discussion.  He  said  that  he  had  been  un- 
able to  see  the  patient  recenth^  to  determine  whether  or  not  there 
was  much  ultimate  deformity.  He  had  incised  both  sides  of  the  sep- 
tum largely  with  the  idea  of  avoiding  deformity. 

The  Relations  of  the  Upper    Air    Passages   to   Diseases  of  the 
Gastro=lntestinaI  Tract. 

Dr.  L.  a.  Coffin,  of  Xew  York,  read  this  paper.  He  said  that  he 
had  been  struck  by  the  large  number  of  his  clinic  patients  who  com- 
plained only  of  post-nasal  catarrh.  The  disease  per  se  was  a  local 
one.  The  stoppage  of  the  nose  at  night  on  the  side  next  the  pillow 
was  a  common  complaint,  and  was  due  to  hypertrophy  of  the  poster- 
ior ends  of  the  inferior  turbinate.  The  pathology  was  that  of  a 
cirrhotic  membrane.  The  commonest  basic  principle  in  the  etiology 
was  irritation,  and  this  resulted  in  hyperaemia.  The  circurnscribed 
area  affected  was  against  the  view  that  the  condition  was  the  result 
of  general  toxaemia.  As  the  anterior  nares  frequently  escaped  the 
disease  altogether,  it  was  evident  that  one  must  look  elsewhere  than 


714  SOCIETY  PROCEEDINGS. 

to  the  inspired  air.  Children  who  seldom  had  great  structur;^i  de- 
formity of  the  nose,  were  quite  as  frequently  affected  with  post- 
nasal catarrh  as  were  adults.  The  author  believed  the  chief  ca.  ac  of 
the  pathological  condition  under  discussion  was  the  irritation  result- 
ing from  the  eructations  of  gases  from  the  stomach.  He  beueved 
that  in  considering  chronic  follicular  pharyngitis  and  naso-piiaryn- 
gitis  as  frequently  secondary  to  chronic  indigestion,  one  took  a  logi- 
cal position,  and  that  better  results  would  follow  from  treatment 
founded  upon  this  assumption.  Hyperacidity  was  a  most  common 
cause  and  the  reason  it  was  overlooked  was  that  the  great  majority 
of  these  persons  gave  no  symptoms  pointing  to  gastric  disorder.  A 
series  of  cases  had  been  examined  by  modern  methods  for  stomach 
disorder,  and  the  results  noted  and  compared  with  the  examinations 
made  of  the  upper  air  passages. 

Dr.  Joseph  White,  of  Richmond,  said  that  while  he  had  been 
deeply  interested  in  the  paper,  he  did  not  feel  fully  convinced  by  the 
author's  statements  and  reasoning.  When  a  medical  student  he  had 
been  taught  that  all  troubles  of  the  nose,  pharynx,  larynx  and  tonsils 
were  invariably  dependent  upon  disorders  of  the  digestive  apparatus, 
and  especially  of  the  liver.  The  digestive  apparatus  was  subsequent- 
ly relieved  of  some  of  this  onus  by  the  theory  that  rheumatism  was 
the  basis  of  many  of  these  affections  of  the  upper  air  passages,  and 
then,  in  turn,  disorders  in  women,  and  smoking  and  drinking  m  men 
were  also  held  to  be  etiological  factors.  Mere  refrigeration  was,  as 
a  rule,  nothing  more  than  a  defective  circulation  of  the  skin,  although 
perhaps  dependent  upon  digestive  disorder.  The  same  was  true  of 
many  of  these  other  affections,  because  they  were  dependent  upon 
circulatory  disturbances  of  the  same  general  nature.  The  old  teach- 
ing was  to  give  a  calomel  or  saline  purge,  followed  by  the  local  or 
internal  use  of  chlorate  of  potash,  and  many  physicians  still  maintain 
that  this  is  good  therapeutics  to-day. 

Dr.  W.  L.  Ballenger  said  that  so  far  there  did  not  seem  to  be 
any  exact  evidence  as  to  the  relationship  between  the  upper  air  pass- 
ages and  the  disorders  of  the  digestive  tract,  most  of  the  literature 
on  this  topic  presenting  assertions  rather  than  arguments.  The  naso- 
pharynx was  a  region  richly  supplied  with  lymphoid  tissue,  and  the 
region  was,  embryologicallv  speaking,  quite  complex.  Such  tissue 
was  of  comparatively  low  vitality,  and  hence  more  liable  to  inflamma- 
tory disturbances.  This  was  probably  one  biological  factor  in  the 
consideration  of  naso-pharyngeal  catarrh.  The  lymphoid  tissue  of 
children  was  especially  prone  to  inflammation  on  slight  irritation,  and 
hence  it  did  not  follow  that  the  frequency  of  post-nasal  catarrh  in 
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children  was  due  to  eructation  of  gases  from  the  stomach  and  the 
regurgitation  of  irritating  fluids. 

Dr.  F.  C.  Cobb  asked  if  these  cases  had  been  followed,  and  whether 
the  catarrh  had  improved  as  the  condition  of  the  stomach  had  im- 
proved. 

Dr.  MacCuen  Smith  said  that  the  paper  was  very  important,  and 
emphasized  the  statement  made  in  the  President's  address  concern- 
ing the  necessity  of  a  physician  having  a  good  knowledge  of  general 
medicine  before  taking  up  a  specialty.  So-called  ''bilious  spells" 
were  often  associated  with  coryza  and  hoarseness  and  more  or  less 
pain,  and  the  patient  at  the  same  time  became  weak  from  intestinal 
intoxication  dependent  upon  absence  of  the  bile.  These  cases  wouW 
improve  wonderfully  if  given  i-io  of  a  grain  of  calomel  every  half 
hour  for  about  ten  doses,  and  followed  this  the  next  morning  by  a 
saline.  After  this  he  was  accustomed  to  give  half  a  grain  to  one 
grain  of  mercury  and  chalk  every  night  for  some  weeks ;  it  could 
be  kept  up  even  for  months  without  any  accumulative  efifect  from  the 
mercury.  Many  cases  of  dry  throat  would  improve  wonderfully 
from  giving  hydrochloric  acid  twenty  minutes  after  a  meal,  instead 
of  immediately  after  the  meal.  In  persons  suffering  from  frequently 
repeated  attacks  of  coryza  the  underlying  condition  was  often  an  in- 
testinal intoxication.  High  injections  into  the  colon  of  luke-warm 
normal  salt  solution  often  proved  beneficial. 

Dr.  J.  A.  Thompson  said  that  he  had  seen  cases  of  marked  laryn- 
gitis which  had  proved  absolutely  rebellious  to  tretament  until  hyper- 
acidity of  the  stomach  had  been  diagnosed  and  properly  treated. 
Clinical  experience  was  the  court  of  last  report  in  medicine,  and  he 
should,  therefore,  give  such  experience  its  full  weight.  The  regurgi- 
tation of  irritating  secretions  during  sleep  was  often  responsible  for 
pharyngitis  and  rhinitis.  A  little  over  one  year  ago  a  patient  had 
come  to  him  with  a  superficial  ulceration  on  the  tonsil  which  did  not 
resemble  either  syphilis  or  tuberculosis.  The  case  was  on  his  hands 
for  months ;  at  one  time  healing  and  at  another  breaking  down. 
The  conclusion  was  finally  reached  that  the  recurrence  of  the  ulcera- 
tion was  due  to  the  stomach,  and  a  chemical  examination  showed 
complete  absence  of  hydrochloric  acid  in  the  gastric  juice.  When 
this  acid  was  prescribed  internally  the  ulceration  was  speedily  and 
permanently  healed.  He  believed  that  if  in  obstinate  cases  of  local 
inflammation  the  stomach  were  more  carefully  interrogated  the  ke> 
to  the  trouble  would  be  discovered. 

Dr.  Lewis  C.  Cline  felt  that  if  this  line  of  investigation  were 
pursued  more  generally  there  would  be  much  less  of  the  saw  and 
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cautery.  The  time  had  come  when  careful  study  of  the  secretions 
and  better  general  treatment  were  demanded. 

Dr.  Price  Brown  thought  that  a  great  deal  of  this  naso-pharyn- 
geal  trouble  was  respiratory  in  origin.  If  one  made  sure  that  the 
nasopharynx  was  free  from  hypertrophied  tissue  little  else  would  be 
demanded,  except  some  attention  to  the  general  health.  The  reader 
of  the  paper  had  spoken  of  otitis  media  as  frequently  resulting  from 
the  vomiting  of  children.  While  this  might  be  so  in  many  cases,  in 
many  others  it  was  due  to  the  presence  of  adenoid  tissue. 

Dr.  L.  a.  McClelland,  of  Brooklyn,  said  that  he  had  often  no- 
ticed that  cases  of  acute  and  chronic  pharyngitis  would  improve 
very  rapidly  under  large  doses  of  calomel  and  jalap,  followed  by 
salines,  and  that  under  this  treatment  very  little  local  treatment  of 
the  nasopharynx  was  called  for. 

Dr.  Dunbar  Roy,  of  Atlanta,  said  that  it  was  in  the  nasopharynx 
particularly  that  he  understood  the  author  of  the  paper  maintained 
that  digestive  disorders  exerted  their  influence.  Undoubtedly  naso- 
pharyngeal catarrh  was  often  the  result  of  stomach  disorder,  but  he 
had  met  with  cases  of  nasopharyngeal  bursitis  again  and  again  as  a 
distinct  entity.  The  nasopharyngeal  catarrh  having  this  foundation 
could  be  relieved  in  most  instances,  but  nothing  more  could  be  ac- 
complished. Persons  who  were  chronic  drinkers  were  well  known 
to  suffer  from  chronic  nasopharyngitis,  as  well  as  a  catarrhal  condi- 
tion of  the  stomach.  In  such  cases  no  other  treatment  was  required 
but  a  withdrawal  of  the  stimulant. 

Dr.  C.  G.  Coakley  said  that  if  Dr.  Coffin  had  done  nothing  more 
than  called  attention  to  the  fact  that  some  other  part  of  the  body 
required  treatment  besides  the  upper  air  passages,  he  would  have 
given  the  members  of  the  society  a  good  deal  to  think  about.  It  had 
occurred  to  him  that  many  of  the  affections  of  the  nasopharynx  as- 
sociated with  digestive  disorder  were  not  necessarily  produced  by 
the  gaseous  eructations  or  by  the  regurgitation  of  irritating  fluids. 
In  his  opinion,  altered  secretions  were  more  directly  responsible  for 
the  conditions  under  discussion. 

Dr.  Wendell  C.  Phillips,  of  New  York,  said  he  quite  agreed 
with  the  last  remark  of  Dr.  Coakley  regarding  the  effect  of  eructa- 
tions, either  in  infancy  or  in  later  life.  It  was  now  well  known  that 
suppuration  of  the  middle  ear  was  always  due  to  the  introduction  of 
septic  material  into  the  Eustachian  tube ;  hence  the  case  reported 
in  the  paper  did  not  prove  that  eructations  were  responsible  for  the 
otitis.  He  would  recommend  that  calomel  and  a  saline  should  be  ad- 
ministered coincidentally,  that  is,  give  half  a  drachm  of  bicarbonate 
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of  soda  every  half  hour  or  hour  for  several  hours,  and  at  the  same 
time  give  the  calomel  in  doses  larger  than  one-tenth  of  a  grain.  At 
the  present  time  he  gave  half  a  grain  of  calomel  every  hour  until  two 
or  three  grains  had  been  administered,  and  at  the  same  time  gave 
large  doses  of  the  bicarbonate  of  soda. 

Dr.  J.  A.  White  said  that  while  he  thoroughly  appreciated  the 
paper,  it  unfortunately  dealt  with  a  subject  which  could  not  be  pre- 
sented with  scientific  exactitude.  He  would  like  to  know  why  the 
author  excluded  the  consideration  of  the  possible  bad  effect  upon  the 
stomach  of  the  swallowing  of  the  irritating  secretions  from  the  naso- 
pharynx, when  he  was  at  the  same  time  contending  that  the  irrita- 
tion from  the  stomach  caused  so  much  mischief  in  the  nasopharynx. 
Personally,  he  was  disposed  to  think  that  gastro-intestinal  trouble 
arose  from  the  condition  of  the  upper  air  passages,  and  not  that  the 
reverse  was  true. 

Dr.  C.  F.  Thiesen  emphasized  the  need  for  great  general  knowl- 
edge among  specialists,  quoting  Virchow's  comparison  of  the  spe- 
cialties to  the  offshoots  of  a  tree,  the  trunk  being  general  medicine. 

Dr.  Coffin  closed  the  discussion.  He  said  that  he  had  endeav- 
ored to  eliminate  to  aemia  from  the  paper,  and  hence,  the  throat  which 
was  benefited  by  the  administration  of  calomel  was  not  the  kind  of 
throat  that  he  was  trying  to  describe.  The  subject,  though  old,  did 
not  seem  to  him  to  have  attracted  the  attention  that  it  merited.  In 
reply  to  Dr.  Cobb's  very  pertinent  question  as  to  the  ultimate  results, 
he  would  say  that  the  cases  sent  to  the  stomach  specialist  had  been 
selected  because  there  was  a  practically  normal  structural  condition 
of  the  nose  and  throat.  He  was  particularly  interested  in  the  re- 
marks made  by  Dr.  Thompson  concerning  the  cases  of  diminished 
acidity,  for,  he  had  not  been  able  to  gather  sufficient  evidence  about 
these  cases. 


(To  be  continued  ) 
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Eighty-Third  Ordinary  Meeting,  June  5th,  ipoj. 

P.  McBride,  M.D.,  F.R.C.P.Ed.,  President,  in  the  Chair. 
The  following  cases  and  specimens  were  shown : 

Large  Post=  Pharyngeal  Swelling  in  a  Girl  aet.  9. 

Shown  by  Mr.  Waggett.  The  right  side  and  posterior  wall  of 
the  oesophagus  was  pushed  forward  by  a  rounded  mass  the  size  of  a 
pigeon's  egg.  A  number  of  enlarged  glands  were  present  below  the 
angle  of  the  jaw  on  the  right  side.  The  child  had  been  quite  well 
until  attacked  by  measles  three  years  ago.  Enlargement  of  the  cervi- 
cal glands  was  noticed  soon  afterwards,  and  nine  months  ago  the 
large  pharyngeal  swelling  had  first  been  noticed,  and  this  had  latter- 
ly increased  in  size,  causing  some  difficulty  in  breathing  during  sleep. 
The  child  appeared  to  be  in  good  general  health.  No  lesion  was  de- 
tected in  the  lungs,  spleen,  or  lymphatics  elsewhere.  No  family  his- 
tory of  tubercle. 

Dr.  Foster  Maggeagh  thought  that  it  was  a  chronic  retro-pharyn- 
geal  abscess  which  had  existed  for  some  considerable  time,  probably 
tubercular  in  origin.     Incision,  he  thought,  would  give  relief. 

Dr.  Scanes  Spicer  thought  that  usually  in  a  retro-pharyngeal 
abscess  there  was  a  more  gradual  shading  off  of  the  swelling  into 
the  surrounding  tissues. 

Dr.  Herbert  Tilley  thought  there  could  be  no  question  as  to  the 
nature  of  the  swelling ;  it  seemed  to  possess  all  the  characteristics  of 
a  retro-pharyngeal  abscess,  and  was  probably  due  to  suppuration  of 
a  deep  cervical  gland,  the  pus  from  which  had  found  its  way  be- 
hind the  posterior  pharyngeal  wall.  The  gland  in  question  might  be 
tubercular  or  not.  He  had  recently  seen  two  such  cases ;  the  first 
supervened  within  a  week  of  the  removal  of  tonsils  and  adenoids  by 
the  medical  attendant.  High  temperature  and  general  symptoms  of 
septic  infection  characterised  the  case.  At  the  operation  the  retro- 
pharyngeal swelling  was  found  to  consist  of  an  acutely  inflamed 
gland,  which  would  probably  have  suppurated  in  the  course  of  a  few 
days.  The  second  case  was  under  his  care  at  present,  and  was  no- 
ticed at  the  time  the  operation  for  removal  of  adenoids  was  under- 
taken. 
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Dr.  de  Havilland  Hall  said  that  in  most  cases  of  retro-pharyn- 
geal  abscess  the  swelHng  was  in  the  centre,  but  this  seemed  to  be 
rather  on  one  side. 

Sir  Felix  Semon  was  not  so  certain  that  this  was  an  ordinary 
retro-pharyngeal  abscess.  It  had  not  the  usual  smooth  semi-globu- 
lar appearance  of  such  a  one,  but  there  were  dimples  on  the  surface. 
It  might  be  a  tubercular  mass  broken  down  in  parts,  or  even  a  case 
of  sarcoma.  As  to  the  operation  for  the  removal  of  adenoids  being 
followed  by  retro-pharyngeal  abscess,  in  his  own  practice  he  had 
never  seen  such  a  claim  of  events,  but  he  had  seen  two  cases  in  which 
there  was  a  co-existence  of  retro-pharyngeal  abscess  with  enlarged 
tonsils  and  adenoids ;  the  abscess  in  these  cases  had,  of  course,  to  be 
evacuated  before  performing  the  operation  on  the  tonsils  with  ade- 
noids. 

Mr.  Charles  A.  Parker  thought  this  was  a  case  of  retro-pharyn- 
geal abscess.  With  regard  to  Dr.  Tilley's  question,  he  had  seen  one 
case  of  retro-pharyngeal  abscess  commencing  one  month  after  the 
operation  for  rernoval  of  tonsils  and  adenoids ;  but  in  this  case  the 
patient  had  developed  measles  a  fortnight  after  the  operation,  so  that 
it  was  quite  likely  that  the  abscess  was  secondary  to  measles,  and 
not  due  to  infection  after  the  operation. 

Mr.  E.  B.  Waggett,  in  reply,  said  one  could  not  lightly  dismiss 
the  idea  of  a  sarcoma,  but  he  believed  that  the  mass  was  a  very  large 
mass  of  tubercular  glands.  The  enlarged  cervical  glands  were  ob- 
served three  years  ago  after  an  attack  of  measles,  while  the  pharyn- 
geal mass  made  its  appearance  much  later.  He  proposed  to  attack 
the  case  by  an  external  operation. 

Case  of  Swelling  in  Post=nasaI  Space  (5hown  at  last  meeting). 

Re-shown  by  Dr.  Furniss  Potter.  When  seen  in  May  last  there 
was  a  swelling  occupying  the  right  half  of  the  naso-pharynx,  and 
completely  obscuring  the  right  choana.  Under  the  administration 
of  potassium  iodide  and  mercury  the  infiltration  had  completely  dis- 
the  right  Eustachian  cartilage  appeared  to  be  somewhat  larger  and 
the  right  eustachian  cartilage  appeared  to  be  somewhat  larger  and 
redder  than  the  left,  and  there  W2s  still  slight  drooping  of  the  right 
half  of  the  soft  palate. 

Case  of  -upra-nasal  Cyst  in  an  Infant  15  Months  Old. 

vShown  by  Dr.  Wyatt  Wingate.  The  cyst  was  present  at  birth, 
and  had  gradually  increased  in  size  with  the  infant's  growth.  It  was 
about  the  size  of  a  small  haricot  bean,  situated  in  the  middle  line 
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of  the  bridge  of  the  nose.  The  base  was  apparently  attached  to  the 
periosteum  of  the  nasal  bones,  but  not  to  the  superjacent  skin.  No 
dimple  or  cleft  in  the  osseous  suture  could  be  felt,  nor  any  evidence 
of  intra-cranial  connection.  It  did  not  vary  in  size,  shape  or  tension 
during  crying. 

Dr.  Wingrave  considered  it  to  be  a  simple  dermal  cyst,  and  asked 
for  opinions  as  to  the  expediency  of  dissecting  it  out. 

Case  of  Gumma  of  Epiglottis. 

Shown  by  Mr.  P.  de  Santi.  The  patient,  a  married  woman  aet.  32, 
attended  the  Throat  Department  of  Westminster  Hospital  on  April 
23,  complaining  of  great  pain  in  swallowing  and  some  dyspnoea. 
The  symptoms  had  been  coming  on  gradually  for  six  weeks,  and 
latterly  the  patient  had  been  feeling  very  ill. 

Examination  of  the  Irynx  revealed  a  very  large,  red,  angry,  oede- 
matous  swelling  of  the  whole  of  the  epiglottis.  No  view  of  the  cords 
could  be  obtained.  There  was  no  history  of  cough,  and  examina- 
tion of  the  chest  showed  nothing  abnormal. 

The  patient  had  been  treated  eight  years  previously  for  syphilis. 

A  provisional  diagnosis  of  gumma  of  the  epiglottis  was  made,  and 
the  patient  put  on  iodide  of  potassium. , 

After  a  week's  treatment  the  swelling  began  to  lessen,  and  now 
there  was  scarcely  any  swelling  to  be  seen,  just  a  little  thickening  re- 
maining on  the  left  side  of  the  epiglottis-. 


Enormous  Fibro=Lipoma  of  Larynx. 

Shown  by  Mr.  P.  de  Santi.  The  specimen  included  the  thyroid 
bone,  larynx,  and  first  ring  of  the  trachea.  At  the  posterior  aspect 
of  the  larynx,  to  the  left  of  the  middle  line,  was  a  large  pendulous 
tumor  measuring  seven  and  one-half  inches  from  above  downwards. 
It  was  covered  by  the  mucous  membrane  of  the  pharynx.  It  con- 
sisted of  three  distinct  parts — two  upper  portions  closely  resembling 
each  other,  and  separated  by  a  deep  sulcus.  The  right  one  of  these 
was  continuous  with  the  left  side  of  the  epiglottis  by  a  band  of  mu- 
cous membrane,  and  it  sent  a  prolongation  into  the  upper  aspect  of 
the  larynx.  It  had  been  bisected.  The  cut  surface  looked  like  fat, 
but  on  close  examination  bundles  of  fibrous  tissue  were  seen  passing 
through  it.  The  largest  part  of  the  tumor  was  rounded  in  shape, 
measured  rather  over  five  inches  in  length,  and  was  connected  with 
the  two  upper  portions  by  mucous  membrane.     Anteriorly,  where 
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it  was  attached  to  the  wall  of  the  cesophagus,  it  was  not  covered  by 
mucous  membrane.  Its  cut  surface  was  similar  to  that  of  the  por- 
tion already  described. 

History.  J.  A.,  set.  80,  a  robust  man  of  active  habit,  was  admitted 
into  Westminster  Hospital  in  1853  About  twelve  years  before,  he 
suffered  from  occasional  fits  of  choking,  especially  marked  when  he 
became  excited.  This  increased  in  severity,  iind  a  swelling  was  no- 
ticed in  the  throat.  Four  years  before  death,  during  vomiting,  a 
large  mass  protruded  from  the  mouth,  and  the  patient  had  to  return 
it  as  speedily  as  possible  to  prevent  suffocation.  Sometimes  he  could 
swallow  solids  better  than  fluids ;  he  was  fairly  comfortable  if  he 
took  food  slowly.  The  voice  was  husky,  and  during  excitement  often 
became  inarticulate.  The  patient  died  suddenly  whilst  smoking,  and 
it  was  presumed  that  the  fumes  of  the  tobacco  produced  sudden 
cough  with  displacement  of  the  growth  and  suffocation. 

At  the  post-mortem  examination  the  viscera  generally  were  found 
to  be  healthy.  In  addition  to  the  tumor  preserved  in  the  specimen 
several  small  ones  were  noted  in  its  immediate  neighborhood. 

Microscopic  examination  showed  the  growth  to  consist  of  fat,  ar- 
ranged in  part  in  layers  separated  by  fibrous  tissue.  The  mucous 
membrane  covering  the  growth  is  separated  from  it  by  a  capsule  of 
connective  tissue. 

The  President  said  that  some  years  ago  he  had  several  cases  of 
fibro-lipoma  of  the  larynx,  and  in  one  of  them  there  w^as  a  recur- 
rence— a  tumor  of  the  size  of  a  bantam's  ^gg  grew  from  the  top  of 
the  upper  surface  of  the  epiglottis.  This  he  removed,  and  after  some 
months  recurrence  took  place,  and  he  removed  another  tumor  just  as 
large.  What  especially  struck  him  about  this  case  (and  another 
which  he  reported  at  the  same  time)  was  the  small  amount  of  symp- 
toms produced  in  proportion  to  the  size  of  the  tumor.  At  the  time 
the  literature  on  the  subject  was  very  scanty,  and  he  was  sorry  to  say 
it  had  not  much  increased  even  yet.  He  thought  this  subject  of  lipo- 
ma of  the  larynx  exceedingly  interesting,  and  one  which  he  fancied 
was  very  little  touched  upon,  owing  to  the  fact  that  there  were  very 
few  cases  on  record,  and  that  the  material  was  insufficient. 

Sir  Felix  Semon  said  that  he  had  been  informed  that  in  the 
Transactions  of  the  Pathological  Society  for  1853  an  illustration  of 
this  specimen  was  published,  but  there  it  lay  buried  and  little  accessi- 
ble to  specialists,  both  in  this  and  other  countries.  He  thought  it 
would  be  a  good  thing  if  permission  could  be  obtained  from  the 
Council  of  the  Pathological  Society  to  reproduce  this  illustration  in 
the  Proceedings  of  their  own  Society,  where   it  will    be  welcomed 
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abroad  generally  as  well  as  to  themselves.  He  therefore  proposed 
that  they  should  approach  the  Pathological  Society  with  this  end  in 
view. 

Dr.  de  Havilland  Hall  seconded  the  proposal  of  Sir  Felix 
Semon,  which  was  carried  nem.  con. 

Case  of  Infiltration  of  Soft  Palate.     (Cause?) 

Shown  by  j\Ir.  F.  J.  Steward.  George  W — ,  set.  39,  stevedore, 
came  to  Guy's  Hospital  in  August,  1902,  suffering  from  a  quinsy  on 
the  right  side.  This  was  opened,  and  at  first  the  patient  seemed  to 
be  doing  well.  A  month  later,  however,  the  soft  palate  was  still  in- 
filtrated, and  the  uvula  was  somewhat  oedematous.  This  improved 
at  times  and  again  relapsed,  so  that  on  the  whole  little  change  took 
place. 

In  January,  1903,  some  change  in  the  voice  was  noticed,  and 
found  to  be  due  to  paresis  of  the  soft  palate,  which  was  still  infiltrat- 
ed. As  on  inquiry  the  patient  admitted  having  had  syphilis  twenty 
years  ago,  he  was  given  iodide  of  potassium  in  increasing  doses,  and 
later  mercury  also.  No  improvement  took  place,  but  rather  the  re- 
verse. 

In  March,  1903,  a  small  sinus  was  found  opening  in  the  right 
supra-tonsillar  fossa ;  this  was  opened  up  and  quickly  healed. 

The  present  condition  showed  some  infiltration  of  the  soft  palate 
and  uvula,  and  complete  paralysis  of  the  same  parts.  The  nose, 
naso-pharynx,  and  larynx  were  normal ;  the  knee-jerks  were  present ; 
the  pupils  reacted  normally,  and  there  was  no  evidence  of  paralysis 
in  any  other  part  of  the  body.  There  was  no  complaint  of  head- 
ache or  vomiting,  the  optic  discs  were  normal,  and,  in  fact,  no  evi- 
dence of  disease  of  the  central  nervous  system  could  be  discovered. 

Dr.  Dundas  Grant  asked  if  Mr.  Stewart  had  described  the  con- 
dition found  on  palpation  of  the  posteriornares,  or  the  post-rhinos- 
copic  appearance. 

Sir  Felix  Semon  said  he  thought  it  was  a  matter  of  regret  that 
the  description  of  this  case  was  so  very  brief,  and  he  would  like  to 
mention  that  the  palate  was  absolutely  motionless  on  phonation,  and 
fluids  regurgitated.  The  infiltration  was  not  such  a  very  prominent 
feature,  and  additionally  in  his  opinion  there  was  a  good  deal  of  sim- 
ulation in  this  case.  The  patient  phonated  differently  on  different 
occasions,  uttering  sometimes  unearthly  sounds,  and  at  other  times 
phonated  quite  properly. 

Mr.  F.  J.  Stewart  said  there  was  nothing  abnormal  to  be  made 
out  of  post-rhinoscopic  examination.     In  reply  to  Sir  Felix  Semon^ 
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he  said  the  only  reason  that  he  described  it  as  a  case  of  infiltration  of 
soft  palate  was  that  the  infiltration  appeared  first.  The  palate  moved 
well  at  first,  but  in  March  last  it  became  paretic. 

Microscopical  Section  of  Gumma  of  Nasal  Septum. 

Shown  by  Dr.  Pegler.  The  patient  was  a  gentleman  aet.  30,  who 
complained  of  right  nasal  obstruction  following  what  he  described 
as  a  "cold  in  the  head/'  which  had  lasted  long  and  had  not  cleared 
up.  The  obstruction  was  of  some  three  months'  duration,  and  at 
one  time  a  fleshy  substance,  "half  as  big  as  a  marble,"  had  been 
blown  into  the  hafidkerchief,  attended  by  bleeding.  Inspection  dis- 
closed a  red  flattish  mass  in  the  right  nasal  chamber,  which,  owing 
to  a  deflection  of  the  septum  to  the  same  side,  was  completely  blocked. 
The  growth  was  attached  to  the  septal  cartilage,  and  considerably 
overhung  its  broad  basal  attachment.  It  extended  backwards  some- 
what indefinitely,  and  reached  upwards  to  the  roof  of  the  fossa. 
From  its  outer  aspect  numerous  fibrous  adhesions  extended  over  to 
the  opposite  inferior  turbinal.  The  surface  was  slightly  rough,  and 
easily  penetrated  by  a  probe. 

The  mass  was  removed  under  cocaine  at  one  sitting  with  septum 
knife  aided  by  scissors  and  snare,  exposing  the  triangular  cartilage ; 
a  strong  solution  of  chloride  of  zinc  was  applied  to  all  the  remaining 
portions  that  could  not  be  detached. 

The  patient  was  seen  but  once  after  this,  having  to  rejoin  his  com- 
pany, but  he  wrote  a  short  time  afterwards  saying  that  the  nasal 
passage  had  filled  up  again,  anc  that  a  small  and  inconspicuous  nod- 
ule that  had  been  pointed  out  in  his  hard  palate  had  broken  down  and 
fonned  a  huge  sore.  This  fact  went  far  to  justify  a  diagnosis  of 
syphilis,  which  the  very  beautiful  section  under  the  microscope,  kind- 
ly made  for  the  exhibitor  by  Dr.  Wingrave,  seemed  to  confirm. 

The  section  is  "that  of  a  granuloma  of  the  mucous  membrane,  the 
connective-tissue  framework  of  which  is  infiltrated  with  small  round 
cells,  which  abound  especially  towards  the  circumference ;  these 
granuloma  cells  exhibit  a  strong  tendency  to  develop  into  fusiform 
cells  and  sclerotic  tissue.  A  few  groups  of  altered  racemose  glands 
remain,  but  there  are  no  giant-cells,  and  the  periphery  is  enclosed 
by  a  limiting  membrane  destitute  of  columnar  or  stratified  epithel- 
ium. The  most  characteristic  feature  of  the  specimen,  however,  is 
the  activity  displayed  by  the  endothelial  layer  of  the  connective-tissue 
cells  of  the  vascular  sinuses  and  small  vessels.  The  lumen  of  these 
latter  is  in  many  instances  completely  blocked  by  these  cell  masses, 
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exhibiting  in  a  remarkable  manner  the  pecuHar  features  of  endarter- 
itis obliterans. 

Dr.  Wyatt  Wingrave  said,  with  reference  to  the  histology,  that 
the  most  characteristic  feature  of  the  section  was  the  endoarterial 
changes  taking  place.  There  was  complete  occlusion  of  some  of  the 
blood-vessels,  which  was  very  suggestive  of  a  process  allied  to 
syphilitic  conditions. 

A  Case  of  Laryngeal  Fistula. 

Shown  by  Dr.  W.  H.  Kelson.  The  patient  is  a  man  aged  about 
58,  who  had  cut  his  throat  with  a  razor  in  November  last,  dividing 
amongst  other  structures  the  thyro-hyoid  mernbrane  and  stylo- 
pharyngeus,  thyro-hyoid,  omo-hyoid,  and  sterno-hyoid  muscles,  the 
result  being  that  the  larynx  had  fallen  downwards  and  forwards, 
and  that  he  could  not  swallow  or  speak  in  an  audible  voice,  though 
the  vocal  cords  moved  perfectly.  Suggestions  as  to  treatment  were 
requested. 

Mr.  Waggett  said  that  Dr.  Kelson  had  allowed  him  to  see  the 
case  beforehand,  and  the  man  was  very  eager  to  have  the  fistula 
closed.  It  seemed  to  him  this  would  be  quite  the  proper  thing  to  at- 
tempt, and  it  should  not  be  very  difficult.  The  dislocation  of  the 
larynx  was  one  of  forward  rotation  rather  than  of  depression.  There 
was  no  scar  tissue  holding  the  organ  in  its  abnormal  position,  and 
he  believed  that  after  section  of  the  sterno-thyroid  muscles  it  would 
be  possible  to  bring  it  up  so  as  to  obtain  secure  suturing  to  the  base 
of  the  epiglottis  and  closure  of  the  pharyngeal  fistula. 

Dr.  Lack  was  inclined  to  think  it  would  be  difficult  to  close  the 
fistula  from  the  short  examination  he  had  been  able  to  make  that  day. 
He  suggested  that  if  it  were  found  impossible  to  close  it,  it  would  be 
well  to  allow  the  opening  into  the  larynx  to  remain,  but  to  sew  up 
the  opening  into  the  oesophagus.  In  this  way  the  man  would  be  able 
to  swallow  perfectly,  although  he  could  continue  to  breathe  through 
the  external  opening. 

Case  of  Thickening  and  Impaired  Mobility  of  ttie  Left  Vocal  Cord. 

Shown  by  Dr.  Lambert  Lack.  The  patient,  a  man  aged  about  58, 
had  suffered  from  hoarseness  off  and  on  for  the  past  nine  months. 
The  hoarseness  had  increased  lately,  and  he  was  now  almost  aphonic. 
The  man's  general  health  was  good,  and  he  complained  of  no  other 
trouble. 

Upon  examination  both  vocal  cords  were  slightly  thickened  and 
congested,  but  the  left  cord  was  more  congested,  slightly  more  thick- 
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ened,  and  it  moved  less  than  its  fellow.  The  rest  of  the  larynx  was 
normal. 

The  case  was  shown  to  elicit  opinions  as  to  diagnosis,  the  sug- 
gestion being  that  the  case  was  probably  one  of  malignant  disease. 
The  patient  had  been  treated  with  iodides  without  improvement. 
Was  it  advisable  to  wait  or  to  perform  an  exploratory  thyrotomy  at 
once  ? 

The  President  considered  the  case  one  in  which  doubt  as  to  the 
cause  of  defective  movement  was  justifiable.  The  deficient  mobility 
seemed  most  noticeable  when  the  patient  laughed.  The  left  cord  ap- 
peared to  him  thickened.  Putting  all  the  facts  together,  he  was  in- 
clined to  suspect  that  possibly,  if  not  probably,  this  might  be  the  com- 
mencement of  a  malignant  process. 

Sir  Felix  Semon  agreed  entirely  with  the  President's  remarks. 


Case  of  Multiple  Sinus  Suppuration  showing  the  Results  of 
Operation  upon  the  Sphenoidal  Sinus,  with  Demonstration 
of  a  New  Instrument. 

Shown  by  Dr.  Lambert  Lack.  The  patient,  a  woman  aet.  25,  had 
been  under  the  exhibitor's  care  for  over  two  years  with  suppuration 
in  all  the  nasal  accessory  sinuses  on  the  left  side.  The  antrum  had 
been  drilled  through  the  tooth  socket,  and  a  tube  was  still  retained. 
The  ethmoidal  cells  were  then  curetted,  and  subsequently  the  frontal 
sinus  was  obliterated.  Pus  still  continuing  to  come  into  the  nose, 
and  to  enter  the  post-nasal  space,  further  exploration  was  carried 
out,  and  it  was  found  that  the  sphenoidal  sinus  was  full  of  pus. 
The  opening  of  the  sinus  had  been  brought  well  into  view,  as  the 
result  of  the  removal  of  the  ethmoidal  cells.  As  washing  out  the 
cavity  through  a  canula  inserted  into  the  ostium  of  the  sinus,  failed 
to  cure  the  patient,  the  opening  was  enlarged  w^ith  a  Hajek's  hook, 
and  the  instrument  now  shown  was  then  introduced,  and  the  entire 
anterior  wall  of  the  sinus  was  cut  away.  The  operation  was  easy, 
and  was  performed  under  cocaine  anaesthesia  without  much  pain. 
The  opening  made  was  permanent,  and  allowed  free  drainage  of  the 
sinus. 

Dr.  Herbert  Tieeev  asked  what  treatment  the  patient  was 
carrying  out  at  present,  as  there  still  seemed  to  be  some  suppurating 
foci  in  the  left  nasal  cavity. 

Dr.  Dundas  Grant  said  that  the  difficulty  with  regard  to  the 
sphenoidal  sinuses  was  not  so  much  that  of  making  an  opening  as  of 
keeping  the  opening,  when  made,  from  closing.     He  asked  Dr.  Lack 
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what  method  he  had  employed  in  this  case,  and  whether  he  had  any 
difficulty  in  keeping  the  opening  from  contracting,  and  how  long  ago 
it  was  since  the  opening  was  made. 

Dr.  Lack,  in  reply,  said  that  the  opening  had  been  made  some 
three  months  ago,  and  showed  little  if  any  disposition  to  close.  The 
only  precaution  he  took  was  the  removal  of  the  entire  anterior  wall 
of  the  cavity.  The  sides  and  floor  of  the  cavity  still  remained  flush 
with  the  edges  of  the  opening. 

Pedunculated   Tumor  Growing   from   the   Region  of  the  Right 
Tonsil. 

Shown  by  Dr.  Herbert  Tilley.  The  patient  was  a  boy  set.  6 
years,  in  whom  a  freely  movable  pedunclated  tumor  the  size  of  a 
Tangerine  orange  was  growing  from  the  right  tonsillar  region.  It 
was  first  noticed  two  months  ago,  when  the  child  complained  of  chok- 
ing fits  while  eating.  Since  this  period  the  growth  had  been  twice 
removed  by  Dr.  Williamson,  of  Earlsfield,  but  it  had  rapidly  recurred. 
As  seen  at  present  the  tumor  was  freely  movable,  and  could  be  pro- 
jected towards  the  anterior  part  of  the  mouth  or  partially  swallowed. 
The  surface  of  the  tumor  was  red,  granular  and  dotted  here  and 
there  with  small  superficial  ulcers.  It  did  not  bleed  when  manipu- 
lated, neither  had  it  done  so  when  it  had  been  accidentally  bitten 
by  the  patient,  although,  as  a  result  of  this,  small  portions  of  the 
surface  had  sloughed  off. 

There  was  a  small,  hard,  freely  movable  gland  behind  the  angle 
of  the  right  jaw.  Dr.  Herbert  Tilley  could  not  state  the  exact  region 
from  which  the  growth  sprung,  because  the  lad  was  too  nervous  to 
examine  without  an  anaesthetic.  It  was  proposed  to  remove  the 
growth  without  delay. 

The  President  would  very  much  like  to  hear  whether  any  member 
had  seen  a  similar  case.  He  had  not,  exactly.  He  had  seen  peduncu- 
lated growths,  but  none  which  recurred  in  the  way  this  one  did  after 
removal. 

Sir  Felix  Semon  said  he  spoke  at  the  risk  of  being  a  false  prophet, 
but  he  was  practically  certain,  from  both  the  description  of  the  re- 
peated rapid  recurrences  after  operation  and  from  the  present  aspect 
that  this  was  a  malignant  growth,  and  the  only  point  which  seemed 
to  be  an  obstacle  to  this  diagnosis,  (its  pedunculated  nature),  was, 
in  reality,  no  obstacle  at  all.  He  might  perhaps  remind  the  Society 
of  a  case  published  by  him  ten  years  ago  in  the  Transactions  of  the 
Royal  Medical  and  Chirurgical  Society;  the  specimen  was  in  St. 
Thomas'  Hospital.     The  case  was  one  of  malignant  growth  of  the 
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thyroid  gland,  which  perforated  into  the  trachea,  and  from  the  mo- 
ment it  did  so  and  met  with  no  resistance  it  became  pedunculated. 
The  specimen  in  the  museum  of  St.  Thomas'  showed  a  big  mass,  very 
similar  to  that  in  Dr.  Tilley's  case,  in  the  trachea,  and  a  smaller 
mass  besides,  which  was  also  pedunculated.  In  his  remarks  on  the 
case  ^Ir.  Shattock  drew  attention  to  the  fact  that  there  was  a  tend- 
ency for  malignant  growths,  if  they  perforated  into  a  cavity  where 
they  met  with  no  resistance  at  all,  to  become  pedunculated.  Therefore, 
having  regard  to  the  rapidity  of  recurrence  and  ulcerated  appear- 
ance of  the  growth  in  conjunction  with  this  tendency,  he  had  little 
doubt  that  Dr.  Tilley's  case  was  one  of  malignancy. 

In  answer  to  Sir  Felix  Semon,  Dr.  Herbert  Tilley  said  that  he 
thought  the  growth  would  not  turn  out  to  be  one  of  the  most  malig- 
nant forms  of  sarcoma,  in  spite  of  the  fact  that  it  had  already  recurred 
twice  after  removal.  Its  non-vascular  nature  and  free  mobility 
would  suggest  a  preponderance  c^  fibroid  tissue  rather  than  the  em- 
bryonic tissue  associated  with  the  more  malignant  forms  of  sarcoma. 
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Pathology  of  the  So=called  Bony  Cysts  of  the  Middle  TurbinaL 

— Dr.  L.  Harmer^  Vienna.     Archiv  fiir  Laryngologie.     Band 
xiii  Heft  2. 

In  view  of  the  varying  opinions  held  as  to  the  etiology  of  these 
cysts,  Harmer  undertook  an  investigation  of  their  origin  in  Chiari's 
clinic.  His  deductions  are  based  upon  17  cases.  The  history  of 
three  of  these  is  given  in  detail,  and  in  the  other  14  the  pathological 
condition  is  briefly  noted.  In  the  first  place  he  decides  that  only 
those  cavities  of  the  middle  turbinal  which  are  large  enough  to  ex- 
pand the  bone  and  render  the  condition  noticeable  to  the  examiner 
should  be  dignified  by  the  name  of  cyst.  It  has  long  been  a  mooted 
question  as  to  whether  these  C5^sts  increase  in  size.  The  author  is 
in  agreement  with  B.  Fraenkel,  who  is  of  the  opinion  that  these  tur- 
binal cysts  remain  unchanged  through  life.  Small  cavities  in  the 
middle  turbinal  are  very  frequent,  but  so  far  as  known,  no  author 
has  described  a  case  where  unquestionable  growth  of  the  cyst  was 
observed.  Invariably,  if  a  cyst  was  observed  it  was  found  fully 
developed.  The  histological  appearance  of  the  lining  membrane  of 
these  cysts  is  much  against  any  inflammatory  origin  of  the  cavity. 
In  fact,  the  lining  membrane  corresponds  very  closely  with  that  of 
the  ethmoid  cells.  The  author  regards  the  ordinary  cyst  containing 
only  mucus  or  air  as  congenital,  and  sees  in  them  rather  an  unusual 
structure  than  a  pathological  one. 

It  is  to  be  noted  that  this  is  said  with  respect  to  those  cysts  which 
contain  only  air  or  mucus ;  those  which  attain  an  enormous  size  and 
are  filled  with  pus  or  cheesy  matter  are  certainly  pathological,  and 
their  causation  is  readily  understood.  It  is  briefly  this  :  From  some 
cause  the  ordinary  mucous  contents  of  the  cyst  become  infected,  and 
as  a  result  of  the  inflammation  the  normal  exit  is  obstructed.  Here  we 
have  all  the  conditions  for  a  rapid  and  pathological  growth  of  the 
cyst.  Harmer  proposed,  indeed,  that  these  infected  and  inflamma- 
tory cysts  -should  be  distinguished  from  the  simple  forms  by  calling 
them  ^'cystic  empyema  of  the  middle  turbinal,"  or  "bony  cysts  with 
empyema." 

At  the  close  of  his  very  interesting  and  able  article  the  author 
makes  the  following  resume  of  his  paper : 
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Bony  cysts  of  the  middle  turbinal  are  rather  infrequently  seen. 
They  are  to  be  regarded  as  abnormal  variations  of  the  middle  tur- 
binal, and  are  probably  present  at  birth.  They  are  not  to  be  re- 
garded as  of  inflammatory  origin. 

Only  those  cases  should  be  spoken  of  as  cysts  where  the  middle 
turbinal  is  unquestionably  and  plainly  expanded  into  a  cyst-like 
cavity ;  those  cases  where  the  middle  turbinal  merely  contains  a  small 
cell  should  not  be  so  designated.  The  mucous  lining  of  the  cyst  is  a 
ciliated  membrane.  It  is  very  thin  and  delicate,  contains  a  few 
glands  and  is  loosely  connected  with  the  underlying  bone.  It  there- 
fore very  strongly  resembles  the  lining  of  the  accessory  cavities,  and 
on  account  of  its  delicacy  it  most  resembles  that  of  the  ethmoid  cells. 

An  increase  in  size  is  observed,  if  at  all,  only  in  such  slight  degree 
that  no  positive  clinical  or  histological  proof  is  at  hand. 

Inflammatory  and  polypoid  processes  very  often  invade  the  middle 
turbinal,  but  have  no  demonstrable  influence  on  the  cysts.  On  the 
contrary,  the  lining  mucosa  is  generally  free  from  inflammatory  ap- 
pearances, being  at  most  somewhat  bathed  in  'serum. 

From  the  ordinary  bony  cysts  are  to  be  distinguished  those  rare 
cases  in  which  infection  of  the  cavity,  pus  formation,  and  closure  of 
the  natural  outlet  occur.  If  this  happens,  the  cyst  may  take  on  rapid 
growth  and  reach  a  very  considerable  size.  The  growth  in  these 
cases  is  caused  by  the  pressure  of  the  pus,  w^hich  is  continually  se- 
creted and  has  no  exit,  as  w^ell  as  by  the  inflammation  which  is  in  the 
interior  of  the  cavity  and  can  be  demonstrated  histologically. 

These  tumors,  in  contradistinction  to  the  ordinary  bony  cysts,  are 
to  be  regarded  as  pathological  structures,  and  should  be  distinguished 
by  a  particular  name.  The  so-called  mucoceles  which  attain  no 
great  size  should  be  reckoned  with  the  ordinary  bony  cysts. 

Only  rarely  can  a  rapid  growth  supervene  on  account  of  inflamma- 
tion and  damming  up  of  the  secretion,  and  in  these  instances  they 
have  the  same  pathological  significance  as  the  empyema  cysts. 

VlTTUM. 


Foreign  Body  in  Left  Bronchus;  Removal  by  Operation. — T.  H. 

Kellock — "Lancet,"  November  15,  1902. 

After  tracheotomy  a  bent  silver  wire  was  found  more  effective 
than  the  usual  unbending  instruments. 

StClair  Thomson. 
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Intra-tracheal  Medication  in  Catarrhal  Disease  of  the  Lower 
Respiratory  Tract — Richmond  McKinney,  Memphis — Mem- 
phis Medical  Mo7ithly,  January,  1903. 

This  paper  which  the  author  declares  a  "preHminary  report,"  his 
experience  with  the  method  not  having  been  extensive  enough  to 
warrant  an  unequivocal  declaration  in  favor  of  intratracheal  medica- 
tion, is  intended  to  express  its  favorable  effect  in  several  cases. 
Though  the  field  of  therapeutics  in  the  treatment  of  the  lower  respir- 
atory tract  is  large,  the  treatment  resolves  itself  into  a  very  few- 
drugs  suitable  to  administration  in  the  manner  proposed.  The  basis 
of  intratracheal  medication  is  creosote  in  some  one  of  its  forms. 
The  author's  preference  is  for  guaicol  combined  with  menthol  and 
olive  oil.  This  is  nearly  an  ideal  formula  where  there  is  much  muco 
purulent  expectoration  indicating  necrosis  of  the  epithelium  lining 
the  bronchial  tubes  and  alveoli  or  when  there  is  destruction  of  the 
lung  tissue  itself.  The  guaiacol  exercising  its  antiseptic  qualities, 
and  the  menthol  at  first  a  stimulant  to  the  diseased  mucosa,  followed 
by  a  cooling  and  soothing  effect,  while  the  olive  oil  acts  as  a  bland 
dressing  to  the  mucous  membrane.  The  formula  commonly  used,  is 
]^  Guaiacol,  m,  lo ;  menthol,  gr.  5 ;  olive  oil  §1  M.  The  pro- 
portions may  be  increased  as  indicated  and  alboline  may  be  sub- 
stituted for  olive  oil.  One  or  two  drachms  are  injected  at  a  sitting, 
with  a  Donnellan  (Philadelphia)  syringe.  The  frequency  of  treat- 
ment is  regulated  by  the  urgency,  and  usually  one  every  other  day  is 
sufficient.  F.  C.  E. 


The  Treatment  of  Early  Cancer  of  the  Larynx  by  Thyrotomy, 
with  an  Account  of  Two  Successful  Cases. — Eugene  F. 
YouNGE — ''Lancet,"  November  15,  1902. 

Refers  to  two  cases  of  intrinsic  epithelioma  of  the  larynx.  The 
first  was  in  a  male,  aged  fifty-seven,  who  had  been  hoarse  for  twelve 
months.  Tracheotomy  was  performed  one  week  before  thyrotomy. 
The  left  cord' was  excised  together  with  a  portion  of  the  left  ventri- 
cular band  and  arytenoid  cartilage.  No  recurrence  one  year  and 
three  months  after  operation. 

The  second  case  was  a  male,  aged  sixty-seven,  who  had  been 

hoarse   for   eighteen   months.     Tracheotomy   and   thyrotomy   were 

performed  at  the  same  operation.     No  recurrence  one  year  and  two 

months  later. 

StClair  Thomson. 
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Temporary  Modilfied  Intubation  of  the  Larynx  as  an  Aid  and 
Safeguard  in  Operations  of  the  Mouth  and  Pharynx. — R  .S. 

RoYCE — Brooklyn  Medical  Journal,  October,  1902. 

The  author  claims  the  annoyances  of  operations  in  the  mouth  or 
pharynx  such  as  inspiration  of  blood — interruption  of  anaesthesia, 
etc.,  are  eliminated  by  the  following  procedure.  To  the  usual  laryn- 
geal intubation  tube  is  attached  a  thin  lightly  fitting  tube,  that  is 
passed  into  the  top  of  it.  Over  this  a  moderately  stiff  rubber  tube 
is  forced.  After  the  intubation  tube  is  inserted,  the  free  end  of  the 
flexible  rubber  tube  if  left  protruding  from  the  mouth  to  be  intro- 
duced into  a  comocopia  lightly  filled  with  cotton  on  which  the 
anaesthetic  is  dropped. 

Lederman. 


Injury  to  the  Larynx  by  a  Dupuytren  Pill — Garel — Rev.  Heb.  de 
LaryngologiCj  D' Otologic  ct  de  Rhinologie.     July  19,  1902. 

This  unusual  accident  happened  to  a  young  man  suffering  from 
secondary  syphilis,  who,  on  swallowing  a  Dupuytrn  pill,  allowed  it 
to  become  fixed  at  the  entrance  of  the  oesophagus  on  the  right  side. 
At  first,  there  was  a  sensation  of  uneasiness,  followed  a  few  minutes 
later  by  a  violent  pain  radiating  to  the  neck  and  to  the  left  ear.  A 
laryngoscopic  examination  showed  the  existence  of  an  edema  of  the 
left  arytenoid,  forming  a  tumor  which  moved  during  efforts  of 
phonation  and  deglutition.  The  pain  was  diminished  by  the  use  of 
cocaine  and  of  milk,  but  ice  was  of  no  benefit.  The  following  day, 
the  edema  had  increased  and  an  eschar  could  be  seen  in  the  neighbor- 
hood of  the  pyriform  fossae.  The  pain  gradually  disappeared  and 
later  was  experienced  only  when  highly-seasoned  food  w^as  swallow- 
ed. In  four  or  five  days,  the  lesion  had  disappeared  entirely,  leav- 
ing no  trace  of  the  burn. 

The  author  attributes  the  accident  not  to  an  excessive  dose  of 
corrosive  sublimate  in  the  pill,  but  to  the  arrest  of  the  medicated  sub- 
stance in  the  neighborhood  of  the  left  arytenoid.  It  would  be  easy 
to  avoid  such  burns  in  the  larynx,  and  even  in  the  stomach,  by  the 
use  of  a  sufficient  quantity  of  water  after  each  pill. 

Courtade  in  1889  published  two  similar  cases  of  accidental  burn- 
ing, one  of  which  was  caused  by  a  strong  solution  of  corrosive  sub- 
limate. The  velum  palati,  the  pillars,  the  throat  and  the  pharynx 
were  seriously  affected,  but  all  evidence  of  the  burn  disappeared  in 
three  weeks.  W.  Scheppegrell. 
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A   Report   on    Forty-three   Consecutive    Cases   of   Diphtheria — 

Champion  S.  Gurney   and  Vaughan,  A.  Ll. — Lancet.      July 
26,  1902. 

The  statistics  of  forty-three  consecutive  cases  of  diphtheria  are 
pubhshed  to  show  the  vakie  of  tracheotomy  and  free  administration 
of  antitoxin  in  the  treatment  of  this  disease.  The  cases  admitted 
were  those  suffering  from  laryngeal  obstruction,  and  many  of  these 
were  brought  here  in  extremis.  In  these  circumstances  it  will  read- 
ily be  understood  that  thirty-nine  out  of  the  forty-three  cases  required 
operation.  The  total  number  of  deaths  will  be  seen  to  be  ten,  out 
of  which  five  cases — /,  e.,  one-half — were  aged  between  i  and  2 
years,  two  between  3  and  4  years,  while  the  total  number  of  patients 
admitted  at  these  ages  was  twelve  and  fourteen  respectively,  thus 
showing  a  mortality  of  41^3  per  cent,  at  the  former  age,  and  only 
14  per  cent,  at  the  latter  age.  But  of  these  forty-three  cases  it  will 
be  seen  that  twenty-four,  or  rather  more  than  one-half,  had  a  laryn- 
geal and  pharyngeal  infection,  while  fourteen  had  laryngeal  infection 
alone,  with  a  mortality  in  the  former  case  of  16  per  cent.,  and  in 
the  latter  of  nearly  50  per  cent.  It  is,  however,  only  fair  to  state 
that  out  of  the  six  deaths  occurring  in  the  latter  (laryngeal  alone) 
variety,  one  was  due  to  suppression  of  urine,  two  were  due  to  bron- 
cho-pneumonia;  while  of  the  other  three,  two  patients  died  from 
asphyxia,  and  one  from  hemorrhage  into  the  trachea,  which  was 
started  during  a  fit  of  coughing  within  a  few  hours  of  the  operation. 
Three  cases  which  recoA^ered  had  a  laryngeal,  pharyngeal  and  nasal 
infection.  All  the  patients  who  recovered  were  examined  as  late  as 
three  weeks  after  discharge  from  the  hospital  for  signs  of  paralysis, 
and  in  three  only  were  any  present. 

Statistics. — The  total  number  of  cases  was  forty-three.  Trache- 
otomy was  performed  in  thirty-nine  cases,  the  result  being  that 
twenty-nine  of  the  patients  recovered  and  ten  died  (one  child  had 
ceased  breathing  before  the  operation  had  begun).  Paralysis  oc- 
curred in  three  cases;  all  recovered  completely.  One  patient  had  a 
pharyngeal  infection  alone;  no  antitoxin  was  administered,  and  the 
paralysis  occurred  twenty-five  days  after  the  onset  of  the  disease. 
One  patient  had  a  pharyngeal,  laryngeal  and  nasal  infection;  17,000 
units  of  antitoxin  were  injected,  and  paralysis  occurred  on  the  fifty- 
fourth  day  of  the  disease.  In  a  third  case  the  patient  had  pharyngeal 
and  laryngeal  infection;  6,000  units  of  antitoxin  were  administered, 
and  paralysis  occurred  on  the  fifty-seventh  day  of  disease  Cultures 
taken  in  eighteen  cases,  showed  the  following  result:  In  five  cases 
there  was  a  pure  culture  of  diphtheria;  in  six  a  mixed  culture  of 
diphtheria  and  staphylococci;  and  in  seven  pure  cultures  of  staphy- 
lococci, or  mixed  staphylococci  and  streptococci. 

StClair  Thomson. 
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Subglottic  Sarcoma  Removed  Endolaryngeally  with  Galvano> 
Cautery  Snare. — J.  W.  Gleitsmann — Med.  Record,  Jul}^  5, 
1902. 

The  growth  occurred  in  a  male  52  years  of  age,  who  four  months 
previous  to  the  author's  examination,  had  an  attack  of  hoarseness 
which  came  on  suddenly  one  morning  on  awakening.  A  dry 
laryngeal  cough  existed,  and  the  patient  had  lost  twenty-five  pounds. 

On  examination  a  growth  was  seen  below  the  cords,  which  by  its 
contact  with  the  lower  surface  of  the  cords,  interfered  with  their 
vibration.  It  filled  the  larger  part  of  the  tracheal  space,  leaving  a 
small  opening  posteriorly  for  respiration.  The  point  of  fixation 
seemed  to  be  anteriorly  at  the  beginning  of  the  trachea. . 

Under  cocaine  and  adrenalin,  the  tumor  was  successfully  removed 
with  the  author's  iridoplateum  wire  with  the  Scheck's  handle  and 
canula.  The  verticle  bend  to  the  lower  end  of  the  loop  being  4^ 
inches,  show  the  depth  of  the  growth.  No  ill  eflfects  followed  the 
operation,  the  patients'  voice  began  to  improve  on  the  following  day, 
and  in  two  days  afterward  he  was  permitted  to  leave  the  hospital. 
A  remaining  stump  of  the  growth  was  removed  a  month  later,  and 
the  base  cauterized  with  the  cautery.  Five  months  later  no  anomaly 
of  the  part  could  be  detected.  No  enlargements  of  the  glands 
could  be  detected  at  the  first  examination.  The  pathologists  report 
accompanies  the  author's  paper.  M.  D.  Lederman". 

Chronic  Suppurative  Disease  of  the  Middle  Ear. — J.  Kerr  Love 
— Glasgow  Med.  Joiirn.     July-August,  1902. 

The  writer  has  a  lengthy  paper  on  this  subject  and  discusses  in 
some  detail  the  various  appearances  that  may  be  met  with  and  the 
different  lines  of  treatment  which  may  be  carried  out.  It  is  impos- 
sible to  review  this  practical  paper  at  any  length. 

A.  Logan  Turner. 

Subcutaneous  Injection  of  Paraffiin  Wax  for  the  Removal  of 

Deformities  of  the  Nose. — Walker  Downie — Glasgow  Med, 

Journ.,  Oct.,  1902. 

Two  cases  were  shown  at  the  Glasgow  Medico-Chirurgical  So- 
ciety, in  which  about  one  and  two  drachms  respectively  of  sterilized 
paraffin,  melting  at  104°  F.  were  injected  with  good  results. 

A.  Logan  Turner. 
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Primary  Malignant  Tumors  of  the  Nasal  Fossa. — M.  Bourgeois 

Revue  Heb.    de  Laryngqlogie,  D' Otologic   ct  de  Rhinologie, 
Jan.  17,  1903. 

The  author  omits  the  consideration  of  benign  tumors  and  limits 
himself  to  sarcomas  and  epitheliomas  developing  in  the  nasal  fossa. 
These  tumors  are  divided  into  epithelial  and  carcinomatous  tumors ; 
the  former  rarely  develops  in  young  subjects  while,  on  the  contrary, 
sarcoma  may  be  found  even  in  infancy. 

In  spite  of  the  doubt  which  naturally  exists  in  the  etiology,  the 
author  believes  that  we  may  accept  as  a  causal  influence  traumatism, 
chronic  inflammation,  and  perhaps  even  syphilis.  While  we  can 
affirm  nothing  definitely  as  to  the  transformation  of  benign  tumors 
into  malignant  tumors  in  this  region,  the  author  believes  that  the 
pre-existence  of  benign  tumors  may  be  the  principal  predisposing 
factor  of  the  malignant  neoplasm. 

The  clinical  history  of  a  primary  malignant  tumor  of  the  nasal  fossa 
may  be  divided  into  three  stages:  (1)  the  stage  of  coryza  and  of 
epistaxis  which  are  conspicuous  in  the  commencement;  (2)  the 
stage  of  nasal  obstruction,  characterized  by  a  sensation  of  intra-nasal 
tension,  with  cephalgia  and  anosmia;  (3)  the  stage  of  complication, 
during  which  the  tumor  develops  and  invades  the  neighboring  tissues 
and  organs.  The  evolution  may  be  slow  or  rapid ;  in  every  case  the 
prognosis  is  very  grve,  and  in  most  cases  the  patient  succumbs  to 
a  constitutional  involvement  or  intercurrent  complication. 

The  earliness  of  the  diagnosis  may  decide  the  fate  of  the  patient. 
Before  making  this,  we  should  consider  the  possibility  of  a  foreign 
body,  rhinitis,  hematoma,  abscess,  meningo-cephalitis,  rhino-scler- 
oma, deviations  and  thickenings  of  the  septum,  chancre,  syphilitic 
gumma  and  nasal  tuberculosis. 

It  is  only  by  a  differential  diagnosis  of  the  most  complete  char- 
acter that  we  can  affirm  the  malignancy  of  a  tumor,  and  we  can 
decide  its  variety  only  by  a  microscopic  examination. 

After  having  described  the  ligature  of  the  carotid  in  this  connec- 
tion, the  author  calls  attention  to  the  inefficiency  of  the  various 
methods  of  removing  the  tumor;  he  describes  the  operation  of 
Rouge,  of  Chassaignac  and  of  Oilier,  and  indicates  the  advantage  of 
each  of  these  procedures.  The  choice  of  the  operation  depends  upon 
the  location  and  extent  of  the  lesions.  Surgical  intervention  is 
usually  indispensable  but  it  is  well  to  realize  that,  in  spite  of  them, 
malignant  tumors  of  the  nasal  fossa  usually  recur. 

W.   SCHEPPEGRELL. 
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Dise«sesof  the  Bar.  A  Text- Book  for  Practitioners  and  Students  of 
Medicine  By  Edward  Bradford  Dench,  Ph.  B.,  M.  D.,  Professor  of 
Otology  in  the  Universit*'  and  Bellevue  Hospital  Medical  College;  Aural 
Surgeon  to  the  New  York  Eye  and  Ear  Infirmary;  Consulting  Otologist  to 
St.  Luke's  Hospital;  Consulting  Otologist  to  the  New  York  Orthopiedic 
Dispensary  and  Hospital.  Third  Edition,  revised;  publishers,  D.  Appelton 
&Co.,  New  York.  Nine  colored  plates;  170  illustrations.  Cloth,  $5.00; 
half-leather,  $5.50. 

We  have  always  regarded  this  text-book  as  the  representative  American 
classic  on  Otolog3^  and  the  new  revised  and  enlarged  Third  Edition 
strengthens  our  previously  expressed  opinion. 

With  the  rapid  progress  in  otological  surger}-,  many  important  additions 
and  revisions  have  been  made  in  this  volume.  The  author's  extensive  exper- 
ience in  the  operative  treatment  of  chronic  suppurative  otitis  media  and  of 
the  various  intra-cranial  complications  of  middle  ear  suppuration,  qualifies 
him  most  especially  to  present  this  important  subject  matter. 

The  technique  of  middle  ear  and  mastoid  operations  and  the  operative  pro- 
cedures for  the  relief  of  sinus  thrombosis  and  of  brain  abscess  are  minutely 
and  exhaustively  considered  and  constitute  a  most  valuable  and  ably  pre- 
sented -jeries  of  chapters. 

Another  important  revision  is  the  chapter  on  functional  examination. 
Here  will  be  found  carefully  prepared  descriptions  of  the  Bezold  continuo-us 
tone  s<*ries,  the  use  of  the  Edelmann-Galton  whistle  and  other  recent  tests 
for  differential  dingnosis. 

Two  colored  plates,  showing  the  anatomy  of  the  internal  jugular  vein  and 
the  technique  of  exploratory  craniotomy,  are  new  features  in  this  edition. 

Impartially  considered,  we  regard  this  text  book  as  the  best  exclusively 
Otolog  cal  classic  published  in  America. 

M.  A.  G. 

First  Principles  of  Otology.  A  Text  Book  for  Medical  Students..  By 
Albert  H.  Buck,  M.  D.,  Clinical  Professor  of  the  Diseases  of  the  Ear,  Col- 
lege of  Physicians  and  Surgeons,  Medical  Dept.,  Columbin  University,  New 
York.  Second  Edition.  Cloth;  216  pp.  ;  75  illustrations  in  text.  William 
Wood  &  Co.,   New  York,  publishers.  1903.     Price,  $1.50,  net. 

For  the  undergraduate  in  medicine,  this  small  volume  may  be  of  some 
assistance  in  obtaining  a  fundamental  knowledge  of  Otology  when  used  as  a 
supplement  to  a  lecture  course  in  this  specialty.  As  the  author  tersely  states 
in  his  preface,  "such  a  manual  is  intended  for  the  exclusive  use  of  under- 
graduate medical  students,"  and  in  this  limited  field,  is  an  acceptable  little 
manual. 

We  consider  it  a  better  exposition  of  the  subject  matter  than  that  usually 
found  in  the  Quiz-Compend,  intended  for  a  similar  purpose. 

M.  A.  G. 
735 


736  BOOK  REVIEWS. 

A  Thesaurus  of  /VIedical  Words  and  Phrases.  By  Wii^fred  M.  Barton, 
M.  D.,  Assistant  to  Professor  of  Materia  Medica  and  Therapeutics,  and  Lec- 
turer on  Pharmacy,  Georgetown  University,  Washington,  D.  C;  and  Wai,- 
TER  A.Wei<IvS,  M.D.,  jjemonstratorof  Laryngoloj^y  and  Rhinology,  George- 
town University,  Washington,  D.C.  Handsome  octavo  of  534  pages.  Phil- 
adelphia, New  York,  London;  W.  B.  Saunders  &  Company,  1903.  Flexible 
leather,  $2.50  net;  with  thumb  index,  $3.00  net. 

This  work  is  the  only  Medical  Thesaurus  ever  published.  It  performs 
for  medical  literature  the  same  services  which  Roget's  work  has  done  for 
literature  in  general;  that  is,  instead  of,  as  an  ordinary  dictionary  does, 
supplying  the  meaning  to  given  words,  it  reverses  the  process,  and  when  the 
meaning  or  idea  is  in  the  mind,  it  endeavors  to  supply  the  fitting  term  or 
phrase  to  express  that  idea.  To  obviate  constant  reference  to  a  lexicon  to 
discover  the  meaning  of  terms,  brief  definitions  have  been  given  before  each 
word.  As  a  dictionary  is  of  service  to  those  who  need  assistance  in  inter- 
preting the  expressed  thought  of  others,  the  Thesaurus  is  intended  to  assist 
those  who  have  to  write  or  to  speak  to  give  proper  expression  to  their  own 
thoughts.  In  order  to  enhance  the  practical  application  of  the  book  cross 
references  from  one  caption  to  another  have  been  introduced,  and  terms 
inserted  under  more  than  one  caption  when  the  nature  of  the  term  permitted. 
In  the  matter  of  synonyms  of  technical  words  the  authors  have  performed 
for  medical  science  a  service  never  before  attempted.  Writers  and  speakers 
desiring  to  avoid  unpleasant  repetition  of  words  will  find  this  feature  of  the 
work  of  invaluable  service.  Indeed,  this  Thesaurus  of  medical  terms  and 
phrases  will  be  found  of  inestimable  value  to  all  persons  who  are  called  upon 
to  state  or  explain  any  subject  in  the  technical  language  of  medicine. 

Die  Verletzungen  des  Qehororgans,  besonders  auch  ihre  Beziehungen 
zum  Nervensystem,  Forensische  Abhandlung.  CInjuries  to  the  ear) 
By  Dr.  Paui.  Bernhardt,  of  Berlin.  Monograph,  pp  131.  paper  cover; 
August Hirschwald,  Berlin,  publisher,  1903.     Price,  3  mk.   (75  cts.) 

This  monograph  presents  the  medico-legal  aspects  of  injuries  to  the  ear, 
simulation,  death  due  to  ear  diseases,  life  insurance  affected  by  ear  lesions, 
the  relation  of  injuries  of  the  ear  to  the  nervous  system  and  many  other 
paragraphs  of  a  similar  character  of  interest  to  otologists. 

M.  A.  G. 
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THE  TECHNIQUE  OF  MAXILLARY  SINUS  OPERATIONS.* 

BY  H.  HOLBROOK  CURTIS,  M.D.,  NEW  YORK. 

The  Maxillary  Antriun  consists  of  a  cavity  pyramidal  in  shape, 
having  four  walls ;  the  apex  directed  outward ;  the  base  or  inner 
wall,  corresponding  to  the  external  wall  of  the  inferior  and  middle 
meatus  of  the  nasal  fossa. 

The  antra  are  nearly  symmetrical  in  the  same  subject,  but  in  cer- 
tain instances,  septa  may  be  present  with  ostia  of  communication. 

Gruber^  reports  having  encountered  a  complete  septum  in  five 
cases  in  two  hundred  examined,  one  being  bilateral. 

Sieur  and  Jacob^  found  no  complete  septum  in  their  report  of  one 
hundred  and  fifty  cases. 

Zuckerkandl  has  reported  a  case  where  there  existed  two  cavities 
communicating  with  the  nasal  cavity  by  separate  ostia,  but  not  with 
each  other. 

Small  ridges  of  bone  or  semi-lunar  diaphragms  of  fibrous  tissue 
are  often  encountered  obtruding  the  angles  of  the  antrum,  which  be- 
come of  great  surgical  importance.  The  prolongations  of  the  angles 
are  sometimes  closed  by  a  thin  bony  lamina  having  a  small  ostium. 
These  accessory  recesses  are  only  discovered  by  most  careful  investi- 
gation of  the  corners.  Their  escape  from  observation  has  rendered 
futile  several  operations,  as  reported  by  Luc  and  Lermoyez.t     A 


*  Read  before  the  ninth  annual   meeting  of  the    American  Laryngological,  Rhinological  and  Oto- 
logical  Society,  Lexington,  Ky.,  May  1,  1903. 

1  Virch.,  Arch.,  Vol.  CXIII. 

2  Sieur  &  Jacob,  Recherches  sur  les  Fosses  Nasal.     Paris,  190L 
t  S.  &  J.,  loc.  cit. 
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reinfection  of  the  sinus  after  a  radical  operation  should  always  lead 
us  to  a  suspicion  of  the  existence  of  one  of  these  retention  crypts. 
The  angles  sometimes  take  the  form  of  horns  extending  upward  at 
the  expense  of  the  orbital  wall.  In  one  case  in  my  own  practice  I 
found  that  the  anterior  superior  angle  communicated  directly  with 
the  frontal  sinus  of  that  side ;  there  being  two  distinct  openings  in 
the  floor  of  the  frontal  sinus  and  no  apparent  opening  into  the  nasal 
cavity  through  the  wall  of  the  abnormal  antro-frontal  canal. 

Leaving  the  consideration  of  the  angles  we  find  that  various  bony 
ridges  traverse  the  walls.  The  most  constant  ridge  is  the  contain- 
ing wall  of  the  superior  maxillary  nerve  and  artery  which  cross  the 
orbital  to  emerge  at  the  superior  border  of  the  anterior  wall.  This 
ridge  when  very  pronounced  makes  pockets  on  either  side,  often  dif- 
ficult to  curette. 

The  ridge  itself  is  very  thin  and  must  be  handled  with  great 
delicacy  in  the  surgical  work  of  the  antrum.  Pressure  on  the  nerve 
trunk  by  retained  pus,  or  an  osteitis  of  the  canal  wall,  undoubt- 
edly explains  the  great  pain  often  encountered  with  inflammation  in 
the  antrum.  The  anastomosis  between  the  lachrymal  branch  of  the 
ophthalmic  (Willis')  and  the  orbital  branch  of  the  sup.  maxillary 
given  off  within  the  canal,  will  account  for  the  disturbances  of 
lacrymation  frequently  noticed  in  empyemas  of  the  antrum. 

While  nerve  lesions  may  arise  from  pus  entering  the  canal,  on 
the  contrary  Langenbeck*  cites  two  cases  in  which  a  resection  of  the 
infra-orbital  nerve  produced  an  infection  of  the  antrum. 

The  Internal  Wall  is  interesting  from  a  surgical  standpoint,  in 
that  it  collaborates  the  external  wall  of  the  lower  and  middle  meatus 
and  is  crossed  obliquely  from  before  backwards  and  above  down- 
wards by  the  insertion  of  the  inferior  turbinate  bone,  which  may  be 
said  to  divide  this  wall  into  two  triangles,  of  which  we  will  speak 
later.  From  the  anterior  attachment  we  first  find  the  thickened  ridge 
containing  the  nasal  duct  or  lachrymal  canal,  occupying  the  anterior 
fourth  of  the  wall.  Directly  behind  this  in  the  middle  meatus  we  ob- 
serve the  natural  orifice  of  the  antrum,  the  ostium  maxillare. 

In  the  inferior  portion,  the  wall  limiting  the  inferior  meatus,  is 
composed  of  thin  bone.  The  superior  portion  corresponding  to  the 
wall  of  the  middle  meatus  is  at  first  bony,  but  behind  the  ostium,  for 
three-eighths  to  five-eighths  of  an  inch,  it  consists  of  membranous 
tissue,  only  strengthened  by  the  uncinate  process  of  the  ethmoid. 
Finally  the  wall  meets  the  maxillary  and  ascending  processes  of  the 


*  Arch.  £.  Klin.  Chin,  181,  9. 
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palate  bone  and  for  the  last  three-eighths  of  an  inch  becomes  bony 
once  more.  The  wall  in  the  region  of  the  middle  meatus  is  so  deli- 
cate that  it  is  easily  penetrated  by  the  little  finger.  In  operating,  a 
bistoury  readily  divides  the  slender  uncinate  process. 


Plate  1.  Showing  operative  schematic  plan  of  internal  antral  wall.  C.  Center  of  opening  through 
canine  fossa.  L.  C.  Cribriform  plate.  S.  Sphenoid  sinus.  O.  M.  Ostium  maxillare.  D.  Region  of  the 
lachrymal  canal.  Both  turbinates  have  been  removed  and  also  the  internal  lamina  of  the  ethmoid  with  the 
middle  turbinate,  to  show  the  ethmoid  cells.  The  angle  A,  C,  P,  equals  45°.  L,  C,  C,  P  equals  90°.  A. 
Anterior  wall  of  sphenoidal  sinus.  The  distance  C.  A.  equals  2  inches  (5  cm.).  C.  L.  C.  equal  1^ 
inches  (4  c.  m.).  B.  Posterior  limit  of  cribriform  plate  which  forms  the  roof  of  the  nasal  cavity  between  the 
lamina  perpendicularis  and  internal  lamina  of  the  lateral  mass  of  the  ethmoid. 

Middle  of  canine  fossa  to  anterior  wall  of  sphedoid,  2  inches  (5  c.  m.).  Middle  of  canine  fossa  to  crib- 
riform plate,  IJ^  to  IJi  inches  (4  c.  m.). 

It  should  be  remembered  that  the  descending  branch  of  the  spheno-palatine  artery  is  in  relation  to  the 
ascending  portion  of  the  palate  bone,  and,  in  curetting  and  chiselling  in  the  posterior  border,  this  must  be 
borne  in  mind. 


So  easy  is  it  to  dissect  the  inner  wall  from  its  superior  attachment 
it  would  seem  that  Nature  had  intended  to  leave  this  gateway  to  the 
posterior  ethmoid  cells  and  the  sphenoidal  sinus  via  the  maxillary 
antrum.  Through  this  route  Jansen  makes  his  bold  journey,  as  does 
Luc  and  other  operators.  The  best  view  of  the  sphenoidal  wall  is 
thus  obtained. 
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Mosher"^'  gives  the  distances  from  the  canine  fossa  as  follows, 
50  heads  average : 

After  the  anterior  wall  is  well  removed  in  the  radical  operation,  a 
sinus  lamp  introduced  into  the  nose  will  show  the  insertion  of  the 
inferior  turbinate  bone.  We  observe  that  this  line  of  insertion  does 
not  divide  the  quadrilateral  base  into  two  triangles,  but  that  the  pos- 
terior insertion  is  about  }i  of  an  inch  above  the  post.  inf.  angle  of 
the  internal  wall.  For  all  practical  purposes,  however,  we  may  con- 
sider this  a  triangle  and  remember  that  the  antero-inferior  triangle 
has  to  do  with  the  inferior  meatus  and  the  post,  superior  triangle  with 
the  middle  meatus.  This  superior  triangle  presents  to  us  points  of 
especial  surgical  interest.  Through  this  triangle  which  is  so  easily 
broken  down  in  its  centre  we  have  the  anatomical  bearings  as  fol- 
lows :  After  breaking  the  antrum  wall  the  infundibulum  or  the 
gutter  of  the  unciform  is  entered.  The  Bulla  presents  itself  in  the 
meatus  above  the  entrance  of  the  curette.  The  space  between  the 
Bulla  and  the  unciform  is  called  the  Hiatus  Semilunaris.  Above  and 
anterior  to  the  curette  are  the  anterior  ethmoid  cells,  made  up  of  their 
uncinate  and  lachrymal  walls.  These  cells  vary  in  number  from  3 
to  5.  By  breaking  down  the  Bulla,  we  are  in  relation  to  the  anterior 
cells  situated  further  back,  by  some  authors  called  the  middle  group, 
whose  ostia  open  into  the  gutter  of  the  Bulla.  Sometimes  the  Bulla 
contains  a  cell  which  opens  into  the  superior  meatus,  but  usually  all 
the  cells  open  into  the  antero  superior  extremity  of  the  gutter  of  the 
Bulla.  One  of  these  two  or  three  cells  which  make  up  the  pyra- 
mid of  the  Bulla,  may  make  an  excursion  into  the  frontal  sinus,  or 
above  the  orbit  at  the  expense  of  its  superior  wall.  Very  frequently  t 
the  bulla  is  made  up  of  two  anterior  and  one  posterior  ethmoid  cells. 
While  these  two  groups  of  cells  are  often  independent,  they  may 
communicate  with  each  other.  From  a  clinical  standpoint  infection 
of  the  whole  group  is  facilitated  from  the  fact  that  the  gutters  of  the 
uncinate  and  Bulla  approach  each  other  anteriorly.  The  curette  pass- 
ing backward  but  in  a  horizontal  plane,  may  now  be  interrupted  by 
the  middle  turbinate,  which  we  remove  and  disclose  the  posterior  eth- 
moid cells.  These  cells  number  from  three  to  four  and  open  into 
the  superior  meatus  in  its  anterior  portion.  The  cells  may  be  classi- 
fied as  superior,  postero-inferior  and  bullar  in  that  the  latter  corre- 
sponds to  the  base  of  the  bulla  ethmoidalis.  The  postero-inferior 
cell  is  in  intimate  relationship  in  the  external  half  of  its  posterior 
wall  with  the  sphenoidal  sinus  and  sometimes  communicates  with  it. 


*  The  Laryngoscope,  Vol.  XIII.  No.  3. 

t  Sieur  and  Jacob  say  that  they  have  found  this  condition  to  exist  in  GO  of  100  cases  examined. 
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The  optic  nerve  is  in  close  proximity  to  the  cell  wall.  These  cells 
may  extend  into  the  lesser  wings  of  the  sphenoid  or,  like  the  anter- 
ior cells  may  make  excursions  toward  the  cranial  cavity,  the  orbit, 
or  into  the  middle  meatus. 

Next  in  sequence  we  come  to  the  sphenoid,  which,  should  we 
choose  to  enter  in  this  manner,  viz.,  through  the  canine  fossa,  antrum 
and  middle  meatus,  would  be  the  object  of  our  attack.  So  much 
for  the  posterior  superior  triangle ;  the  inferior  triangle  will  be  con- 
sidered later  on. 

The  floor  of  the  antrum  corresponds  to  the  alveolar  process  anter- 
iorly and  posteriorly  presents  a  curved  wall  which  loses  itself  in  the 
posterior  wall  and  roof. 

The  floor  over  the  dental  region  is  often  intruded  by  prominences 
representing  the  roots  of  the  teeth.  Care  should  alwasy  be  taken 
to  find  out  whether  there  is  inflammation  at  this  border.  The  apex 
of  this  rather  schematic  pyramid  looks  toward  the  zygomatic  fossa 
and  presents  no  especial  point  of  interest. 

Lastly  we  come  to  a  consideration  of  the  anterior  wall,  which  pre- 
sents a  convexity  situated  between  the  canine  and  molar  ridges,  cor- 
responding to  the  depression  in  the  superior  maxilla  known  as  the 
canine  fossa.  Through  this  fossa  entrance  is  made,  as  will  be  de- 
scribed later,  for  the  radical  antrum  operation,  as  well  as  for  the 
various  operations  upon  the  ethmoid  cells  and  the  sphenoid  sinus. 

Having  briefly  described  the  antral  cavity,  let  us  now  consider  the 
means  employed  to  perform  the  so-called  antral  operations  and  dis- 
cuss their  relative  merits. 

Having  determined  that  a  pus  discharge  is  established  from  one 
nostril ;  possibly  confirmed  by  transillumination  to  be  from  the  max- 
illary antrum,  we  seek  by  elimination  of  contributing  frontal  sinus 
trouble  to  verify  the  diagnosis.  To  do  this  we  must  find  out  if  there 
is  pain  or  tenderness  on  pressure,  over  the  frontal,  or  orbital  wall  of 
the  sinus  of  the  corresponding  side,  or  if  On  stooping  to  the  floor 
there  is  a  sensation  of  pressure,  pain  or  fullness  in  the  region  of  the 
eyebrow.  Having  satisfied  ourselves  that  the  antrum  disease  is  not 
a  secondary  complication  of  a  frontal  sinus  inflammation,  or  of  dis- 
ease of  the  anterior  ethmoid  cells,  and  that  the  cavity  has  not  become 
merely  a  reservoir  of  pus  from  above,  we  seek  to  determine  the 
following  points : 

1st.     Is  a  diseased  tooth  the  cause  of  the  antrum  trouble? 
2nd.    Is  the  discharge  of  recent  origin    (acute),  or, 
3rd.    Has  the  suppuration  been  of  so  long  standing  that  the 
mucous  lining  of  the  sinus  is  aflFected    (chronic)  ? 
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It  is  the  determination  of  those  points  that  indicates  our  choice 
of  treatment. 

Let  us  first  determine  if  the  second  bicuspid  or  the  first  or  second 
molar  is  diseased  at  the  root.  If  there  are  indications  of  decay  or 
a  dead  tooth,  we  must  decide  whether  it  is  not  better  to  remove 
this  possible  source  of  inflammation,  even  if  after  exploratory 
puncture  through  the  socket  we  decide  upon  a  radical  operation 
through  the  anterior,  or  inner  wall  of  the  antrum.  If  we  have  an 
acute  case  to  deal  with,  before  we  perforate  we  should  always  at- 
tempt to  wash  the  cavity  through  the  natural  orifice,  for  in  about 
three  cases  in  ten  we  are  able  to  do  this  by  means  of  a  Hartmann 
canula  passed  about  4^  centimeters  from  the  vestibule.  The  ostium 
maxillare  is  usually  situated  near  the  anterior  angle  of  the  middle 
meatus. 

By  passing  the  canula  through  the  hiatus  semilunaris  and  along 
the  outer  upper  wall  of  the  meatus  we  may  engage  the  tip  and  by 
turning  the  shaft  slide  the  curved  end  into  the  antrum,  I  have  found 
the  hand  piece  of  the  Alpha  No.  2  syphon  douche  the  most  con- 
venient attachment  for  antrum  tips,  as  it  is  very  light  in  weight  and 
of  the  same  shape  as  a  Davidson  family  syringe. 

If  we  can  secure  resolution  and  resorbtion  in  ten  days*  washing  we 
may  not  require  further  operative  treatment.  If,  however,  the  pus 
continues  to  appear  in  the  finger  bowl,  held  under  the  nose  in  douch- 
ing, and  we  have  pain  and  evidence  of  inflammatory  changes  in  the 
mucous  lining  as  evidenced  by  transillumination,  we  must  decide 
upon  another  method  of  cure. 

Provided  it  is  impossible  to  wash  the  antrum  through  the  natural 
orifice,  we  must  trephine  or  drill  through  the  alveolar  process  of  a 
tooth  which  we  have  extracted,  or  through  the  socket  of  a  lost 
molar  Or  bicuspid. 

This  procedure,  however,  is  only  to  be  thought  of,  when  we 
suspect  the  root  of  a  tooth  as  a  possible  complication,  otherwise  we 
may  make  an  exploratory  puncture  through  the  middle  meatus  wall, 
the  inferior  meatus  wall,  or  through  the  canine  fossa,  and  try  to 
cure  the  acute  disease  by  irrigation. 

I  have  found  Tr.  iodine  5  i,  acid  carbolic  5  ss.  Sat.  sol.  boric  acid 
q.  s.  ad.  O  i,  an  excellent  irrigation  solution  during  the  acute  stage,  to 
be  reduced  finally  to  saturated  boric  acid  solution.  The  question  as 
to  how  long  a  time  we  should  permit  our  patient  to  attempt  a  cure 
by  irrigation  is  a  very  difficult  one  to  solve.  It  in  a  great  measure 
depends  upon  the  temperament  of  the  person.  I  have  had  a  case 
of  long-standing  antrum  suppuration,  where  the  pus  evacuated  by 
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an  alveolar  puncture  was  most  offensive  and  suggestive  of  extensive 
degeneration  of  the  membrane,  become  entirely  healed  after  eighteen 
months  of  constant  irrigation.  The  gentleman,  aged  40,  was  of  ex- 
cessive nervous  temperament  and  absolutely  refused  a  radical  opera- 
tion. It  is  now  two  years  since  his  recovery,  and  the  antrum  is  per- 
fectly normal.  The  man  wore  a  hard  rubber  peg  which  he  kept  in 
place  by  a  piece  of  chewing  gum  or  absorbent  cotton  pressed  between 
the  teeth.  These  pegs  are  very  convenient ;  they  may  be  filed  down, 
and  polished  by  being  rubbed  on  the  surface  of  a  perscription  pad. 
The  best  obturator  for  an  exploratory  puncture  in  the  canine  fossa 
is  made  by  rolling  up  a  half-inch  square  of  a  sheet  of  dental  gutta 
percha  and  flattening  the  end  into  a  kidney-shaped  shield,  which 
while  soft  may  be  made  to  fit  the  irregularities  of  the  gum,  before 
being  plunged  in  ice  water.  The  peg  should  be  half  an  inch  long, 
inserted  at  the  top  of  the  shield  and  curved  slightly  downwards. 


Plate  2.     Pegs. 


One  should  learn  to  manipulate  gutta  percha  both  for  nose  and 
antrum  work,  for  the  pegs  are  always  requiring  attention  and  altera- 
tion in  shape — and  the  ends  are  apt  to  disintegrate  and  break  off, 
if  worn  too  long.  It  is  quiet  easy  to  make  obturators  of  these  shapes 
by  simply  putting  the  sheet  in  boiling  water,  then  wrapping  around 
a  pencil,  welding  and  cooling.  You  can  thus  make  tubes,  or  else 
mould  into  any  solid  shape  required.  A  plug  like  this,  to  fit  the 
trephine  hole  is  made  in  a  moment,  and  a  few  extra  ones  may  be 
given  to  the  patient. 

If  used  in  an  alveolar  bore  between  two  teeth  near  together,  the 
base  of  the  plug  may  be  made  to  fit  the  cavity  left  by  the  lost  tooth. 
In  a  short  time  you  can  make  any  nasal  splint  required  for  the  cor- 
rection of  a  deformity,  or  to  be  used  as  a  support  after  an  Asche  or 
Gleason  operation. 

I  go  into  these  details,  for  the  books  do  not  always  give  the  com- 
monplace minutiae  of  a  subject.  I  once  had  the  honor  of  taking  off 
my  hat  to  a  man  who  had  chased  a  goose,  made  a  tube  of  a  quill,  and 
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performed  a  tracheotomy  with  a  penknife,  all  within  forty  seconds. 
This,  however,  does  not  lessen  my  respect  for  a  man  who  has  strug- 
gled with  a  maxillary  antrum  suppuration  for  several  years.  In  my 
opinion  the  day  will  come  when  the  bacteriological  examination  of 
the  discharge  will  largely  influence  the  selection  of  operation. 

Many  of  us  who  have  had  experience,  have  seen  cases  get  well 
after  a  simple  puncture  and  a  very  few  irrigations,  cases  too,  which 
have  been  considered  chronic. 

Then,  again,  seemingly  acute  cases  have  gone  on  discharging  after 
the  same  treatment  and  we  have  finally  done  a  radical  operation, 
only  to  find  in  the  end  a  struggle  of  many  months'  duration  before 
we  could  effect  a  cure.  So  far  we  have  spoken  simply  of  a  puncture. 
Many  articles  written  will  say  that  the  alveolar  puncture  is  for 
drainage ;  this  should  never  be  the  case ;  the  puncture  is  simply 
made  to  investigate  the  condition  of  the  antrum  and  if  the  nature  of 
the  discharge  and  feel  of  the  walls  warrant  us  in  supposing  that  we 
may  cure  our  case  with  irrigation,  the  puncture  becomes  the  socket 
of  our  irrigation  syringe  tip.  The  cavity  is  syringed  with  the  head 
bent  forward  over  a  finger  bowl,  a  pint  of  solution  being  passed 
through  by  means  of  the  rubber  syringe  above  described. 

I  have  mentioned  a  glass  finger  bowl  as  the  best  and  most  conven- 
ient method  of  catching  the  discharge  as  it  comes  out  of  the  nostril. 
It  is  a  good  custom  from  time  to  time  to  decant  the  water  and  apply 
peroxide  of  hydrogen  to  the  pus  and  debris,  in  order  to  verify  true 
suppuration  and  watch  the  activity  of  effervescence,  for  the  study  of 
this  activity  is  useful  in  determining  the  retrogression  of  pyogenesis. 
On  one  or  two  occasions  I  have  been  surprised  to  find  that  a  grum- 
ous  mass  gave  no  pus  reaction  whatsoever,  a  proof  that  it  had  evi- 
dently come  from  the  nostril  and  not  the  antrum. 

In  boring  through  a  socket  from  which  a  tooth  has  been  extracted 
some  years  previously,  and  where  we  expect  to  encounter  perhaps  a 
quarter  of  an  inch  of  solid  bone,  we  should  take  a  trephine  of  a  large 
size  at  first,  changing  as  we  proceed  to  those  of  lesser  calibre.  In 
this  way  we  avoid  heating  our  bone  and  choking — possibly  breaking 
our  drill  or  trephine.  After  the  antrum  has  been  entered,  we  can 
easily  ream  out  the  bore  by  running  through  a  larger  trephine.  In 
boring  for  the  cavity  in  this  way,  it  is  best  to  always  bear  in  mind 
the  direction  to  the  antrum,  for  with  a  high  palatine  arch,  we  often 
find  a  very  narrow  alveolar  process.  From  the  bicuspid  region  we 
must  bore  slightly  backward  and  outward,  to  escape  the  external 
inferior  meatus  wall,  which  is  the  inner  wall  of  the  antrum.  From 
the  region  of  the  molar  ridge  we  must  bore  inward  and  backward 


CURTIS:     TECHNIQUE    OF    MAXILLARY    SINUS    OPERATIONS.       745 

preferably  through  the  palatine  root  socket  of  a  molar.  Care  must 
be  taken  in  entering  the  cavity  that  we  do  not  allow  our  drill  to  slip 
as  we  enter,  and  go  on  to  penetrate  or  injure  the  orbital  wall. 

If  we  are  to  rely  on  the  irrigation  treatment,  we  must  have  a  gen- 
erous opening  into  the  antrum.  If  we  have  been  fortunate  enough 
to  discover  the  tooth  whose  root  has  caused  our  trouble,  we  may 
enter  the  cavity  by  simply  a  pressure  on  our  drill ;  at  other  times  we 
will  find  ourselves  in  an  ivory-like  jaw  very  difficult  to  penetrate. 

For  many  reasons,  if  we  do  not  suspect  the  teeth,  we  should  turn 
our  attention  to  other  modes  of  attack. 

The  easiest  entrance,  of  course,  is  through  the  middle  meatus 
whose  membraneous  wall  in  the  region  of  the  ostium  maxillare  can 
be  penetrated  by  the  little  finger,  after  we  have  removed  the  anterior 
tip  of  the  middle  turbinate.  That  this  method  of  treatment  of 
antrum  suppuration  has  been  successful  is  proved,  by  its  having 
advocates  who  believe  in  making  as  large  an  opening  as  possible  in 
this  meatus  by  means  of  a  hook-shaped  bistoury  and  the  finger. 
Drainage  takes  place  when  the  patient  is  prone  and  lying  on  the 
other  side ;  irrigation  is  easily  performed,  and  ventilation  good, 
which  is  the  only  thing  in  my  mind  which  recommends  this  proced- 
ure. Curetting  of  the  cavity  is  very  difficult  and  packing  unsatisfac- 
tory. No  less  an  authority  than  Zuckerandl  at  one  time  advocated 
this  procedure,  but  our  plans  and  views  are  changing  with  the  evo- 
lution of  the  proper  accessory  sinus  treatment,  and  it  is  hardly  fair  to 
a  writer  to  brand  any  procedure  with  his  name,  for  the  simple  reason 
that  he  has  described  it  as  a  method  years  ago. 

Next  we  will  consider  the  canine  fossa  as  a  point  of  entraiice.  In 
this  location  it  is  very  easy  to  penetrate  the  antrum  with  a  trephine 
and  do  the  irrigation  treatment  in  the  same  manner  as  through  the 
alveolus.  Care  must  be  taken  to  make  the  bore  a  centimeter  above 
the  junction  of  the  gum  and  the  tooth,  for  we  must  not  injure  a  root, 
nor  on  the  contrary  must  we  go  much  above  this  limit  without  inves- 
tigating whether  we  are  liable  to  injure  the  infra  orbital  nerve  and 
artery  which  generally  are  found  to  emerge  from  the  canal  in  the 
wall  of  the  antrum,  at  a  distance  of  i^^  centimeters  above  the  point 
of  attack  mentioned. 

In  making  this  puncture  with  the  electric  trephine,  the  patient 
should  be  lying  down  and  the  cheek  retracted  by  an  assistant.  The 
mucous  membrane  of  the  fossa,  which  previously  has  been  cocained 
and  adrenalized,  should  be  slit  horizontal  to  the  teeth  and  elevated 
sufficiently  with  a  periosteotome  to  allow  an  3^ -inch  trephine  ample 
space  to  make  three  perforations  in  the  form  of  an  ace  of  clubs. 
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This  hole  may  be  rounded  and  smoothed  as  to  the  edges  and  a 
gutta  percha  plug  made  to  fit  it,  as  soon  as  the  swelling  of  the  mem- 
brane subsides — that  is,  provided  one  wishes  to  try  this  ancient  and 
honorable  means  of  cure  by  irrigation,  without  examination  and 
treatment  of  the  sinus  walls. 

These  methods  are  described  for  the  benefit  of  the  timid  members 
of  our  cult,  who  should  be  characterized  as  the  spraying  rhinologists. 
These  nimble-fingered  specialists  condemn  all  methods  which  cause 
pain;  they  reduce  enormous  tonsils  by  absorption  with  astringents, 
and  remove  adenoids  with  spray.  Frontal  sinuses  and  antra  do  not 
-disturb  these  gentlemen,  for  they  refer  the  patient  back  to  the  gen- 


Plate  3.    Sinus  Lamp. 


•eral  practitioner  for  the  cure  of  the  frontal  neuralgia  and  the  tic- 
douloureux,  while  they  still  continue  to  treat  the  *'catarrh."  Apol- 
ogizing for  the  slight  digression,  I  will  proceed.  We  have  made 
our  exploratory  opening,  the  timid  practitioner  goes  no  further ;  he 
is  satisfied  to  risk  irrigation.  He  does  not  probe  to  see  if  a  pyogenic 
membrane  fills  it,  or  whether  polypoid  material  invades  the  cavity. 
If  it  is  only  an  acute  case,  he  cures  it  by  washing  through  the  alve- 
olar or  fossa  puncture,  but  unfortunately — and  this  is  a  point  I  want 
to  strenuously  emphasize — too  many  specialists  are  doing  this  kind 
of  work  as  a  routine  practice  without  regard  to  the  chronicity  of  the 
-case.     Let  me  put  the  question  differently: 
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Should  the  fact  of  an  isolated  case  like  the  one  I  have  described 
above,  in  which  eighteen  months'  syringing  effected  the  cure  of  a 
chronic  condition,  prompt  any  of  us  to  try  for  so  long  a  time  to  cure 
a  patient  ?     My  answer  is  emphatically  no. 

Having  made  an  opening  in  the  canine  fossa,  we  are  in  a  posi- 
tion to  make  a  diagnosis  which  the  alveolar  opening  does  not  allow. 
We  first  inspect  the  walls  of  the  sinus  by  means  of  sunlight  and  an 
ear  speculum,  and  then  with  a  flexible  ring  curette,  we  cautiously 
feel  all  the  angles  and  touch  all  the  prominences  of  the  walls  in 
search  of  granulations.  A  sinus  lamp  in  the  nose  illuminates  the 
antrum  for  the  examination  of  the  walls  in  a  very  beautiful  way, 
provided  we  have  no  sunlight.  After  we  have  examined  the  walls 
in  a  thorough  manner,  we  now  bend  our  curette  and  using  the  dull 
side  of  the  ring,  go  carefully  over  the  floor  to  see  whether  any  of  the 
teeth  have  intruded  or  whether  any  dentigenous  cyst  is  present. 
Provided  we  have  found  nothing,  and  better,  if  we  can  trace  the 
-empyema  as  a  sequel  to  some  grippe  or  acute  process,  we  may  con- 
sistently irrigate,  leaving  a  gauze  drain  for  a  day  through  the  per- 
foration, before  introducing  the  plug.  If,  on  the  other  hand,  we  find 
the  walls  unhealthy,  granulation  tissue  present,  lining  membrane 
bleeding  readily  to  the  probe  touch,  odor  to  the  discharge,  hyper- 
sensitive walls,  etc.,  we  decide  at  once  on  doing  a  radical  operation. 
This  must  be  done  under  an  anaesthetic. 

There  are  three  operations  to-day  which  are  in  evidence,  and 
which  I  will  discuss: 

1st.     The  operation  through  the  anterior  wall. 
2nd.    The  operation  through  the  anterior  wall  with  a  nasal 
fenestration    left    for    dressing,    removal,    drainage    and 
lavage. 
3rd.    The  radical  operation  through  the  inferior  meatus. 

We  differentiate  between  the  simple  and  radical  operation,  in  that 
the  radical  by  a  large  opening  permits  free  inspection,  surgical 
treatment  and  dressing  of  the  entire  cavity  from  without. 

When  we  have  decided  upon  a  radical  operation,  we  must  first 
tell  our  patient  that  an  estimation  of  the  length  of  time  which  must 
elapse  before  they  are  cured  is  exceedingly  problematical.  We  can 
promise  our  patient,  however,  that  the  disease  will  be  no  longer  an- 
noying ;  that  there  will  be  no  odor ;  no  discharge  except  in  syringing, 
and  that  after  a  few  days  he  can  care  for  himself.  If  the  first  or 
second  operation  is  decided  upon,  five  days  in  the  hospital  or  at  home 
will  be  necessary.  If  the  third  method  is  employed,  but  one  to  three 
days  generally  suffices.     Much  more  swelling  of  the  face  takes  place 
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when  the  anterior  wall  is  operated  upon  than  when  the  meatus  wall 
is  the  point  of  attack.  This  swelling  is  often  kept  up  by  redressing 
for  several  days  or  even  weeks.  Edema  of  the  eyelids  is  often  a 
complication,  to  as  great  a  degree  as  in  a  frontal  sinus  operation,  but 
this  lasts  but  a  day  or  two.  Could  we  but  promise  our  patient  that 
he  would  be  absolutely  free  from  discharge,  after  operating  by  the 
first  method,  we  would  always  recommend  it.  Unfortunately,  that 
little  bead  of  pus  which  disappears  and  then  reappears  in  the  finger 
bowl  on  douching,  makes  us  afraid  to  close  the  wound,  and  we  al- 
ways anticipate  that  the  patient  will  re-infect  the  sinus  by  a  fresh 
cold  if  we  allow  the  orifice  to  heal,  with  no  means  of  drainage  ex- 
cept through  the  ostium  maxillare.  A  recognition  of  these  unpleas- 
ant features  has  evolved  the  second  operation  known  as  the  Luc- 
Caldwell,  which  is  much  more  satisfactory  from  a  drainage  stand- 
point after  the  removal  of  the  packing  gauze.  From  the  fact  also' 
that  the  cavity  is  thoroughly  aerated,  the  conditions  are  more  favor- 
able for  the  production  of  a  new  membrane. 

Another  thing  which  recommends  the  Luc-Caldwell  operation  is, 
that  the  occasional  little  pearl  of  pus  in  the  washings  is  not  an  ever- 
present  phantom  in  the  mind  of  the  patient,  and  a  discouragement  to 
the  doctor.  This  is  really  a  serious  objection  to  the  first  operation, 
for  it  is  often  impossible  to  ascertain  whether  the  pus  has  arisen 
from  the  cavity  of  the  antrum  itself  or  has  trickled  in  from  an 
empysemic  ethmoid  cell.  I  should  always  advise  in  the  first  opera- 
tion enlarging  the  natural  opening  to  the  nose  in  the  middle  meatus 
and  curetting  the  adjacent  ethmoid  cells  to  guard  against  this  possi- 
bility. 

The  technique  of  the  operation  through  the  canine  fossa  is  as  fol- 
lows :  Having  etherized  the  patient,  place  a  cork  between  the  teeth 
of  the  opposite  side  and  some  rolled  gauze  in  the  cheek  outside  of 
the  teeth  of  the  lower  jaw  on  the  side  of  operation.  Now  make  an 
incision  to  the  bone  about  an  inch  and  a  quarter  long,  from  the  molar 
ridge  to  the  canine  eminence  a  centimeter  above  and  parallel  to  the 
junction  of  teeth  and  gums.  The  cheek  is  held  back  by  three  re- 
tractors while  this  incision  is  made. 

The  periosteum  is  now  elevated  above,  and  slightly  below,  and  the 
two  retractors  above  are  changed  to  include  the  periosteum,  which 
procedure  stops  in  a  moment  the  sometimes  rather  free  bleeding. 

Whether  we  have  previously  made  a  trephine  opening  or  not,  we 
employ  a  mallet  and  chisel  and  enter  the  antrum  through  the  canine 
fossa,  making  an  opening  large  enough  to  permit  the  blade  of  a  bone 
forceps  to  enter,  when  we  may  complete  the  fenestration  to  any  size 
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we  may  desire.  Generally  a  centimeter  high  by  one  and  a  half  long 
is  the  usual  extent  of  space  we  may  try  to  obtain,  but  this  depends 
on  the  size  of  the  face  and  the  antrum.  We  may  find  a  huge  antrum 
in  a  small  face  and  vice  versa. 

As  soon  as  we  have  penetrated  the  cavity  we  quickly  probe  and 
get  an  impression  of  the  size  of  the  sinus.  The  entrance  of  theT 
probe  gives  us  an  idea  of  the  contents  as  well.  Generally,  however, 
we  are  obliged  to  bite  off  with  our  forceps  enough  bone  forward  and 
backward  to  enable  us  to  quickly  pack  the  sinus  after  a  swab  or  two 
and  wait  for  the  bleeding  to  cease  before  we  complete  our  fenestra- 
tion. After  one  or  two  minutes  we  may  take  out  the  packing  gauze 
tape  and  begin  to  curette  the  cavity  in  a  general  way.  When  it  re- 
fills too  rapidly  with  blood,  repack  for  a  moment.  As  we  go  on,  the 
bleeding  becomes  less  and  less,  so  that  an  assistant  may  only  occa- 
sionlly  be  required  to  swab  the  overflow  while  we  are  removing  all 
the  unhealthy  granulations.  It  is  a  good  plan  to  use  adrenalin  solu- 
tion on  the  gauze  used  for  the  first  plugging. 

As  we  clean  the  cavity  of  its  degenerated  membrane,  the  bleeding 
ceases  and  we  may  finish  with  great  nicety  in  a  clear  field,  should  we 
wish  to  do  so.  I  generally  content  myself  to  remove  the  masses  and 
everything  of  a  velvety  feel,  and  rely  upon  pure  carbolic  acid  applied 
with  a  cotton  swab  to  the  minute  recesses  I  may  find  in  the  angles. 
The  acid  is  neutralized  in  half  a  minute  with  a  swab  of  absolute 
alcohol.  Remember  that  the  antrum  wall  is  apt  to  be  very  thin  and 
'often  broken  down  in  old  cases,  so  we  must  use  no  force  in  curetting, 
but  rather  rely  on  a  sharp  spoon  and  the  flexible  ring  curettes. 

If  we  wish  to  go  no  further  we  clean  our  cavity  thoroughly,  swab 
with  peroxide  of  hydrogen  1-4,  or  bichloride  solution  1-5000,  and 
pack  the  sinus  with  iodoform  gauze  which,  if  there  is  no  odor,  and 
the  patient  has  no  temperature,  we  do  not  remove  until  the  fifth  day. 
Washing  out  the  cavity  after  this  with  anything  but  normal  saline 
solution  is  harmful  to  the  granulations.  The  packing  must  be  put 
in,  in  such  a  way,  that  the  lips  of  the  wound  are  held  apart,  for  the 
membrane  here  is  very  quick  in  healing  and  our  orifice  becomes 
rapidly  smaller  and  smaller.  When  the  walls  of  the  cavity  are  cov- 
ered with  good  red  granulations,  which  condition  usually  occurs  in 
about  ten  to  fourteen  days,  gradually  substitute  worsted  for  gauze, 
for  it  packs  through  a  smaller  orifice  and  we  may  allow  the  wound 
to  heal  up  to  fit  any  obturator  we  may  have  prepared  for  it.   * 

Now  comes  the  rub.  If  we  pack  our  cavity  for  too  long  a  time, 
we  may  do  an  injury  to  the  synthetical  granulation  metamorphosis. 
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If  we  withdraw  our  dressing  too  soon,  the  granulations  may  break 
down  very  quickly  and  we  must  begin  all  over  again.  It  requires  a 
practiced  eye  to  tell  by  the  peculiar  color  of  the  granulations  just 
when  to  stop  dressing.  When  we  are  satisfied  that  the  very  red  am- 
bitious granulations  pervade  the  entire  walls,  we  may  cease  the  wool 
packing  and  put  in  our  peg.  This  period  is  generally  from  two  to 
four  weeks  from  the  date  of  operation. 

We  leave  in  the  peg  except  when  we  syringe  and  begin  to  wash 
the  cavity  with  normal  salt  solution  as  has  been  described,  praying 
that  the  granulations  are  turning  into  a  normal  mucous  membrane. 
From  this  point  on,  the  procedure  is  unsurgical.  If  we  leave  in  the 
peg,  the  cavity  may  become  reinfected  from  the  mouth  at  any  mo- 
ment. If,  on  the  other  hand,  we  take  it  out  and  allow  the  antrum  to 
close,  we  may  be  unaware  of  any  trouble  until  the  antrum  is  in 
nearly  as  bad  condition  as  before,  and  the  work  has  to  be  repeated. 

I  cannot  absolutely  condemn  this  method,  for  I  have  obtained  bril- 
liant results  from  this  operation,  but  I  must  say  the  operations  to  be 
described  appeal  more  favorably  to  the  surgeon's  instincts.  The  sec- 
ond method,  known  as  the  Luc-Caldwell  operation,  is  undertaken  in 
the  same  manner  as  has  just  been  described,  with  the  exception  that 
after  the  cavity  of  the  antrum  has  been  curetted  through  the  canine 
fossa,  and  all  the  debris  removed,  we  make  an  opening  into  the  in- 
ferior meatus.  This  is  best  done  by  means  of  a  trephine  or  chisel 
and  enlarged  by  a  Griinwald  cutting  forceps.  A  strip  of  gauze 
should  be  packed  into  the  nasal  fossa  posteriorly  before  the  opening 
is  made.  The  fenestration  is  made  about  a  half  centimeter  above  the 
floor  of  the  cavity,  which  is  on  a  level  with  the  nasal  floor,  care  being 
taken  that  the  opening  is  about  a  centimeter  posterior  to  the  anter- 
ior insertion  of  the  inferior  turbinate.  In  this  way  the  fenestration 
is  posterior  and  inferior  to  the  opening  of  the  nasal  duct,  which  is 
at  the  roof  of  the  meatus.  The  larger  the  nasal  orifice  the  better 
will  be  the  ultimate  result.  The  inferior  turbinate,  if  impinging 
upon  the  floor  or  external  wall  of  the  nasal  fossa,  should  be  removed 
anteriorly,  with  trephine  and  snare,  sufficiently  to  give  access  to  the 
opening  in  the  wall.  A  burr  drill  should  be  used  to  smooth  the  lower 
edge  of  the  opening  and  leave  as  little  ridge  as  possible  between  the 
antrum  cavity  and  the  nasal  floor.  After  the  bleeding  has  been  ar- 
rested by  adrenalin,  the  antrum  is  loosely  packed  with  iodoform 
gauze  tape,  or  wool,  in  such  a  manner  that  the  end  may  be  passed 
through  the  nasal  orifice.  The  wound  in  the  canine  fossa  is  how 
closed  by  two  or  three  sutures,  including  the  periosteum  with  the 
membrane  of  the  superior  flap. 
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A  gauze  pad  wrung  out  in  listerine,  1-3  solution,  is  retained  over 
the  wound  by  the  pressure  of  the  cheek.  This  pad  should  be 
changed  every  two  hours.  On  the  fourth  or  fifth  day  the  gauze 
or  worsted  wool  is  removed  through  the  nasal  orifice,  under  gas  if 
practicable,  and  the  antrum  washed  with  boric  acid  solution  if  any 
odor  is  present,  or,  with  normal  salt  solution,  or  artificial  blood  serum 
if  there  is  none.  (Eraser's  saline  infusion  tablets,  i — Oi).  Pow- 
dered aristol  may  be  blown  into  the  antrum  should  we  wish.  There 
is  this  to  be  said  about  a  nasal  orifice :  If  the  case  does  not  seem  to 
be  doing  well,  with  little  inconvenience  to  the  patient,  we  can  make 
swab  applications  to  the  walls  of  the  antrum  through  the  nose  with 
zinc  solution,  protargol  and  other  silver  salts,  iodoform,  etc. 

If  the  patient  is  so  situated  that  washing  out  the  antrum  is  im- 
possible, the  sinus  will  drain  into  the  nose  and  we  need  not  fear  the 
consequences  of  retained  secretion. 

In  many  cases,  after  a  few  irrigations,  the  simple  unilateral  blow- 
ing of  the  nose  seems  to  cleanse  the  sinus  sufficiently,  so  that  we 
may  do  away  with  syringing  altogether. 

In  case  the  orifice  becomes  small,  we  may  ream  it  out  with  a  bar- 
rel burr  drill  after  an  application  of  cocaine  and  adrenalin. 

The  opening  in  the  canine  fossa  need  not  be  as  large  if  we  contem- 
plate the  Luc-Caldwell  operation,  instead  of  simply  opening  the  an- 
terior wall.  Jansen  and  Hajek  operate  on  even  broader  lines.  The 
former  removes  as  much  of  the  nasal  wall  as  possible,  dissecting  the 
middle  turbinate  from  within  the  cavity  of  the  antrum,  leaving  the 
nasal  membrane  intact  as  a  flap,  the  corners  of  which  he  sutures  to 
the  superior  margin  of  the  sinus  and  the  region  of  the  first  molar. 
In  many  cases  in  which  I  have  seen  him  operate,  he  invariably 
opened  the  sphenoidal  sinus  to  ascertain  if  it  contained  pus.  This 
was  done  by  means  of  a  long  chisel  through  the  region  between  the 
ostium  maxillare  and  the  palate  bone ;  the  removal  of  the  middle 
turbinate  and  the  breaking  down  of  a  few  cells,  giving  a  very  clean 
channel  to  work  in.  This  daring  operator  makes  use  of  the  burr 
drill  very  extensively  in  smoothing  partitions  and  exploring  the 
angles  of  the  accessory  sinuses ;  we  may  learn  this  lesson  from  his 
work,  his  results  show  little  pus  but  extensive  deformity. 

We  come  now  to  the  consideration  of  the  operation  through  the 
inferior  meatus,  which  recommends  itself  in  that  no  anaesthetic  is 
necessary  for  its  performance.  This  fact  alone  renders  it  applicable 
to  many  cases  where  the  idea  of  a  serious  operation  under  ether  is 
objectionable  to  the  patient.  It  is  surely  the  operation  to  be  selected 
in  cases  of  weak  heart — and  weaker  courage. 
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The  operation  is  performed  as  follows:  The  inferior  meatus  is 
packed  with  a  pledget  of  absorbent  cotton,  saturated  with  a  half-and- 
half  solution  of  cocaine,  lo  per  cent,  and  adrenalin  chloride  solution 
( i-iooo) .  The  inferior  turbinate  is  covered  externally  and  internally 
from  its  middle  portion  anteriorly.  It  is  a  good  plan  to  fortify  the 
patient  with  an  ounce  of  whiskey,  1-25  gr.  strychnia  sulph.  and  1-15 


Plate  4.     Showing  trephine  over  the  situation  of  the  proposed  fenestration,  before  turning  outward  45". 


gr.  digitaline  before  operating.  After  the  cotton  has  remained  in 
contact  with  the  turbinate  and  external  wall  of  the  meatus  for  ten 
minutes,  we  take  a  i-8  in. — 3-16  in.  trephine,  run  by  an  electric 
motor  or  dental  engine,  and  remove  by  a  couple  of  perforations, 
followed  by  the  cutting  forceps  and  snare,  the  anterior  third  of  the 
inferior  turbinate.     In  this  manner  we  clear  awav  the  body  to  its  line 
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of  insertion.  This  procedure  is  almost  bloodless.  The  outer  wall 
of  the  meatus  is  now  brought  into  view.  It  will  be  seen  that  the 
trephine  may  be  employed  to  perforate  the  inner  wall  of  the  antrum 
about  a  centimeter  beyond  the  anterior  point  of  attachment  of  the 
inferior  turbinate  just  removed,  the  shaft  of  the  trephine  entering 
the  nostril  at  an  angle  of  about  45°.     I  prefer  to  make  the  perfora- 


Plate  5.     Showing  perioration  completed  for  radical  operation  on  antrum  through  the  inferior  meatus. 


tion  at  a  point  a  quarter  of  an  inch  above  the  nasal  floor  for  the  bone 
is  thinner  as  we  ascend  the  wall. 

Having  punctured  the  antrum,  we  immediately  change  the  trephine 
for  an  olivary  or  barrel  burr  drill  and  enlarge  the  orifice  upward, 
downward  and  backward.  We  then  stuff  into  the  orifice  some  gauze 
wet  with  adrenalin  solution,  1-5000,  which  quickly  stops  any  bleed- 
ing that  may  occur.  By  using  properly-curved  flexible  ring  curettes, 
we  are  enabled  to  reach  the  walls  of  the  antrum  very  satisfactorily. 
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The  bleeding  does  not  annoy  the  patient,  as  the  head  is  so  held  that 
it  escapes  anteriorly.  Orthoform  or  cocaine  may  be  used  to  limit 
pain,  or,  if  we  so  decide,  the  curetting  may  be  postponed  until  an- 
other day. 

I  have  recommended  the  trephine  as  the  instrument  to  be  used, 
not  because  it  is  my  own  suggestion  as  applied  to  nasal  work*,  but 
because  in  no  other  way  can  the  outer  wall  of  the  meatus  be  so  quick- 
ly and  smoothly  perforated.     The  edges  of  the  fenestration  must  be 


Fig.  6.     Trephines. 

very  free  from  bony  spiculae  to  facilitate  dressing.  It  is  very  easy^ 
to  pack  the  antrum  with  the  iodoform  wool  prepared  by  Van  Home. 
My  experience  has  been  in  a  few  cases  so  very  successful,  that  I 
am  inclined  to  urge  this  method  of  operating  upon  the  society;  for 
even  if  we  did  not  attain  a  rapidly  favorable  result,  we  have  estab- 
lished a  fenestration  into  the  nostril  which  will  not  be  out  of  place,  if 
in  future  we  decide  that  a  more  intimate  curettement  of  the  cavity 
should  be  advisable  through  an  opening  in  the  anterior  wall. 


E.B.MEYROWITZ.N.Y 


Fig.  7.     Barrel  Trephine. 


In  view  of  the  frequent  recurrence  of  antral  suppurations,  and 
from  the  fact  that  an  antrum  may  become  at  any  time  a  reservoir 
of  pus  and  infected  from  acute  ethmoid  or  frontal  sinus  suppuration,, 
may  we  not  consider  it  the  very  best  practice  to  establish  a  perma- 
nent drain  for  so  insanitary  a  locality.  Could  we  but  hope  for  a 
total  obliteration  of  the  antrum,  with  granulation  tissue,  by  persistent 
packing  through  any  opening  of  the  walls,  it  would  be  the  ideal  treat- 


*  The  Nasal  Trephine  and  its  Advantages.    If.  Y.  Med.  Journ,,  May  28,  1887. 
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ment.  I  have  never  seen  but  one  case  in  which  this  occurred — and 
that  was  in  a  patient  the  zygomatic  wall  of  whose  antrum  I  was 
forced  to  entirely  remove  on  account  of  its  necrosed  condition.  This 
was  the  most  diseased  antrum  I  ever  encountered,  but  nevertheless 
the  fatty  tissue  from  the  zygomatic  fossa  invaded  the  antrum  and  it 
entirely  filled  up  with  solid  material  and  is  to-day  obliterated. 

My  apology  for  having  entered  perhaps  upon  unnecessary  detail 
in  writing  on  this  subject,  will  find  its  excuse  in  the  perusal  of  such 
an  article  as  appears  in  the  Virginia  Semi-Monthly  of  April  loth, 
1903.  This  article,  which  represents,  from  the  standpoint  of  a  den- 
tist the  present  treatment  of  antrum  suppuration,  is  a  sorry  commen- 
tary upon  the  knowledge  many  dentists  possess  of  this  important 
subject.  Many  of  us  have  seen  the  gold  tubes  banded  permanently 
upon  an  adjoining  tooth,  through  which  a  few  drops  of  antiseptic  so- 
lution are  injected  daily  into  the  antrum  by  means  of  a  hypodermic 
syringe.  On  one  occasion  I  have  seen  the  antrum  treated  by  means 
of  a  fine  tube  which  had  been  inserted  through  the  root  of  a  bicuspid. 
I  am  sure  none  of  us  have  an  opportunity  of  seeing  the  number  of 
cases  of  antrum  trouble  that  must  come  under  the  observation  of  the 
dentist,  and  no  one  should  be  able  to  recognize  better  than  a  dentist, 
that  the  treatment  of  empyema  of  the  antrum  of  Highmore  belongs 
to  the  rhinologist  rather  than  to  himself. 

In  closing  these  observations  I  will  state  that  they  are  the  deduc- 
tions from  an  experience  of  some  fifty  cases  upon  which  I  have  oper- 
ated, the  review  of  which  I  trust  will  be  of  value  to  some  of  us  who 
are  working  upon  this  most  interesting  subject. 

118  Madison  Ave.,  New  York. 
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THE  ARCH  OF  THE  PALATE.* 

BY  HENRY  L    SWAIN,  M.D.,  NEW  HAVEN,  CONN. 
Professor  of  Otology  and  Laryngology  Yale  University;  Fellow  American   Laryngological  Association. 

The  Study  of  nasal  pathology  received  a  marked  stimulus  as  well 
as  a  relief  from  some  previous  obscurity  of  conception  when  it  was 
explained  that  the  narrowing  of  one  nostril  by  abnormalities  of  the 
septum  led  in  general  to  unequal  use  of  the  two  sides,  to  bad  drain- 
age and  aeration,  as  well  as  to  vagaries  of  pressure,  causing  by  all 
these,  chronic  congestion  and  inflammation  of  the  mucous  membrane. 
It  was  further  explained  that  some  of  the  changes  in  the  septum, 
how  many  it  was  never  quite  clear,  were  entirely  due  to  traumatism, 
some  entirely  to  developmental  processes,  and  others  to  both  in  vary- 
ing degrees.  It  was  reasoned,  a  priori,  that  if  lack  of  use  on  one 
side  and  too  much  on  the  other  produced  first  chronic  catarrhs  and 
variations  in  the  bony  nasal  frame-work,  so  prolonged  disuse  of  the 
nose,  following  the  great  law  that  the  proper  and  perfected  growth, 
would  lead  to  inevitable  deformities  or  variations  from  the  normal 
both  in  structure  and  in  function. 

An  immediate  application  of  this  idea  was  evident  when  it  was 
thought  how  through  the  early  years  of  the  growth  of  some  children, 
owing  to  the  enlargement  of  the  third  or  pharyngeal  tonsil,  the  nose 
for  long  periods  would  be  entirely  inoperative ;  hence  not  liable  to 
perfect  development.  Furthermore,  by  the  same  reasoning,  the 
mouth  being  open,  it  would  become  larger,  i.  e.,  the  palate  would 
usually  become  more  arched.  This  last  was  the  outcome  of  various 
observations  and  might  be  expressed  in  the  rule  that  the  less  the 
nose  was  used,  the  more  the  palate  arched.  This  latter,  and  perhaps 
other  causes,  it  was  declared  made  the  septum  bend  because  the 
vertical  distance  between  the  summit  of  the  arch  of  the  palate  and 
the  base  of  the  skull  was  not  large  enough  to  allow  of  placing  the 
full-grown  septum  therein  without  bending.  This  suggestion  was 
oflfered  because  it  was  reasoned  or  supposed  that  every  septum  was 
destined  to  grow  a  given  amount  before  ceasing,  no  matter  how 
changed  the  conditions  were  which  surrounded  it,  a  rule  which  is 
supposed  to  work  quite  reversely  in  most  of  the  arguments  we  are 
later  to  adduce.     Altogether,  however,  this  made  a  very  pretty  ex- 


*  Read  before  the  American  Laryngological  Association,  Washington,  D.  C,  May  12, 
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planation,  which  I  have  no  doubt  we,  all  of  us,  who  teach,  annually 
call  into  requisition  as  we  unfold  to  our  classes  some  of  the  secrets 
of  nasal  pathology. 

Following  out  these  suggestions  it  presently  seemed  rational  to 
put  the  horizontal  bends,  especially  of  the  bony  septum,  into  the  de- 
velopmental class,  while  all  others,  especially  of  the  cartilaginous 
portion,  were  called  traumatic,  it  being,  of  course,  admitted  that 
formative  processes  might  accentuate  a  traumatic  deviation  into  a 
grotesque  bend,  or  vice  versa. 

Having  in  this  sweeping  manner  explained  all  the  curves  of  the 
septum  we  had  in  a  measure  reduced  all  the  problems  of  nasal  dis- 
ease to  simple  fractions  with  a  common  denominator  and  were  pre- 
pared to  explain  each  new  phase  of  clinical  experience  thereby,  for 
are  not  vagaries  of  pressure,  aeration,  drainage  and  functional  use, 
the  chronic  inciters  of  catarrh,  always  present  in  the  stenosed  nose  as 
a  result  of  that  one  factor,  an  erring  septum  lacking  in  proper  recti- 
tude ?  In  this  one  paramount  idea  one  sees  the  excuse  of  any  excess 
in  the  way  of  ''cabinet-makers'  "  surgery  provided  only  that  the  sep- 
tum is  made  more  nearly  plumb.  We  are  strictly  Jesuitical  in  that 
the  end  sought  justifies  any  means,  no  matter  how  severe. 

Now,  it  is  not  the  purpose  of  this  brief  sketch  to  take  any  broad 
issue  with  any  of  the  above  statements  except,  perhaps,  to  show  up 
an  occasional  weak  spot  in  the  chain  of  evidence  or  at  least  demon- 
strate some  actual  exceptions  to  the  purely  a  priori  methods  of  rea- 
soning which  we  have  employed  in  the  above. 

The  first  rude  shock  which  the  writer's  faith  in  the  orthodox  belief 
suffered  was  when  he  observed  the  palates  of  young  children  arch- 
ing higher  than  normal  when  to  the  positive  knowledge  of  the  writer 
there  had  never  been  for  more  than  a  few  days  at  a  time  any  dif- 
ficulty in  breathing  through  the  nose,  certainly  no  adenoids.  There 
was,  furthermore,  the  observation  that  some  adenoid  children  per- 
sisted in  having  nomial  palates  in  spite  of  well-nigh  useless  noses. 
This  was  some  years  ago,  and  yet  is  the  reason  that  you,  gentlemen, 
are  at  this  time  suffering  under  this  outburst  of  eloquence. 

Soon  to  substantiate  this  phantom  of  heterodoxy,  to  prove  that 
other  causes  than  nasal  disuse  and  traumatism  must  contribute  to 
the  excessive  arching  of  the  palate  and  lack  of  room  for  the  full- 
grown  septum,  it  was  suggested  that  the  shape  of  the  skull  determ- 
ined the  kind  of  arch  possessed  by  any  individual.  An  article  by 
Grosheintz,*  in  1898,  summed  up  the  previous  literature  on  the  sub- 
ject very  carefully,  and  accepting  of  the  statement  as  one  of  fact  that 

*  Grosheintz:  Fraenkcl's  Archiv.,  Bd.  VIII,  S.  396. 
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a  given  number,  45 . 9,  expressed  the  average  index  of  the  height  as 
related  to  the  breadth  of  European  palates,  in  a  certain  museum  he 
found  16  skulls  of  various  nationalities  which  could  be  considered 
as  having  a  higher  index  than  the  normal,  and  endeavored  by  meas- 
uring and  studying  them  to  draw  some  deductions  regarding  the 
height  and  width  of  the  face,  the  shape  of  the  skull  and  the  anomalies 
of  the  palate.  I  will  give  you  a  translation  of  his  summary  from 
these  observations :  "A  high  and  narrow  palate  is  usually  combined 
with  a  small  development  of  the  upper  part  of  the  face.  Small  nasal 
and  orbital  cavities  are  associated  in  the  rule  with  highly  arched 
palates.  The  highly  arched  palate  usually  depends  upon  a  con- 
genital racial  peculiarity  of  the  skull  and  not  upon  the  later  extra- 
uterine influences  of  nasal  stenosis."  The  last  seemed  a  strong  state- 
ment and  certainly  sufficed  to  arouse  and  emphasize  my  interest  in 
the  subject.  Subsequently  in  talking  with  my  erudite  friend.  Dr. 
Wright,  of  Brooklyn,  he  suggested  that  much  that  had  been  done  in 
the  way  of  measurements  needed  to  be  rehearsed,  and  most  important 
was  to  get  measurements  of  races  who  are  notably  not  sufferers 
from  adenoids.  Another  suggestion  was,  whether  anything  in  the 
early  life  of  the  child,  the  use  of  a  spoon,  artificial  nipple,  etc., 
might  not  give  an  added  impetus  to  natural  forces  resulting  in  the 
higher  arching  of  the  palate. 

There  exists  in  New  Haven  the  Marsh  collection  of  the  skulls  of 
various  races,  in  some  cases  the  numbers  being  very  large,  and  along 
the  lines  of  Dr.  Wright's  suggestion,  with  the  kind  permission  and 
help  of  Professor  Beecher  and  Dr.  MacCurdy,  we  took  a  series  of 
102  skulls  of  the  presumably  original  Hawaiians.  Twenty- four  were 
selected  as  being  normal  and  possessed  of  all  their  teeth,  i.  ^./be- 
longing to  young  vigorous  adults,  and  were  measured  by  the  same 
methods  as  those  of  Grosheintz  in  his  work.  The  index  as  calcul- 
ated out  of  Brackett*  was  45 . 7.  This,  you  see,  is  very  close  to  what 
had  been  accepted  as  normal  by  Grosheintz  and  the  observers  who 
antedated  him.  The  index  is  found  by  dividing  the  height  by  the 
breadth  and  multiplying  by  100.  These  measurements  were  very 
carefully  taken,  and  the  shape  of  the  skull  was  also  taken  into  con- 
sideration in  the  same  way  that  Grosheintz  had  done,  and  developed 
some  of  the  same  conclusions.  Brackett  differed  slightly,  however, 
when  he  observed  that  there  could  be  no  direct  connection  estab- 
lished between  the  height  of  the  palate  and  the  shape  of  the  skull. 
Evidntly  a  non-adenoid  race  developed  a  palate  of  the  European 
standard  shape. 

*  Brackett,  E.  S. :  Graduating  Thesis,  1902,  Med.  Dept.,  Yale. 
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While  these  investigations  had  been  going  on,  by  a  strange  misfor- 
tune, the  loss  of  a  certain  periodical  in  the  mails,  I  had  been  unaware 
of  Alkan's*  work,  which  seems  to  me,  up  to  date,  to  be  the  most 
thorough  and  satisfactory  of  any  that  I  have  found.  He  made  very 
careful  observations  upon  the  living  subjects,  both  children  and 
adults,  and  found  that  an  average  of  adults  with  normal  plates  would 
give  an  index  of  45 . 7.  These  were  presumably  of  the  Saxon  race, 
as  the  doctor's  investigations  were  conducted  in  the  city  of  Leipsic. 
He,  however,  conducted  his  measurements  in  a  slightly  different  way 
so  that  when  he  came  to  measure  skulls  a  slightly  higher  index  was 
obtained.  For  instance,  he  took  30  European  skulls  representing 
some  twelve  nationalities  and  found,  as  an  index,  52.6,  which  you 
see  is  very  close  indeed  to  the  measurements  of  Grosheintz,  who  also 
took  from  a  collection  of  various  nationalities,  those  where  the  index 
was  over  46,  and  got  his  index  53.9,  leaving  the  inference  that  the 
skulls  as  found  in  European  museum  collections  had  a  slightly  higher 
index  than  the  average.  Alkan  then  measured  12  negro  skulls,  and 
contrary  to  the  natural  expectation  found  the  palate  to  average  con- 
siderably higher,  the  index  being  59.  Eighteen  Malays  were  found 
to  have  an' index  of  54.3,  very  close  to  the  Europeans.  He  then 
went  into  the  question  of  how  much  children  who  suffered  from 
adenoids  would  differ  in  palate  measurements  from  those  who  pos- 
sessed normal  nasal  conditions.  He  found  an  average  normal  index 
for  children  from  three  to  fourteen  years  of  age  to  be  represented 
by  the  figures  43.5,  while  those  with  nasal  stoppage  had  an  index  of 
50,  showing  that  there  were  undoubted  alterations  as  a  result  of  the 
pernicious  influences.  Strangely  enough,  there  is  no  apparent  differ- 
ence in  the  length-breadth  index.  In  all  these  measurements  he 
very  carefully  compared  the  shape  of  the  palatal  arch  with  the  shape 
of  the  skull,  and  from  the  number  of  his  observations  and  the  care 
with  which  they  were  taken  would  seem  to  be  entitled  to  as  much 
credence  as  speaking  with  authority  as  any  observer  that  I  have 
consulted.  His  final  conclusions  will  bear  a  moment's  considera- 
tion : 

"First,  the  hard  palate  of  the  new-born  child  is  characterized  by  its 
shortness.  With  increasing  age,  the  height  and  breadth  increase  but 
slowly,  while  the  length  becomes  proportionately  rapidly  greater. 
Second,  in  people  afflicted  with  adenoid  vegetations  we  find  on  the 
average  a  high,  long  and  narrow  palate,  i.  e.,  a  form  which  does  not 
represent  the  normal.  Third,  the  shape  of  the  hard  palate  has  no 
connection  with  the  shape  of  the  skull.     Fourth,  anomalies  in  the 

*  Alkan,  Fraenkel's  Archiv,  Bd.  X,  S.  441. 
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position  of  the  teeth  are  of  frequent  occurrence  in  those  afflicted  with 
deformities  of  the  palate  or  the  upper  jaw  and  may  be  looked  upon 
as  due  to  the  latter." 

It  would  seem  as  though  enough  had  been  done  to  assume  from 
the  study  of  the  various  races  as  well  as  conditions  of  man  that  the 
shape  of  the  skull  and  the  different  environment  during  early  life 
had  but  little  or  nothing  to  do  with  the  arching  of  the  palate,  but  in 
general  all  observers  agree  with  Brackett,  who  concluded  from  his 
observations  of  the  Sandwich  Island  skulls  that  "while  the  heisfHt 


Fig.  1.     Showing  the  comparison  of  the  breadth  of  the  two  palates. 


of  the  palate  bears  no  absolute  relation  to  the  shape  of  the  face,  still 
a  long  narrow  face  with  high  narrow  anterior  nares  and  orbit  more 
often  exists  with  a  high  palate  than  a  low  one." 

My  attention  having  been  called  while  working  with  the  Sand- 
wich Island  skulls  to  a  collection  from  the  Flat-head  Indians,  who, 
it  will  be  remembered,  have  for  generations  deformed  the  heads  of 
their  children  by  a  binding  process  during  the  first  year  of  their  lives, 
it  seemed  to  me  that  if  any  disturbance  of  the  skull  could  influence 
the  shape  of  the  palate,  this  must.     H.  S.  Arnold*  undertook  a  series 

*  Arnold,  H.  S.,  Graduating  Thesis,  1903,  Med.  Dept.,  Vale. 
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of  measurements  on  a  large  number  of  these  skulls,  being  particu- 
larly careful  to  follow  the  methods  of  Alkan.  His  results  show 
that  we  have  a  much  broader,  flatter,  and  shorter  palate  than  in  any 
of  the  other  races  which  have  been  so  far  measured.  The  height- 
breadth  index  is  33.0,  while  the  length-breadth  index  is  73.2.  It 
will  be  remembered  that  the  average  for  European  races  was  52.6 
and  63.5,  making  evident  a  very  marked  difference.  Arnold  has 
photographed  an  average  Flat-head  with  an  average  Hawaiian  skull, 
and  Figure  I  shows  a  comparison  of  the  breadth  of  the  two  palates, 


Fig.  Showing  the  comparison  of  the  height  of  the  two  palates. 


and  Figure  H  of  the  height,  and  in  both  cases  the  difference  is  very 
apparent.  Here,  therefore,  we  have  the  apparent  absolute  contradic- 
tion of  what  has  gone  before,  and  is  therefore  an  extremely  interest- 
ing and  valuable  observation  and  may  be  accepted  as  a  proof  positive 
that  some  agencies  outside  of  the  merely  respiratory  or  nasal,  can 
change  the  shape  of  the  hard  palate.  A  comparison  of  the  skulls 
as  shown  in  the  photograph  shows  that  the  vertical  diameter  of  the 
nose  is  very  notably  shortened  in  the  case  of  the  Flat-head,  as  well  as 
broadened.     Attention  should  also  be  called  to  the  fact  that  while 
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the  vertical  diameter  of  the  nose  in  this  case  is  so  much  shorter,  the 
septum  is  as  straight  as  in  the  splendid  specimen  of  the  Hawaiian 
skull.  Is  not  this  an  apparent  contradiction  of  the  rule  which  we 
noticed  earlier  in  the  article  and  which  was  used  to  explain  why 
the  septum  bent  when  the  palate  arched  too  high  ?  If,  as  supposed, 
the  septum  always  grows  to  the  full  size  intended  as  normal  for  that 
individual  independent  of  what  is  transpiring  and  influencing  the 
neighboring  bones,  why  does  it  not  in  this  instance  of  the  Flat-head 
also  have  "to  stoop  to  conquer"  when  such  a  notable  shortening  of 
the  entire  nasal  cavity  takes  place.  Evidently  there  are  circum- 
stances when  even  the  stiff-necked  septum  becomes  convinced  of  the 
error  of  its  way  and  conforms  to  the  rules  governing  its  environ- 
ment. It  will  be  noticed  that  while  the  Hawaiian  skull  is  an  ex- 
tremely fine  and  well-developed  specimen  of  its  kind,  normal  appar- 
ently in  every  measurement,  it  is  much  narrower  than  is  the  skull  of 
the  Flat-head,  indicating  how  great  the  pressure  was  which  produced 
this  amount  of  deformity. 

Another  interesting  fact  is  that  the  adult  Flat-head  skulls  (under- 
standing under  the  term  "adult"  those  over  14  years  of  age)  show 
apparently  more  deformity  than  the  child  skulls,  showing  that  the 
nutritive  processes  have  been  so  altered  as  to  influence  those  changes 
which  take  place  and  are  so  apparent  in  the  skull  bones  near  the  time 
of  puberty.  As,  of  course,  this  may  be  considered  in  every  sense  of 
the  word  a  measurement  of  a  deformity,  it  does  not  materially  alter 
or  vitiate  any  of  the  statistics  that  have  been  given  before,  merely 
weakening  the  statement  that  there  is  absolutely  no  connection  be- 
tween the  shape  of  the  palate  and  the  shape  of  the  head. 

Alkan's  measurements  of  children,  however,  seem  to  contradict 
the  final  conclusions  as  given  by  Grosheintz  that  the  shape  of  the 
palate  was  not  materially  influenced  by  extra-uterine  conditions,  for 
by  actual  measurement  there  is  not  the  slightest  doubt  that  when 
adenoids  exist  in  the  naso-pharynx  of  children  they  can  and  do  alter 
the  shape  of  the  hard  palate.  They  may  not  always  do  it,  just  as 
there  may  be  also  high  arched  palates  which  have  absolutely  no  con- 
nection with  this  naso-pharyngeal  stoppage.  These  latter  two  ex- 
ceptions to  the  rule  are,  however,  not  numerous. 

Let  us  now  consider  for  a  moment  what  are  supposed  to  be  the 
influences  or  forces  which  are  operative  in  these  cases  of  nasal  stop- 
page and  disuse,  in  the  growing  child,  and  which  may  be  said  to 
bring  about  the  abnormal  arching  of  the  palate.  The  forces  are  nu- 
merous and  are  of  a  decidedly  complex  nature.  Many  of  the  most 
ingenious  explanations  have  been  offered  by  various  observers,  but  it 
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-will  be  safe  to  assume  that  only  certain  forces  are  really  potential 
and  that  no  one  single  suggested  explanation  quite  covers  all  the 
points  that  may  be  brought  up.  As  we  together  look  the  matter 
over  to-day  it  seems  to  me  that  one  point  of  view  should  ever  be  in 
juind  and  that  is  that  we  are  dealing  with  an  organ,  the  nose,  which 
is  either  imperfectly  functioning  or  is  non-operative,  and  consequent- 
ly the  observations  fall  under  the  rule  deduced  earlier  in  the  paper 
that  the  proper  physiological  activity  of  any  organ  or  part  is  neces- 
sary to  its  proper  and  perfected  growth.  A  nose,  therefore,  through 
which  during  the  growing  years  but  little  or  no  air  passes  and  a 
mouth  through  which  no  respiratory  air  is  supposed  to  habitually 
pass,  cannot  develop  along  the  normal  lines.  A  closed  nose  and  an 
open  mouth  are  the  reverse  of  the  natural  order.  Why  should  not 
all  the  developmental  processes  in  the  nose  be  retarded  and  all  the 
natural  forces  leading  to  growth  and  expansion  of  the  mouth  be  in- 
creased? If,  for  example,  the  nose  has  but  little  air  passing  through 
it,  the  call  of  blood  to  it  cannot  be  anywhere  nearly  as  great  as  when 
it  has  to  warm  and  moisten  a  normal  quantity  of  air.  If  this  is  the 
case  the  entire  process  of  growth  and  mucous  membrane  formation 
are  bound  to  be  influenced  by  the  decreased  blood  supply.  The 
converse  is  true  in  the  case  of  the  mouth. 

Now  what  arches  the  palate?  In  the  new  born  babe  the  hard 
palate  at  the  height  of  the  arch  is  considerably  above  the  level  of  the 
Eustachian  tube.  In  the  child  at  puberty  it  is  considerably  below 
the  Eustachian  tube.  Consequently  the  palate  has  grown  away  from 
the  base  of  the  skull.  What  has  accomplished  this?  It  has  been 
the  downward  growth  of  the  superior  maxillary  bone,  the  septum 
and  the  pterygoid  processes  of  the  sphenoid,  so  that  in  a  certain 
sense  of  the  word  the  palate  of  the  young  child  is  supposed  to  grow 
down  instead  of  up.  It  is  safe  to  assume,  therefore,  that  this  down- 
ward growth  is  an  extremely  important  process  in  our  present  con- 
sideration, and  it  may  be  looked  upon  as  a  part  of  the  normal  growth 
of  the  superior  maxillary  bone.  Suppose,  then,  that  anything  should 
happen  to  retard  the  downward  growth  of  the  superior  maxillary 
bone  or  lessen  its  increase  in  all  directions.  It  would  be  easy  to  con- 
ceive this  to  be  operative  under  the  general  law  that  the  nose  is  not 
functioning  and  hence  the  component  parts  are  not  subject  to  that 
subtle  powerful  influence  of  proper  growth  stimulated  by  proper 
function.  The  septum,  however,  is  also  supposed  to  grow  along  the 
•same  lines  and  pari  passu  with  the  superior  maxillary  bone.  If,  then, 
the  superior  maxillary  bone  did  not  grow  and  the  septum  did,  with 
•similar  conditions  influencing  both,  it  must  be  assumed  that  some- 
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thing  specifically  operated  to  retard  the  development  of  the  superior 
maxillary,  and  this  I  would  suggest  might  be  conceived  to  be  the 
fact,  that  inasmuch  as  air  is  not  streaming  back  and  forth  through 
the  nose,  in  fact  it  being  sometimes  impossible  for  the  little  patients 
to  blow  any  air  out  through  the  nose,  the  stoppage  from  the  adenoids- 
being  so  great,  how  could  the  air  within  the  maxillary  sinuses  be 
properly  changed  ?  Might  not  it  be  supposed  that  the  openings 
could  become  entirely  closed  by  pressure  from  deformed  septum,  or 
swelling,  or  otherwise,  and  without  the  proper  change  of  air  from 
the  cavity  of  the  maxillary  sinus  there  must  be  an  atrophy  of  it. 

Some  observer,  I  think  Ziem,  has  produced  some  of  these  changes 
by  the  blocking  up  of  the  nose  in  young  animals  for  a  long  period 
with  cotton,  the  alteration  produced  being  most  obvious  when  only 
one  nostril  was  blocked.  There  was  produced  a  large  arrest  of  de- 
velopment not  only  of  the  upper  jaw,  but  of  the  palate  bone,  and 
even  of  the  whole  side  of  the  face.  If,  therefore,  the  septum  grew 
faster  than  the  superior  maxillary  and  palate  bones  that  would  ac- 
count for  the  bends  in  the  septum  without  it  being  necessary  to- 
hung  in  the  arching  of  the  palate  as  a  necessary  feature.  ^  Another 
point  is  that  septa  are  rarely  bent  behind.  This  is  readily  to  be  ac- 
counted for  by  the  fact  that  the  pterygoid  processes  against  which 
the  posterior  part  of  the  superior  maxillary  and  palate  are  securely 
articulated  grow  to  their  full  stature  irrespective  of  nasal  conditions, 
consequently  the  palate  behind  is  carried  down  and  the  septum  has 
plenty  of  room  to  develop  downward  in  a  straight  line.  If  this  ex- 
planation be  true  it  would  transpire  that  the  highest  point  of  the 
palate  would  be  often  in  front,  which  observation,  you  will  all  con- 
cur, you  have  often  made. 

Now  we  are  bound  to  consider  the  fact  that  the  child  who  goes 
around  with  his  mouth  open  tends  to  have  the  muscular  force,  the 
weight  of  the  jaw,  the  lack  of  the  restraining  influence  of  the  upper 
lip,  and  the  streaming  of  the  air  through  the  mouth  which  adds  to 
the  buccal  tension  and  removes  the  tongue  away  from  exercising  any 
influence  upon  the  upper  jaw,  all  tending  in  the  one  direction  of 
drawing  down  the  outer  side  of  the  superior  maxillary  bone,  thus 
pressing  together  or  approximating  the  alveolar  processes  of  the  two- 
sides,  and  as  this  takes  place  in  an  elastic  bone  buttressed  behind 
against  the  pterygoid  processes  of  the  sphenoid  but  one  result  could 
follow,  namely,  that  the  arch  of  the  palate  would  become  narrower. 
As  the  palate  bone  and  palatal  process  of  the  superior  maxillary  are- 
bound  to  follow  the  same  law  as  we  consider  holds  true  in  the  sep- 
tum they  must  grow  to  a  certain  width,  and  must  necessarily  bendl 
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upward  in  order  to  come  between  the  narrowed  arch.  Now  the 
lower  jaw  when  closed  requires  very  little  or  no  muscle  force  to 
keep  it  in  place.  When,  however,  the  mouth  is  open  the  strain  and 
weight  falls  largely  upon  the  muscles  of  the  cheek  whjen  the  process 
of  mastication  is  not  operative,  and  consequently  there  is  a  steady, 
never-ending  tension  upon  the  buccal  muscles  and  a  dragging  down- 
ward by  this  weight.  It  seems  to  me  that  these  features  are  suf- 
ficiently powerful  to  produce  the  results  that  we  observe.  It  is  sure- 
ly to  be  assumed  that  from  the  time  the  child  begins  to  open  its 
mouth  in  this  way  and  have  the  pressure  and  weight  brought  upon 
the  superior  maxillary  bone,  even  if  it  did  not  make  it  actually  grow 
narrower  it  must  exercise  a  restraining  influence  toward  the  actual 
and  normal  broadening  out. 

Then  we  have  to  consider  that  when  the  mouth  is  open  the  upper 
lip  is  drawn  upward  and  above  the  alveolar  processes  so  that  if  we 
took  the  resultant  of  these  forces  and  calculated  what  would  be  the 
result  upon  a  soft  bony  structure  which  was  subject  to  just  the  forces 
that  we  are  here  considering,  we  would  reason  that  not  only  could 
the  palate  not  grow  to  its  full  breadth,  but  it  would  also  have  to 
grow  in  some  other  direction  in  order  to  satisfy  the  tendency  to 
growth  inherent  within  itself.  As  by  this  assumption  it  has  only 
two  possible  ways  of  growing,  it  must  either  grow  long  or  grow 
high.  It  is  restrained  from  growing  broad.  The  lengthening  pro- 
cess first  takes  place  in  front  rather  than  behind  because  the  upper 
lip  is  not  operative  to  restrain  the  projection  forward,  and  the  ptery- 
goid processes  which  are  behind  prevent  growth  backward.  We 
liave  therefore  here  the  explanation  of  the  projecting  incisor  teeth 
and  of  the  arching  of  the  palate  under  the  same  heading.  The  ex- 
treme effects  of  this  deformity  would  be  those  cases  of  projecting 
teeth  and  V-shaped  arch  of  plate  which  we  have  all  seen. 

In  stating  some  of  these  facts  before  the  New  Haven  Dental  Asso- 
ciation there  came  out  during  the  discussion  the  expression  of  a  very 
great  belief  among  them  that  the  shape  of  the  adult  palate  as  well 
as  the  alignment  of  the  second  teeth  was  dependent  upon  the  preser- 
vation of  the  deciduous  or  milk  teeth  and  in  general  upon  the  care 
of  the  teeth  of  the  young  child.  This  was  to  me  a  somewhat  novel 
view,  and  is  not  often  stated  in  purely  medical  works. 

We  had  been  accustomed  to  view  the  disturbed  eruption  of  the 
second  teeth  as  due  to  the  fact  that  the  palate  was  narrower  and  there 
was  not  space  enough  for  the  teeth  to  come  out  in  line  and  conse- 
■quently  there  were  crooked,  twisted  and  deformed  teeth.  The  pres- 
ent idea  carries  this  point  further  and  says  that  the  circumference 
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of  the  horizontal  arch  and  the  perfect  anterior  curve  are  influenced 
by  the  retention  of  the  first  teeth  as  long  as  possible.  When,  for  ex- 
ample, the  first  teeth  are  early  lost,  the  six-year  molars  which  are 
permanent  teeth  being  unrestrained  by  a  row  of  teeth  between  and 
in  front  of  them  tend  to  crowd  forward  and  thus  lessen  the  space  in 
which  a  greater  number  of  -larger  teeth  are  to  arrange  themselves  as 
the  second  dentition  takes  place.  Furthermore,  the  removal  of  the 
teeth  retards  the  alveolar  process  in  its  growth,  and  it  might  even 
suffer  some  resorption  as  we  are  familiar  in  the  case  in  old  people. 
And  thus  at  the  very  time  when  the  bones  need  to  be  most  carefully 
nourished  in  order  to  develop  out  the  full  round,  anterior  curve  of 
the  alveolar  process,  at  this  very  time,  it  suffers  retarding  influences. 
It  is  easy  to  concieve  that  removing  the  deciduous  teeth  might  not 
only  make  the  alveolar  process  thinner,  but  the  whole  bone  might 
have  its  nutrition  so  interfered  with  as  to  be  softer  and  less  resilient. 
Now  suppose  this  condition  exists  where  there  is  nasal  stoppage,, 
and  it  is  easy  to  see  that  the  forces  which  usually  act  to  narrow  and 
arch  the  palate  will  have  aid  and  abettance  in  this  weakened  condi- 
tion of  the  horizontal  buttresses.  It  is  not  diflicult  to  conceive  that 
not  only  will  the  horizontal  curve  suffer  by  the  moving  forward  of 
the  six-year  molars  and  the  pressure  in  from  the  sides,  but  that  as 
the  incisor  teeth  project  forward  by  the  growth  of  the  intermaxillary 
bone  there  will  be  also  a  motion  toward  each  other  of  the  sides  of 
this  horizontal  arch  whose  keystone,  the  unrestrained  intermaxillary 
bone,  has  been  thrown  out  of  its  proper  line  of  support.  We  have 
before  mentioned  how  the  palate  behind  cannot  give  way,  as  the 
pterygoid  processes  are  so  solid  and  firm,  so  that  the  effect  of  this 
must  be  instead  of  having  the  palate  develop  round  and  U-shaped  in 
the  horizontal  direction,  it  must  be  more  or  less  V-shaped  with  the 
apex  ending  in  the  incisor  teeth,  sometimes  twisting  the  latter  so  that 
their  posterior  surfaces  look  toward  one  another.  If  this  change 
takes  place  in  the  horizontal  curve  from  the  U-  to  the  V-shape,  some 
alteration  is  bound  to  take  place  in  the  vertical  direction  in  the  arch 
of  the  palate  proper.  Now,  to  further  substantiate  this,  we  are  as- 
sured by  our  friends,  the  dentists,  that  an  analogous  process  takes 
place  in  the  lower  jaw  where  there  is  nothing  in  the  surroundings 
to  influence  the  altered  growth  of  the  bone  as  is  the  case  in  the  upper 
jaw.  Furthermore,  when  the  individual  in  question  grows  older  if 
the  upper  jaw  grows  narrower  and  smaller  than  the  lower,  the  latter 
may  bite  outside  rather  than  inside  of  the  upper,  and  constant 
pressure  of  this  prognathism  in  chewing  tends  to  still  further  limit 
the  spread  and  growth  of  the  palate  arch. 
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Of  all  the  arguments  presented  by  the  dentists,  the  strongest  evi- 
dence is  that  which  appears  when  we  consider  the  trifling  force  they 
are  constantly  using  in  the  shape  of  a  spring  of  piano  wire  and  rub- 
ber bands  to  spread  the  abnormally  contracted  jaw  in  order  to  give 
space  for  replacing  the  teeth  that  are  out  of  line.  If  with  these  com- 
paratively insignificant  forces  in  the  period  of  from  six  months  to  a 
year  they  are  able  to  produce  space  which  did  not  exist  and  to 
straighten  out  deformities  that  were  so  much  in  evidence,  then  there 
is  hereby  given  to  the  explanation  previously  offered  a  greater  show 
of  probability,  because  if  a  slight  force  in  one  direction  corrects  it  is 
reasonable  to  suppose  that  in  the  reverse  direction  deformities  are 
produced  by  forces  so  slight  and  subtle  as  would  otherwise  be  scarce- 
ly thought  potential  or  harm-producing.  And  it  is  only  by  continu- 
ous and  combined  action  of  these  various  factors  that  gross  changes 
are  produced.  From  the  present  study  we  may  conclude  that  it  has 
been  demonstrated: 

First,  that  it  is  possible  by  deforming  processes  which  artificially 
alter  the  shape  of  the  skull  to  produce  a  change  in  form  and  shape  of 
the  hard  palate. 

Second,  that  under  these  above  mentioned  conditions  the  septum 
seems  to  conform  itself  to  the  altered  development  of  the  rest  of  the 
face,  rather  contrary  to  our  previous  ideas  regarding  the  habits  of 
this  structure. 

Third,  that  if  from  arrested  or  retarded  development  of  the  super- 
ior maxilla  the  palate  fails  to  descend  to  its  proper  level,  a  bent  sep- 
tum is  as  liable  to  be  produced  as  when  the  palate  is  arched  too 
greatly  by  an  unnatural  narrowing  process.  Hence  a  palate  of  per- 
fectly normal  height  as  compared  to  breadth  may  produce  a  bend  in 
the  septum. 

Fourth,  that  in  considering  the  various  causes  which  produce  the 
abnormalities  of  the  palate,  we  must  lay  more  stress  upon  the  lack 
of  proper  aeration  of  the  maxillary  sinuses  retarding  their  develop- 
ment and  hence  that  of  the  whole  superior  maxilla. 

Fifth,  the  conservation  and  general  care  of  the  deciduous  teeth 
help  to  produce  a  normal  horizontal  curve  in  the  hard  palate  and 
lessen  the  tendency  to  narrowing. 


768 


swain:  the  arch  of  the  palate. 


A  TABLE  OF  MEASUREMENTS  OF  THE  PALATES  FROM  33  SKULLS  OF  THE 
FLAT-HEAD  INDIANS  BY  H.  S.  ARNOLD. 
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DISCUSSION. 

Dr.  D.  Bryson  Delavan  referred  to  the  work  of  the  late  Dr. 
Harrison  Allen  who  had  undoubtedly  devoted  more  time  and  atten- 
tion to  this  subject  than  anyone  else.  He  regarded  Dr.  Swain's  pa- 
per as  an  admirable  contribution  to  it.  He  has  seemed  to  establish 
satisfactorily  very  many  points  which  had  been  previously  advanced 
but  not  proved ;  he  had  also  brought  up  several  points  of  very  great 
importance,  among  them  the  proper  alignment  of  the  teeth  and  care 
of  the  first  teeth.     This  fact  had  not  been  sufficiently  emphasized. 


swain:   the  arch  of  the  palate. 


769 


It  was  of  interest  to  note  how  as  case  after  case  was  reported,  we 
were  finally  brought  back  to  a  very  old  idea,  namely,  the  effect  on 
the  palate  of  obstructed  nasal  respiration.  In  the  ideas  advanced  by 
Dr.  Swain  we  seem  to  have  a  fair  explanation  of  the  facts  as  we  find 
them.  Now  the  aim  should  be  to  pay  more  attention  to  the  young 
child  and  to  the  early  recognition  of  the  various  factors  affecting 
palatal  formation. 

Dr.  Gleitsmann  found  in  the  views  expressed  by  Dr.  Swain  a 
corroboration  of  the  views  advanced  by  himself  in  a  paper  read  be- 
for  the  Academy  of  Medicine,  New  York  City,  in  1895,  entitled  "In- 
fluence of  Adenoid  Vegetations  on  the  Growth  of  the  Upper  Maxilla 
in  Young  Children."  In  that  paper  he  drew  attention  to  the  effect 
of  nasal  obstruction,  adenoids  and  the  obstruction  of  the  choanse. 
His  views  had  met  with  opposition  but  he  felt  convinced  he  was 
right  and  Dr.  Swain  had  corroborated  the  opinions  before  expressed 
by  him.  Others  had  denied  the  influence  of  anterior  and  posterior 
nasal  obstruction  on  palate  formation. 

Dr.  J.  Price-Brown  stated  that  three  or  four  years  ago  he  ex- 
amined the  Indian  skulls  in  the  Archeological  Museum  of  Toronto. 
There  were  about  two  hundred  in  all,  but  only  half  that  number 
were  sufficiently  well  preserved  to  found  any  pathological  data  upon. 
In  about  fifty  per  cent  of  these  the  septum  and  hard  palate  forma- 
tion was  normal.  Among  them  were  a  few  skulls  of  Flat-head 
Indians  and  Mound  Builders ;  and  in  these  also  the  proportion  was 
about  the  same. 

Dr.  Emil  Mayer  thought  that  the  weight  of  the  lower  end  of  the 
superior  maxillary  bone  was  one  factor  in  palate  deformity.  Re- 
garding the  influence  of  the  deciduous  teeth  as  a  factor  in  addition 
to  those  previously  named,  while  he  believed  it  might  be  possible,  yet 
at  the  same  time  it  was  a  question  for  further  consideration  and 
determination. 

Dr.  G.  H.  Makuen  called  attention  to  the  fact  that  probably  sev- 
enty per  cent  of  all  people  were  more  or  less  addicted  to  mouth 
breathing.  In  many  instances  not  calling  for  operative  procedure 
he  had  tried  the  practice,  with  success,  of  placing  a  strip  of  silk  isin- 
glass court  plaster  over  the  mouth.  The  strip  would  be  about  an 
inch  wide.  It  is  well  borne  and  acts  as  a  reminder  to  the  patient. 
Mouth  breathing  occurs  in  many  instances  in  which  it  is  really  un- 
necessary and  is  only  the  sequel  of  a  habit  formed  in  childhood  and 
adolescence.  If  attention  is  called  to  this  habit,  as  happens  with  the 
court  plaster,  it  may  be  corrected. 
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Dr.  W.  K.  Simpson  desired  to  ask  Dr.  Swain  as  to  the  relative 
effects  of  nursing,  both  breast  and  bottle,  in  the  formation  of  the 
arch  of  the  palate,  as  it  undoubtedly  had  some  influence.  Nearly 
all  people  were  mouth-breathers  under  circumstances  requiring  extra 
exertion,  thus,  the  runner  is  always  more  or  less  of  a  mouth-breather. 
He  regarded  mouth  breathing  at  night  as  often  a  matter  of  the  posi- 
tion of  the  child.  Children  would  breathe  through  the  mouth  when 
lying  on  the  back,  but  if  they  were  turned  on  the  side  the  mouth 
breathing  would  often  cease. 

Dr.  G.  a.  Leland  called  attention  to  the  pushing  up  as  it  were 
of  the  palatal  arch  in  which  process  the  negative  air  pressure  in  the 
nose  and  the  positive  in  the  mouth  perhaps  may  be  important  factors 
which  of  course  would  but  add  to  the  influence  of  the  improper  de- 
velopment of  the  hard  palate.  This  latter  having  an  inherent  power 
of  growth  had  to  bend  upward  because  of  the  failure  to  spread  of  the 
alveolar  processes,  they  being  held  inward  by  constant  pressure  of 
the  cheeks  in  mouth  breathers.  The  arch  therefore  assuming  more 
or  less  the  gothic  form,  shortened  the  space  between  the  intermaxil- 
lary ridge  and  the  top  of  the  nose,  i.  e.,  the  vertical  space  taken  from 
the  nose  is  added  to  the  mouth.  Now  the  dentist  in  his  processes  of 
orthodontia  by  means  of  a  wire  spring  fastened  to  the  teeth  either  in- 
side to  push,  or  outside  to  pull  on  these  alveolar  processes,  sought  to 
quickly  overcome  the  results  of  this  retarded  development  by  broad- 
ening the  arch,  which  in  the  nature  of  things  ought  to  increase  the 
space  in  the  nose  by  diminishing  the  sharpness  of  the  arch.  This 
resulted  in  giving  more  space  for  the  septum,  and  it  might  be  found 
that  certain  forms  of  deflection  of  the  septum,  especially  those  not 
evidently  traumatic,  may  by  thus  reversing  their  etiological  process, 
be  corrected  without  resort  to  radical  intranasal  operation.  He  was 
free  to  say  that  these  ideas  came  to  him  in  conversation  with  a  gen- 
eral practitioner  and  that  he  was  watching  the  process  in  the  daugh- 
ter of  a  brother  physician. 

It  went  without  saying  that  if  success  could  attend  such  a  proce- 
dure, the  younger  the  subject  the  better,  though  the  marvelous 
changes  produced  in  the  upper  jaws  by  some  dentists,  even  in  pa- 
tients of  middle  life,  would  seem  to  promise  that  under  35  years  or 
perhaps  40,  much  might  be  accomplished. 

Dr.  Gordon  King  called  attention  to  the  racial  characteristics  of 
the  negro  as  of  interest  in  the  present  discussion.  The  negro  has  a 
broad  palate ;  it  is  rare  to  see  in  that  race  any  marked  palatal  de- 
formity from  adenoids.     Septal  deviation  in  the  child  is  rare  as  com- 
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pared  with  the  white  child.  The  negro  palate  is  larger  and  wider, 
as  is  also  the  nose,  in  comparison  with  the  white  race,  so  that  even 
voluminous  adenoid  masses  do  not  cause  the  same  obstruction. 

Dr.  R.  C.  Myles  would  like  to  ask  Dr.  Swain  if  he  had  any  sta- 
tistics of  the  septal  deviations  at  birth,  in  other  words,  was  septal 
deformity  a  condition  beginning  in  utero? 

Dr.  Swain  in  closing  the  discussion  remarked  that  no  accurate 
series  of  comparisons  had  ever  been  made  as  to  the  effect  of  either 
the  natural  or  artificial  nipple  in  nursing.  Statements  on  this  point 
were  merely  the  result  of  casual  observation.  The  skulls  of  the 
Sandwich  Islanders,  a  race  that  used  neither  spoons  or  artificial  nip- 
ples, did  not  vary  from  normal  Anglo-Saxon  measurements.  He 
should  think  that  constant  suction  of  empty  nipples  as  some  mothers 
allowed  would  have  a  certain  downward  effect  on  the  side  walls  of 
the  face,  but  it  must  be  remembered  that  the  empty  nipples  did  not 
allow  the  passage  of  any  air  and  that  while  they  were  in  use,  the  little 
people  usually  breathe  through  the  nose. 

In  reply  to  Dr.  Leland  he  would  state  that  the  question  of  straight- 
ening out  the  septum  by  palatal  changes  was  still  under  discussion. 
Dentists  were  keeping  casts  of  their  patients  made  at  different  times. 
There  is  no  doubt  but  that  under  proper  mechanical  treatment  the 
palate  may  be  greatly  widened  out,  but  the  condition  of  the  septum 
in  these  cases  of  palatal  improvement  has  not  been  noticed. 

Concerning  Dr.  King's  observations,  it  was  well  known  that  the 
deciduous  teeth  in  the  negro  lasted  better  than  in  white  people  and 
this  might  have  some  effect  on  the  palatal  development. 

As  to  Dr.  Myles'  question  concerning  intrauterine  changes,  it 
must  be  stated  that  in  some  patients  there  seems  an  inherent  ten- 
dency to  palate  malformation.  This  does  not  explain  matters  but 
merely  states  a  fact. 


CICATRICIAL   DEFORMITIES   IN  THE  RESPIRATORY  TRACT 

DUE   TO  CAUSES  OTHER  THAN  SYPHILIS  AND 

TRAUMATISM.* 

BY    G.   HUDSON    MAKUEN,   M.D.,  PHILADELPHIA. 

Cicatricial  deformities  in  the  respiratory  tract  are  by  no  means 
uncommon  if  we  include  those  arising  from  syphilis  and  traumatism. 
Indeed  so  often  do  we  find  these  deformities  iollowing  syphilitic  ul- 
ceration that  we  have  come  to  regard  nearly  all  of  them  as  sequelae 
of  this  disease.  Traumatism  is  also  a  common  factor  in  their  causa- 
tion, especially  in  the  nostrils,  larynx  and  trachea.  One  case  has 
been  reported  to  me  also  of  considerable  deformity  of  the  fauces  and 
pharynx  due  to  the  use  of  the  electro-cautery  snare. 

By  traumatism  of  course  we  mean  any  injury  done  to  the  mucous 
membrane  and  underlying  structures  by  external  violence.  This 
would  include  operations  by  means  of  cutting  or  sawing  instruments, 
the  electric  or  chemic  cautery,  the  cold  or  electro-cautery  wire,  intu- 
bation and  tracheotomy  tubes.  'Congenital  deformities  also  occur, 
but  they  can  scarcely  be  regarded  as  cicatricial  in  their  nature. 

The  comparative  rarity  of  cicatricial  deformities  due  to  causes 
other  than  syphilis  and  traumatism  and  suggested  by  a  case  in  point, 
which  I  shall  presently  describe,  has  led  me  to  make  some  investiga- 
tions as  to  their  frequency,  the  result  of  which  will  be  herewith  em- 
bodied. 

The  case  above  referred  to  is  that  of  Miss  M.  M.,  aged  28  years, 
who  first  consulted  me  in  October,  1901.  She  complained  of  sore 
throat,  cough  and  choking  sensations.  At  five  years  of  age  she  had 
diphtheria,  followed  by  a  severe  attack  of  scarlet  fever.  The  only 
apparent  sequela  of  these  diseases  was  a  unilateral  otitis  media  pur- 
ulata  which,  however,  speedily  healed,  and  gave  no  further  trouble, 
until  five  years  ago,  when  she  had  an  attack  of  la  grippe.  This  was 
attended  by  an  acute  abscess  in  the  same  ear,  and  there  has  been  an 
intermittent  discharge  ever  since.  There  is  a  large  perforation  of 
the  posterior  quadrant  of  the  membrana  tympani.  The  patient  has 
been  but  little  annoyed  by  the  ear  disease,  and  she  has  been  able  to 
keep  it  in  check  by  the  use  of  an  antiseptic  lotion  applied  with  a 
match  stick  armed  with  cotton. 

The  pharyngeal  condition,  however,  following  scarlet  fever  and 
diphtheria,  although  overlooked  at  the  beginning,  has  gradually  come 

*  Presented  at  the  Twenty- fifth  Annual  Congress  of  the  American  Laryngological  Association,  held  at 
Washington,  D.  C,  May  12th,  1903. 

772 


r 


makuen:   deformities  in  the  respiratory  tract.       773 

to  be  a  source  of  much  discomfort.  There  is  always  a  sensation  of 
dryness  with  occasional  spells  of  coughing  and  choking,  and  every 
few  days  there  is  an  acute  sore  throat. 

The  pharynx  becomes  very  dry,  especially  at  night,  and  she  has 
a  cough  with  slight  expectoration  in  the  morning. 

Upon  examination  of  the  pharynx  we  find  the  marks  of  extensive 
ulceration.  A  careful  inquiry  has  failed  to  elicit  any  history  of 
syphilitic  infection,  either  inherited  or  acquired,  and  inasmuch  as  the 
attack  of  diphtheria  and  scarlet  fever  was  a  severe  one,  attended  by 
unusually  pronounced  pharyngeal  symptoms,  we  must  conclude  that 
the  condition  is  the  result  of  this  infection. 

The  posterior  oro-pharyngeal  wall  shows  a  considerable  loss  of 
tissue,  with  web-shaped  cicatricial  contractions,  and  adhesions  be- 
tween it  and  the  posterior  pillars  of  the  palate.  The  cicatrix  ex- 
tends downward  nearly  to  the  entrance  to  the  oesophagus.  Although 
the  movements  of  the  soft  palate  are  not  so  limited  as  we  often  find 
them,  and  the  opening  leading  into  the  naso-pharynx  not  so  small, 
yet  they  are  sufficiently  so,  to  cause  considerable  annoyance.  I  am 
now  unaerxaking  to  divide  the  adhesions  between  the  posterior  pil- 
lars of  the  palate  and  the  pharyngeal  wall  by  a  method  that  is  not 
altogether  new  in  its  application  to  this  region,  and  it  has  also  been 
employed  in  operations  for  the  relief  of  cicatricial  contractions  in  the 
nostrils.  It  consists  in  passing  a  thread  through  the  pillar  at  its 
outermost  point  of  contact  with  the  pharyngeal  wall  and  leaving  it 
there  until  the  borders  of  the  w^ound  have  healed.  It  is  similar  to 
the  operation  for  piercing  the  lobes  of  the  ears  for  rings.  When  the 
borders  have  healed  the  thread  will  be  removed,  and  the  adhesion 
divided  with  a  bistoury  throughout  its  entire  length.  By  this  method 
it  is  hoped  that  further  contractions  and  the  adhesions  which  usually 
follow  operations  for  this  condition  may  be  avoided. 

I  suppose  I  have  seen  my  share  of  cicatricial  deformities  in  various 
parts  of  the  respiratory  tract,  but  my  only  other  marked  case  of 
pharyngeal  deformity,  and  all  the  cases  I  have  seen  in  other  regions, 
were  due  to  either  syphilis  or  traumatism,  and  in  my  desire  to  have 
the  experience  of  others  in  this  matter  I  issued  about  three  hundred 
letters  to  as  many  laryngologists  in  the  United  States  and  Canada 
asking  for  case  records.     The  letters  read  as  follows : 

Dear  Doctor :  Will  you  kindly  tell  me  how  many  cases  you  have 
seen  of  acquired  cicatricial  deformities  in  the  respiratory  tract,  due 
to  causes  other  than  syphilis  and  traumatism,  and  exclusive  also  of 
tonsillar  adhesions?  Please  give  number  in,  ist,  the  nostrils;  2d, 
the  pharynx ;   3d,  the  larynx,  and  4th,  the  trachea. 
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The  reports  were  interesting  and  instructive,  some  of  them  giving 
details  of  special  cases,  and  operative  measures  for  their  relief,  but 
owing  to  the  nature  of  the  case  the  answers  to  my  questions  were 
only  approximately  correct,  because  some  of  the  men  gave  the  num- 
ber under  each  heading  from  memory  only.  This  is  as  I  anticipated, 
because  the  rarity  of  the  condition  makes  it  unlikely  that  all  cases 
would  be  classified  under  that  heading,  and  the  difficulties  of  going 
over,  in  some  instances,  thousands  of  records  would  be  almost  unsur- 
mountable.  On  the  other  hand  the  very  rarity  of  the  condition  has 
doubtless  served  to  impress  upon  the  memory,  of  observers  the  cases 
that  have  been  seen,  and,  therefore,  the  reports  may  be  regarded  as 
being  at  least  approximately  accurate. 

;  NOSTRILS. 

In  the  nostrils  diphtheria  claims  27  cases,  scarlatina  14,  membran- 
ous rhinitis  10,  catarrhal  erosion  9,  tuberculosis  3,  smallpox  3,  scler- 
oma septal  abscess  2,  measles  and  typhoid  fever  2  each,  lupus,  ery- 
sipelas and  pemphigus  i  each,  and  no  cause  could  be  determined  in 
271  cases. 

pharynx. 

In  the  pharynx  diphtheria  claims  41  cases,  scarlatina  21,  diph- 
theria and  scarlatina  combined  6,  lupus  10,  tuberculosis  3,  and  no 
cause  was  discovered  in  6  cases. 

LARYNX. 

In  the  larynx  typhoid  fever  claims  4  cases,  diphtheria  3,  lupus  2, 
scarlatina,  measles  and  tuberculosis  i  each,  and  no  cause  was  dis- 
covered in  2  cases. 

TRACHEA. 

In  trachea,  influenza  was  the  cause  of  i  case. 

In  the  nostrils  there  were  347  cases,  pharynx  87,  larynx  14,  and 
trachea  i.     Total  449. 

Thus  we  find  that  300  observers  have  seen  449  cases  of  cicatricial 
deformities  'in  the  respiratory  tract  that  appear  not  to  be  due  to 
syphilis  or  traumatism,  and  that  16  per  cent  of  these  were  caused  by 
diphtheria,  8  per  cent  by  scarlatina,  3  per  cent  by  lupus,  1.6  per  cent 
by  tuberculosis,  1.5  per  cent  by  scarlet  fever  and  diphtheria  com- 
bined, I.I  per  cent  by  typhoid  fever,  and  0.5  per  cent  by  measles. 
Other  causes  given  in  the  nostrils  are  membranous  rhinitis,  catarrhal 
erosion,  smallpox,  scleroma,  septal  abscess,  erysipelas  and  pemphigus. 

This  report  would  seem  to  emphasize  the  importance  of  giving 
more  careful  attention  to  the  nose  and  throat  in  the  treatment  of  the 
above-mentioned  diseases. 
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Discussion. 

Dr.  J.  W.  Farlovv  had  received  one  of  Dr.  Makuen's  circulars, 
but  was  at  a  loss  to  know  how  to  reply  to  it.  In  thinking  over  the 
cases  he  had  seen,  he  had  always,  in  the  absence  of  definite  informa- 
tion, regarded  the  deformity  as  of  specific  origin.  He  had  seen  sev- 
eral cases  of  pharyngeal  deformity  referred  to  diphtheria  in  which 
there  was  an  adhesion  between  the  posterior  pillar  of  the  fauces  and 
the  wall  of  the  pharynx.  In  these  cases  there  had  often  been  a  his- 
tory of  a  very  mild  diphtheria,  but  in  his  own  personal  experience 
adhesions  had  never  resulted  from  diphtheria,  so  that  the  question 
would  arise,  were  such  cases  really  the  result  of  this  disease. 

In  replying  to  Dr.  IMakuen's  circular  he  would  be  obliged  to  say 
that,  in  his  experience,  all  deformities  were  referable  either  to  causes 
not  known,  or  to  specific  disease. 

He  had  seen  one  case  of  medico-legal  importance  in  which  ad- 
hesions were  said  to  have  been  the  result  of  trauma,  the  patient  deny- 
ing syphilitic  infection.  There  was  no  definite  history  of  trauma, 
and  he  himself  gave  the  opinion  that  the  deformity  was  of  specific 
origin.  Others  had  expressed  different  opinions  in  the  case,  hence 
the  replies  to  Dr.  Makuen's  circulars  raised  a  doubt  as  to  the  re- 
liability of  his  statistics,  though  the  writers,  of  course,  were  hon- 
est in  the  expression  of  their  opinion. 

Dr.  Emil  Mayer  called  attention  to  the  fact  that  Dr.  Makuen  had 
limited  his  statistics  to  replies  of  American  laryngologists.  It  was  a 
remarkable  fact  that  very  few  cases  of  post-typhoid  laryngeal  steno- 
sis had  been  reported  by  American  observers,  and  a  still  more  re- 
markable fact  that  in  a  very  extensive  literature  on  the  subject  of 
stenosis  after  typhoid,  in  Landgraf's  article  in  Heymann's  Hand- 
book, no  attention  whatever  to  some  very  excellent  work  done  by  our 
American  associates  seems  to  have  been  given. 

Dr.  Farlow  believed  that  the  statements  of  patients  were  often  un- 
reliable on  this  point,  as  while  they  may  have  been  honestly  made, 
the  patients  may  be  suffering  from  syphilis  transmitted  through  the 
second  or  third  generation. 

Dr.  W.  K.  Simpson  said  that  as  concerning  the  pharynx  and  the 
larynx,  the  only  cases  of  permanent  cicatricial  deformity  he  had  ever 
seen  were  due  either  to  syphilis  or  trauma.  As  to  the  diagnosis  of 
diphtheria  causing  this  condition,  one  must  see  the  case  at  the  time 
of  the  diphtheria  in  order  to  determine  its  causative  effect.  He  had 
never  himself  seen  post-diphtheritic  cicatrization ;  all  the  cases  he 
had  examined,  some  of  which  were  called  diphtheritic,  had,  in  his 
judgment,  been  specific,  and  unless  the  diphtheria  was  very  malignant 
he  did  not  see  how  it  could  cause  any  marked  cicatrization. 
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Dr.  C.  F.  Theisen  had  seen  one  case  of  post-typhoid  laryngeal 
stenosis  calling  for  low  tracheotomy.  Patient  was  a  man,  40  years, 
and  dyspnoea  was  present  during  and  after  the  febrile  course.  Later 
there  was  a  partial  loss  of  the  arytenoid  cartilage  and  an  entire  loss 
of  the  cricoid.  The  larynx  was  filled  with  a  mass  of  cicatricial  tissue. 
He  was  unable  to  pass  an  intubation  tube  or  a  probe  through  the 
laryngeal  chink,  even  though  the  probe  was  inserted  through  the 
tracheal  wound. 

In  a  second  case  of  laryngeal  stenosis  following  influenza,  an  im- 
mediate tracheotomy  had  been  necessary.  Later  six  to  eight  ounces 
of  putrid  pus  were  evacuated  from  the  trachea  and  there  was  at  that 
time  a  cicatricial  deformity  in  the  trachea.  Patient  died  subsequently 
of  a  pneumonia. 

Dr.  J.  Price  Brown  had  seen  one  case  of  laryngeal  stricture  due 
to  tuberculosis.  Tracheotomy  had  been  done  in  this  case  six  months 
ago.  The  epiglottis  was  infiltrated  unilaterally,  so  that  the  left  side 
was  considerably  the  larger.  The  infiltrated  mass  after  the  trach- 
eotomy had  been  gradually  absorbed,  so  that  the  epiglottis  had  been 
shortened  and  drawn  downward  and  backward.  As  a  result  of  this, 
the  larynx  could  not  be  seen.  The  patient  was  still  wearing  his 
tracheal  tube,  but  was  much  improved  in  health. 

Dr.  Makuen  in  closing  the  discussion  stated  that  he  was  well 
aware  of  the  difficulties  of  collecting  statistics  in  this  line  and  realized 
how  difficult  it  was  to  be  absolutely  certain  of  the  diagnosis ;  never- 
theless the  fact  that  three  hundred  different  men  had  reported  four 
hundred  and  forty-nine  cases  of  cicatricial  deformities  in  which  no 
history  of  syphilis  or  traumatism  could  be  obtained,  gave  to  his  sta- 
tistics, he  believed,  considerable  value.  Prof.  Jacob  Bartolf  of  Basle 
had  reported  sixty-nine  cases  of  cicatricial  deformity  in  the  lower 
portion  of  the  pharynx,  and  in  only  three  of  them  could  syphilis  be 
excluded. 


SUBQLATTIC  TUMORS  OF  THE  LARYNX. 

BY    RICHARD   H.    JOHNSTON,    M.D.,   BALTIMORE. 
,        Assistant  Surgeon  and  Pathologist  to  the  Presbyterian  Eye,  Ear  and  Throat  Charity  Hospital. 

In  Archivii  Italiano  di  Laringologia  for  July,  1902,  an  article  en- 
titled "Histological  Researches  on  the  Structure  of  the  Subglottic 
Space  in  Regard  to  the  Point  of  Election  of  Subglottic  Tumors," 
appeared.  The  writer  was  led  to  make  his  investigations  because  he 
had  noticed  that  subglottic  tumors  are  rare  and  that  in  the  great 
majority  of  cases  they  are  situated  in  the  anterior  part  of  the  organ. 
Believing  that  there  must  be  some  cause  for  this  (anatomical  or 
otherwise),  he  began  his  experiments,  using  both  human  and  animal 
larynges.  Human  larynges  from  three  months  of  intrauterine  life 
to  eighty  years  of  age  were  histologically  examined,  vertical  and 
horizontal  sections  being  made.  From  the  results  obtained  certain 
deductions  were  drawn,  which,  whether  correct  or  not,  reflect  great 
credit  on  the  investigator  for  his  careful  and  painstaking  work.  The 
site  of  election  of  subglottic  tumors  is  in  the  anterior  part  of  the 
larynx  between  the  vocal  cords  and  the  lower  border  of  the  cricoid 
cartilage.  In  the  examination  of  fifty  human  larynges,  the  writer 
of  the  above  article  found  that  the  differences  in  structure  between 
different  parts  of  the  organ  referred  chiefly  to  the  distribution  of  the 
glands,  elastic  fibres  and  papillae.  Glands  begin  to  appear  in  the 
foetus  of  three  months.  At  eight  months  of  intrauterine  life,  four 
principal  groups  of  glands  can  be  distinguished,  viz :  anterior,  poster- 
ior and  two  lateral.  These  groups  are  still  better  developed  in  a 
child  of  2^^  years.  This  type  of  distribution  of  glands  is  preserved 
in  the  larynges  of  various  animals.  In  the  human  larynx  from  the 
age  of  ten  years,  the  anterior  group  is  much  more  highly  developed 
than  the  others.  The  elastic  fibres  begin  to  appear  at  the  third  month 
of  intrauterine  life,  and  as  with  the  glands,  are  more  highly  devel- 
oped anteriorly.  Until  1858  our  knowledge  of  tumors  of  the  larynx 
per  vitam  was  very  vague.  Most  cases  were  diagnosed  at  the  au- 
topsy. In  1767  two  cases  were  reported  by  Lieutard,  who  did  not 
make  the  diagnosis  during  life.  At  the  autopsies  one  of  these  tumors 
was  found  in  the  subglottic  area  while  the  other  was  attached  to  the 
superior  part  of  the  trachea.  Other  cases  were  cited  by  Herbiniaux, 
Desault,  Gerdy,  Ehrmann,  etc.,  before  the  introduction  of  the  laryn- 
goscope, but  their  points  of  implantation  are  not  known.     In  1876 
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Fauvel  collected  observations  in  three  hundred  cases  of  laryngeal 
tumors  and  found  that  only  nine  were  located  in  the  subglottic  space. 
Among  these  were  embraced  growths  attached  to  the  lower  surface 
of  the  vocal  cords  and  the  anterior  surface  of  the  trachea.  V.  Bruns 
in  eleven  hundred  cases  noted  that  subglottic  tumors  are  very  rare. 
Massei  in  1885  in  two  hundred  observations  mentioned  the  relative 
infrequency  of  such  growths.  M.  Schmidt  saw  672  neoplasms  of 
the  larynx  in  thirteen  years.  He  does  not  state  what  per  cent  of 
these  occurred  in  the  subglottic  area.  Gottstein  in  an  excellent  arti- 
cle, "Die  Neubildungen  des  Kehlkopfs,"  says  that  fibromata  some- 
times grow  from  the  under  surface  of  the  vocal  cords,  and  that  a 
few  cases  of  chrondromata  are  on  record  which  sprang  from  the  cri- 
coid cartilage  and  grew  inwards  filling  the  subglottic  space.  In  the 
Italian  article  mentioned  above,  Nardi  cites  five  cases  of  subglottic 
neoplasms  occurring  in  his  practice.  Briefly  described,  they  were 
as  follows :  Case  i .  Patient,  aged  70,  in  good  health  except  for  oc- 
casional attacks  of  difficult  breathing  caused  by  some  foreign  body 
in  the  larynx.  The  laryngoscope  revealed  a  large  tumor,  peduncu- 
lated, attached  to  the  anterior  wall  of  the  larynx  just  below  the  inser- 
tion of  the  cords.  At  every  respiratory  act  the  growth  would  insert 
itself  between  the  cords  causing  dyspnoea.  Histologically  a  soft 
fibroma.  Case  2.  Patient,  aged  30 ;  hoarseness  and  some  difficulty 
in  breathing.  Diagnosis,  tumor  of  subglottic  space  attached  anter- 
iorly in  the  angle  of  commissure.  Histologically,  fibroma  with  some 
amyloid  degeneration.  Case  3.  Patient,  aged  29;  aphonia,  small 
tuijior  attached  below  left  vocal  cord  near  angle  of  commissure.  His- 
tologically, soft  fibroma.  Case  4.  Patient,  aged  47 ;  aphonia,  tumor 
attached  to  under  surface  of  right  vocal  cord  extending  from  the 
anterior  to  the  posterior  third.  Histologically,  papilloma.  Case  5 
similar  to  case  4.  Bosworth  says  that  as  a  rule  all  forms  of  benign 
tumors  confine  themselves  to  the  supraglottic  portion  of  the  larynx 
in  adult  life,  although  in  children  they  occasionally  extend  below  the 
cords.  Lennox  Browne  describes  a  subglottic  tumor  consisting  of 
two  portions — one  at  the  anterior  insertion  of  the  cords — the  other 
beneath  the  left  cord  at  its  posterior  insertion.  Other  cases  of  sub- 
glottic tumors  have  been  reported  by  Burnett,  Ray  and  Loeb  in  this 
country.  Histologically,  fibromata  and  papillomata  have  been  found 
oftenest,  followed  by  fibromyxomata  and  adenomata  in  the  order 
named.  In  a  single  case  the  tumor  was  essentially  mucous  tissue. 
There  must  be  some  reason  (anatomical  or  functional)  for  the  fre- 
quent occurrence  of  subglottic  tumors  in  the  anterior  part  of  the 
larynx.     According  to  J.  Soudziak  it  is  due  to  the  constant  irritation 
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of  the  part  through  the  secretion  of  the  respiratory  tract.  Lacoanut 
sees  the  cause  in  a  sort  of  hx-perfunction  of  the  anterior  part.  Mas- 
sei  thinks  there  is  a  special  predisposition  of  the  part  through  con- 
stitutional reasons.  Trifiletti  proposes  a  special  embryonic  reason. 
Grazzi  attributes  it  to  a  physical  reason  in  the  passage  of  air  from  a 
larger  tube  into  a  smaller  one — this  keeps  up  a  condition  of  almost 
constant  hyperaemia  and  gives  rise  to  a  greater  susceptibility  to  in- 
flammatory h^-perplasia.  Nardi  inclines  to  the  opinion  of  Grazzi  that 
the  current  or  air  from  a  larger  to  a  smaller  tube,  impinging  on  the 
part  of  the  larynx  containing  highly  developed  glands  and  papillae 
with  an  abundance  of  loose  connective  tissue,  tends  to  create  hyper- 
aemia and  finally  inflammatory  hyperplasia.  He  contends  that  the 
chief  cause  is  the  peculiar  anatomical  structure  of  this  region.  The 
theory  of  Nardi  is  a  plausible  one,  but  there  is  a  serious  objection 
to  it.  Since  the  above  conditions  are  of  necessity  present  in  every 
individual  from  the  cradle  to  the  grave,  subglottic  tumors  ought  to 
be  fairly  common.  But  we  know  that  they  are  exceedingly  rare  and 
that  most  laryngologists  meet  with  very  few  in  a  lifetime.  Another 
objection  to  his  theory  is  that  such  tumors  do  not  invariably  grow 
from  the  anterior  wall — they  are  occasionally  found  on  the  posterior 
and  lateral  walls.  In  the  opinion  of  the  writer  we  are  not  in  a  posi- 
tion to  state  with  any  degree  of  certainty  why  the  point  of  election 
should  be  the  anterior  wall  of  the  larynx.  All  that  we  can  say  is 
that  Cohnheim's  theory  or  Williams'  modification  of  it  still  holds 
good,  and  must  hold  good  until  a  better  one  is  advanced.  William 
claims  that  all  neoplasms  result  from  cellular  and  not  inflammatory 
hyperplasia.  He  holds  that  certain  cells  are  stored  up  in  the  body 
as  reserve  cells — that  these  cells  are  controlled  by  a  definite  force 
which  is  always  active  provided  the  body  is  in  good  physical  condi- 
tion— that  if  the  organ  suffers  from  malnutrition,  the  cells  are  no 
longer  under  control  but  grow,  not  reproducing  their  kind,  but  form- 
ing neoplasms.  The  theory  is  pretty,  but  the  future  must  decide 
whether  it  is  correct  or  not.  In  a  special  practice  of  some  years,  it 
has  been  my  good  fortune  to  see  one  case  of  subglottic  tumor,  and 
since  such  growths  are  rare  and  often  interesting  on  account  of 
some  peculiar  movement,  I  take  the  liberty  of  reporting  it  in  detail 
and  adding  it  to  the  list  of  those  already  recorded:  E.  C.,  house- 
wife, ^2  years  of  age,  mother  of  three  (3)  healthy  children,  came 
to  the  Presbyterian  hospital  in  April,  1902.  She  stated  that  she  had 
always  enjoyed  good  health  until  about  two  years  before.  She  had 
then  experienced  hoarseness,  which  grew  rapidly  worse,  finally  lead- 
ing to  complete  aphonia.     She  had  consulted  her  family  physician, 
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who  had  diagnosed  nervous  aphonia,  and  had  treated  her  several 
months  with  electricity,  with  no  benefit.  Becoming  alarmed  at  the 
persistency  of  her  trouble  and  much  annoyed  at  not  being  able  to 
talk,  she  decided  to  consult  a  specialist.  She  complained  of  no  pain 
and  had  no  difficulty  in  breathing.  The  patient  was  apparently  in 
the  best  of  health  and  there  were  no  nervous  manifestations  to  lead 
one  to  think  of  a  possible  or  hysterical  paralysis.  The  examination 
of  the  larynx  was  not  difficult,  and  the  cause  of  her  trouble  was  easy 
to  see.  Attached  to  the  anterior  wall  of  the  larynx  just  below  the 
insertion  of  the  right  vocal  cord  was  a  tumor,  pedunculated,  lobu- 
lated,  of  a  pinkish- white  color,  apparently  8  or  lo  mm.  long  and  5 
or  6  mm.  broad.  On  phonation  the  tumor  would  rise  and  insert  it- 
self between  the  cords  giving  rise  to  aphonia.  As  there  was  no  evi- 
dence of  malignancy,  a  diagnosis  of  benign  tumor — ^probably  papillo- 
ma— was  made  and  removal  advised.  This  was  agreed  to.  As  the 
throat  was  not  sensitive,  an  attempt  was  immediately  made  to  remove 
the  growth.  It  was  unsuccessful  and  the  patient  was  instructed  to 
use  ice  freely  and  to  return  in  two  days.  At  the  second  visit  the 
larynx  was  carefully  anaesthetized  with  a  20  per  cent  cocaine  solu- 
tion and  the  growth  successfully  removed  with  the  Krause  double 
curette.  There  was  slight  hemorrhage.  The  free  use  of  ice  was 
again  prescribed  and  two  days  later  examination  revealed  no  trace 
of  the  tumor.  The  cords  were  reddened  and  paretic  from  the 
pressure  of  the  growth.  The  patient  was  given  strychnine  and  in 
two  weeks  had  recovered  the  use  of  her  voice.  She  has  been  under 
observation  since  the  operation  and  there  has  been  no  recurrence. 
After  hardening  in  alcohol,  sections  were  made  and  stained  in  hsema- 
toxylin  and  eosin.  The  microscopical  examination  showed  enorm- 
ous epithelial  proliferation  arranged  in  regular  layers,  squamous, 
polyhedral  or  ovoid  and  cylindrical  from  without  inward.  The 
framework  consisted  of  connective  tissue  sending  out  papillae  into 
the  epithelium.  The  papillae  corresponded  in  some  respects  to  the 
papillae  of  the  skin.  In  the  papillae  could  be  seen  blood  vessels.  The 
probable  clinical  diagnosis  of  papilloma  was  confirmed  by  the  micro- 
scope. This  case  is  interesting  for  several  reasons.  In  the  first 
place  it  was  a  typical  subglottic  growth  situated  in  the  point  of  elec- 
tion between  the  vocal  cords  and  the  lower  border  of  the  cricoid 
cartilage.  Secondly,  the  lack  of  symptoms  was  unusual.  Though 
the  tumor  was  situated  where  the  full  force  of  the  expiratory  air 
could  strike  it,  there  was  at  no  time  difficulty  of  breathing  or  cough 
as  in  most  of  the  recorded  cases.  It  was  strange  that  so  large  a 
mass  could  remain  in  the  larynx  for  a  great  length  of  time  without 
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causing  urgent  symptoms.  Such  cases  emphasize  the  importance 
of  a  careful  laryngoscopic  examination.  Aphonia  is  in  most  ca^es 
very  alarming  to  the  patient  and  it  is  gratifying  to  be  able  to  give 
relief.  With  the  removal  of  the  tumor  all  symptoms  usually  disap- 
pear and  it  is  one  of  the  most  satisfactory  conditions  with  which  we 
have  to  deal. 
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Since  writing  the  above  article,  the  author  has  had  the  good  for- 
tune to  see  another  case  of  subglottic  neoplasm.  The  patient,  a  girl 
•15  years  old,  was  brought  to  the  Presbyterian  Hospital  by  Dr.  J.  I. 
Pennington.  There  was  a  marked  degree  of  hoarseness  produced 
by  the  position  of  the  tumor  between  the  vocal  cords.  There  was  no 
difficulty  in  respiration.  The  attachment  of  the  growth  could  not 
be  seen  until  after  the  removal  which  was  successfully  accomplished 
at  the  second  sitting.  Then  it  could  be  clearly  made  out  that  the 
broad  base  of  the  tumor  was  on  the  anterior  wall  of  the  larynx  just 
below  the  insertion  of  the  left  vocal  cord.  The  voice  returned  im- 
mediately after  removal.  No  histological  examination  has  as  yet 
been  made,  but  from  the  lobulated  appearance  of  the  tumor  it  is  un- 
doubtedly a  papilloma. 

819  Park  Ave. 


THE  INEFFICIENCY  OF  THE  WILDE'5  INCISION.* 

BY    J.   MORRISON    RAY,   M.D.,   LOUISVILLE,   KY. 

The  recklessness  of  Jasser  followe.d  by  the  reactionary  conser- 
vatism of  Sir  WilHam  Wilde  for  a  long  time  influenced  the  progress 
of  the  surgery  of  mastoidal  complications  of  suppurative  middle  ear 
diseases.  Not  until  the  masterly  work  of  Schwartze  on  the  diagnosis 
and  operative  treatment  of  these  cases  appeared,  did  the  otological 
world  seem  to  grasp  the  subject  in  all  its  possibilities.  There  are  still 
prevalent  in  the  minds  of  many  surgeons  ideas  obtained  from  the 
early  text  books  of  Otology,  and  an  operation  which  calls  for  an 
opening  up  of  the  mastoid  cells  is  looked  upon  with  fear,  and  is  not 
resorted  to  until  all  other  measures  have  failed.  Hence,  the  classic 
Wilde's  incision  is  still  too  often  thought  all  that  is  necessary  in 
dealing  with  the  post-aural  results  of  pus  in  the  middle  ear. 

Sir  William  Wilde  and  the  writers  who  followed  him  for  a  decade 
or  more  seemed  to  be  unable  to  clearly  differentiate  between  disease 
of  the  cell  spaces  within  the  mastoid  apophysis,  and  inflammation  of 
its  periosteal  covering,  and  a  simple  incision  down  to  the  bone  was 
declared  to  be  all  that  was  necessary.  Soon,  however,  clinical  obser- 
vation taught  men  like  Agnew,  Roosa,  Buck,  etc.,  that  more  interfer- 
ence was  usually  required,  and  they  advocated  in  addition  to  the  in- 
cision the  use  of  a  probe  or  a  drill  to  open  the  cells  in  certain  cases. 

Von  Troeltsch  recognized  the  frequent  failure  of  the  simple  in- 
cision to  relieve  the  condition  in  childhood.  He  says,  ''after  such  an 
incision  and  evacuation  of  the  subperiosteal  abscess,  the  bone  may  be 
found  roughened  or  softened ;  the  best  course  then  is  to  remove  the 
diseased  spot  and  enlarge  the  fistulous  tract  which  usually  connects 
with  the  antrum  mastoidea." 

Not  until  more  recent  years  do  we  find  writers  on  the  subject  of 
mastoid  disease  claiming  that  the  periosteal  incision  is  insufficient  in 
a  majority  of  cases  whether  the  disease  follows  either  an  acute  or  a 
chronic  middle  ear  disease. 

In  1892  Blake  remarked  "that  the  efficacy  of  Wilde's  incision  was 
purely  antiphlogistic,  and  should  in  many  cases  be  the  first  step  in  a 
mastoid  operation." 


*  Read  at  the  ninth  annual  meeting  of  the  American  Laryngological,  Rhinological  and  Otological 
Society,  Lexington,  Ky.,  May  1,  1903. 
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Dench  in  the  1894  edition  of  his  text  book  on  the  ear,  says :  "In 
all  cases  where  the  Wilde's  incision  is  positively  demanded,  it  will 
probably  be  necessary  to  enter  the  mastoid  at  a  later  period.  In 
adults  it  should  be  a  cardinal  rule  never  to  depend  upon  an  opera- 
tive measure  of  dividing  the  soft  parts  alone.  In  childhood  only  is  it 
admissible." 

Randal  says :  "Wilde's  incision  is  bad  surgery.  The  pus  is  not 
usually  superficial  when  accompanying  middle  ear  suppuration." 

In  the  latest  edition  of  his  work  Politzer  says :  "At  the  present, 
the  author  employs  Wilde's  incision  only  in  primary  periostitis  of  the 
mastoid  process,  less  frequently  in  the  past  few  years  when  painful 
swelling  appears  over  the  mastoid  process  during  the  course  of  an 
acute  middle  ear  suppuration." 

Lermoyez  remarks :  "In  doubtful  caSes  of  acute  otitis  operate,  but 
never  depend  on  Wilde's  incision ;  it  can  never  do  good ;  it  has  never 
cured  a  case  of  cell  disease  and  owes  its  reputation  to  errors  in  diag- 
nosis." 

Broca  says :  "It  will  always  be  found  useless,  often  dangerous, 
giving  false  security  to  patient  and  physician." 

While  a  majority  of  those  engaged  in  aural  surgery  are  aware  of 
the  failures  and  insufficiency  of  this  incision  a  great  many  cases  of 
suppurative  middle  ear  disease  are  seen  by  the  family  practitioner, 
and  many  are  operated  upon  by  general  surgeons.  These  men  are 
not  aware  of  the  lack  of  thoroughness  in  this  operation. 

The  difficulties  that  have  seemed  to  appear  to  many  in  dealing 
with  pus  under  the  periosteum  as  a  complication  of  suppurative  dis- 
ease of  the  middle  ear,  is  that  they  fail  to  differentiate  between  mas- 
toid complications  occurring  as  a  result  of  an  acute  otitis,  and  when 
it  occurs  as  an  acute  exacerbation  of  a  chronic  suppuration.  Again, 
the  anatomical  differences  in  the  mastoid  in  the  young  child  and  in 
the  adult  are  also  overlooked. 

The  squamo-mastoid  fissure  presents  an  easy  avenue  of  escape  for 
pus  from  the  comparatively  large  antrum  usually  present  in  infancy 
and  early  life.  Therefore,  it  is  to  be  expected  in  children  with  sup- 
purative diseases  of  the  middle  ear  for  pus  to  pass  through  this  de- 
ficiency in  the  line  of  union  of  the  squama  and  mastoid  and  quickly 
collect  as  a  sub-periosteal  abscess.  In  fact,  this  can  occur  without 
the  antrum  becoming  involved  in  the  suppurative  process.  It  must 
be  borne  in  mind,  however,  that  when  this  fissure  exists  the  pus  has 
almost  as  unhindered  a  course  into  the  cranial  cavity  and  in  a  ma- 
jority of  cases  where  pus  has  found  a  sub-periosteal  exit  through 
this  fissure  a  subdural  accumulation  will  also  be  found,  and  for  this 
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reason,  if  no  other,  any  operation  that  does  not  open  the  communica- 
tion with  the  middle  ear  and  give  free  exit  to  the  pus,  is  not  the 
proper  surgery. 

A  practice  often  resorted  to  by  many  in  acute  otitis  media  is  the 
prolonged  use  of  hot  applications.  In  my  experience  this  has  often 
been  productive  of  an  external  otitis,  which  either  masks  the  true 
condition  in  the  mastoid  or  gives  rise  to  symptoms  that  lead  to  an 
operation  in  cases  where  no  interference  is  necessary. 

The  question  when  the  mastoid  involvement  in  acute  suppuration 
of  the  middle  ear  demands  surgical  interference  is  one  of  great  mo- 
ment in  aural  practice.  The  work  done  in  the  ear  hospitals  in  the 
East  shows  a  much  larger  percentage  of  cases  coming  to  operation 
than  are  shown  in  either  the  hospital  or  private  practice  of  aural 
surgeons  in  the  South  and  West. 

It  is  the  observation  of  Bezold  and  others  that  in  recent  years 
acute  suppurations  have  led  more  frequently  to  mastoid  operations 
than  chronic  suppurations.  The  former  says  that  in  from  one-fifth 
to  one-fourth  of  all  his  cases  of  acute  suppuration  the  mastoid  and 
antrum  was  opened. 

In  a  large  majority  of  cases  of  acute  suppuration  in  children  where 
an  earlv  free  incision  is  made  in  the  upper  back  wall  of  the  canal, 
a  so-called  internal  Wilde,  the  middle  ear  is  drained,  the  antrum 
relieved  of  pus  contained  therein  under  pressure,  and  thus  the  proba- 
bilities of  the  pus  burrowing  through  the  squamo-mastoid  fissure 
under  the  periosteum,  very  much  lessened. 

While  admitting  that  a  certain  number  of  cases  .of  mastoid  peri- 
osteal abscess,  both  in  the  child  and  in  the  adult,  will  heal  after  an 
evacuation  of  the  pus,  I  am  convinced  that  the  operation  has  no  in- 
fluence on  the  suppurating  focus  in  the  middle  ear,  and  if  nothing 
further  is  done  and  the  skin  incision  heals,  a  chronic  suppuration  is 
established  in  practically  every  case  and  later  grave  complications 
may  follow.  On  the  other  hand,  if  the  mastoid  is  opened  and  the 
middle  ear  drained,  the  suppuration  is  checked  and  the  ear  returns 
to  nearly  the  normal  condition.  The  fact  cannot  be  too  strongly  em- 
phasized that  the  antrum  is  involved  in  almost  every  case  of  acute 
suppuration  in  the  middle  ear,  and  if  caries  exists  it  is  sure  to  take 
part  in  this  process ;  therefore,  any  surgery  directed  at  an  ameliora- 
tion of  the  condition  in  the  ear  must  contemplate  an  opening  up  of 
this  cavity.  Therefore,  I  am  inclined  to  the  belief  that  the  recent 
teachings  of  Hessler  and  Politzer,  that  in  many  cases  of  pus  in  the 
mastoid  in  acute  mastoiditis,  it  is  not  necessary  to  open  the  antrum, 
but  confine  the  surgery  to  the  cells,  leaving  the  antrum  intact,  is  sure 
to  fail  in  many  cases. 
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If  drainage  of  the  pus  from  the  middle  ear  is  to  be  accomplished, 
opening  of  the  antrum,  the  one  cell  space  always  communicating  with 
the  tympanic  cavity,  is  necessary. 

Uncomfortable  experience  has  taught  me  that  the  periosteal  in- 
cision, while  possibly  temporarily  relieving  the  pain  by  evacuating 
the  pus  confined  under  the  periosteum,  does  nothing  more,  and  sooner 
or  later  other  means  more  radical  must  be  resorted  to,  not  only  to 
control  the  disease  process,  but  to  prevent  further  extension. 

The  following  cases  are  examples  of  the  evils  of  depending  upon 
a  periosteal  incision  in  an  effort  to  relieve  the  conditions  present. 

Case  I.  Child,  age  4.  Has  had  a  suppurating  ear  for  two  years. 
Six  weeks  before  I  saw  him  he  suffered  from  earache.  A  large 
swelling  appeared  behind  the  ear.  This  was  opened  by  the  family 
physician.  For  a  few  days  this  relieved  his  pain,  but  the  wound 
behind  the  ear  refused  to  heal.  The  pus  in  the  ear  was  profuse  and 
foul,  and  I  was  requested  to  see  the  case  at  my  clinic.  I  found  the 
wound  behind  the  ear  filled  with  granulation  tissue,  the  canal  blocked 
by  a  large  polypus,  the  child  emaciated  and  w^th  fever.  The  Wilde's 
incision  was  enlarged  and  the  bone  found  softened.  On  removing 
the  cortex  I  opened  upon  a  large,  round,  glistening,  white  mass  as 
large  as  a  filbert.  This  was  removed  with  a  curette  and  a  cavity 
opened  that  exposed  the  dura  over  a  surface  half  an  inch  in  extent. 
Connection  with  the  middle  ear  was  made  and  the  polypus  in  the 
canal  removed.  The  w^alls  of  the  cavity  were  thoroughly  scraped 
and  packed  tightly  with  gauze.  The  recovery  was  rapid,  a  large 
post  aural  fistula  communicates  with  a  cavity  well  covered  with  a 
thin  epidermis.  The  drum  membrane  reformed,  the  pus  discharge 
ceased  and  the  hearing  is  apparently  good. 

Case  2.  Child,  age  6.  The  following  history  was  obtained :  When 
two  years  of  age  he  suffered  from  scarlet  fever,  which  was  compli- 
cated by  an  attack  of  earache  which  was  followed  by  a  discharge. 
The  next  winter  he  suffered  from  a  return  of  the  earache.  This 
was  followed  by  a  swelling  behind  the  ear.  He  was  taken  to  an  ear 
specialist  and  an  incision  was  made  into  the  swelling  behind  the  ear 
and  a  large  quantity  of  pus  evacuated.  The  wound  was  packed  with 
gauze  and  after  a  few  weeks,  only  a  small  sinus  marked  the  site  of 
the  wound.  This  has  never  completely  healed.  The  ear  and  the  fistula 
over  the  mastoid  constantly  discharge  pus.  He  was  brought  to  my 
clinic  because  recently  the  ear  had  troubled  him.  It  w^as  discharg- 
ing pus  and  the  family  had  noticed  something  wrong  with  his  face. 
When  I  examined  him  there  was  facial  paralysis  on  the  left  side.  A 
small  sinus  with  pus  escaping  and  filled  with  a  mass  of  granulation 


786  RAY:     INEFFICIENCY    OF    THE    WILDE's    INCISION. 

tissue  was  present  over  the  mastoid.  The  skin  around  this  was 
swollen  and  very  tender  on  pressure.  The  auditory  canal  contained 
a  large  polypoid  mass.  He  was  sent  to  the  Children's  Free  Hospital 
and  the  following  day  an  operation  was  made.  The  entire  mastoid 
prominence  was  composed  of  granulation  tissue  and  softened  bone. 
The  lateral  sinus  was  exposed  and  granulation  tissue  removed  from 
its  walls.  The  middle  ear  was  opened  and  the  polypi  removed.  The 
wound  was  packed  with  gauze  and  rapidly  dermatized.  In  three 
months  the  cavity  behind  was  perfectly  dry  and  the  ear  discharge 
had  ceased.  The  facial  paralysis  remained  as  a  permanent  disfigure- 
ment. 

Case  3.  A  man,  age  56.  Had  an  earache  followed  by  a  purulent 
discharge  with  pain  continuing  for  several  weeks.  A  sub-periosteal 
abscess  developed.  His  family  physician  opened  this  with  relief  of 
pain.  The  opening  was  allowed  to  fill  with  granulation  tissue  and 
became  obstructed,  the  pain  returning.  After  a  few  days  he  passed 
into  coma.  When  I  saw  him  he  had  all  the  evidences  of  an  acute 
diffuse  meningitis  and  died  in  twenty-four  hours. 

Case  4.  September,  1898,  I  saw  a  child,  age  12,  with  this  history : 
The  child  was  always  delicate,  the  mother  having  died  of  tuberculosis 
in  a  few  months  after  the  birth  of  the  child.  When  10  years  old  she 
suffered  from  a  suppurating  disease  of  the  left  middle  ear.  This  was 
followed  by  a  periosteal  abscess  over  the  mastoid,  which  was  opened 
by  the  family  physician  and  pus  evacuated.  The  local  inflammation 
subsided,  but  the  ear  has  discharged  pus  ever  since.  A  few  weeks 
before  I  saw  her  she  suffered  from  an  attack  of  earache ;  this  was 
accompanied  by  fever  and  tenderness  behind  the  ear.  One  week  be- 
fore she  was  brought  to  me  she  became  semi-comatose  and  was  in  this 
condition  when  I  saw  her.  Examination  showed  the  middle  ear 
blocked  by  a  large  polypus,  the  mastoid  presented  a  scar  from  the 
former  operation.  Some  evidence  of  pain  was  elicited  on  pressure 
over  the  mastoid.  The  pulse  was  slow,  the  temperature  sub-normal. 
The  pupils  were  semi-dilated  and  ophthalmoscopic  examination 
showed  choked  disc  and' retinal  hemorrhages  in  both  eyes.  I  oper- 
ated the  same  day.  After  making  the  skin  incision  I  found  the  en- 
tire prominence  broken  down  and  the  space  filled  by  a  large  chol- 
esteatomata.  On  removing  this  the  cranial  cavity  was  found  opened 
and  the  dura  ulcerated,  an  opening  as  large  as  a  silver  quarter  being 
present.  The  brain  tissue  was  necrotic  and  several  masses  came 
away  by  gentle  scraping.  No  abscess  cavity  could  be  found.  The 
large  cavity  left  was  packed  with  gauze.  The  child  improved  for 
several  weeks  and  regained  consciousness,  but  the  brain  tissue  came 
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away  in  large  necrotic  masses.  The  external  rectus  muscle  became 
paralyzed  and  the  child  died  in  coma,  sixty-three  days  after  the 
operation. 

This  case  was  unquestionably  tubercular,  corresponding  in  its  clin- 
ical course  with  cases  reported  by  Macewen,  who  remarks,  ''that  in 
tubercular  disease  affecting  the  brain  by  extension  from  the  mastoid, 
there  is  usually  a  tendency  for  the  disease  to  become  localized  and 
that  destructive  ulceration  of  brain  tissue  and  not  abscess,  is  the  most 
usual  condition  found." 

I  believe,  had  a  thorough  operation  been  done  at  the  time  the 
Wilde's  incision  was  made,  and  the  middle  ear  thoroughly  drained, 
the  fatal  consequence  could  have  been  averted. 

While  apparently  good  results  have  been  known  to  follow  simple 
incision  down  to  the  bone,  such  cases,  if  carefully  watched,  will  re- 
quire later  a  more  thorough  operation.  And  thus  the  patient  is  en- 
dangered by  a  second  operation  and  the  necessity  of  a  second  anaes- 
thesia, which,  had  the  primary  operation  been  properly  carried  out, 
would  have  been  unnecessary. 

These  cases  are  not  all  I  have  seen  illustrating  the  evils  of  an  in- 
complete operation,  but  they  are  enough  to  prove  the  assertion  that 
simple  periosteal  incision  is  inefficient  in  dealing  with  any  of  the 
complications  of  pus  in  the  tissues  behind  the  ear,  occurring  as  a 
sequence  to  otitis  media. 

423  W.  Chestnut. 


NEW  LARYNGEAL  INSTRUMENTS. 

BY  SETH  SCOTT  BISHOP,  B.S.,  M  D.,  CHICAGO. 

Professor  of   Diseases  of  the   Nose,  Throat  and  Ear  in  the  Illinois  Medical  College  and  in  the  Post- 

Graduate  Medical  School. 

The  accompanying  cuts  illustrate  four  instruments  which  the 
writer  has  devised  because  he  was  unable  to  find  similar  ones  that 
would  render  satisfactory  service. 

Fig.  I  shows  a  lateral  biting  forceps  of  extra  length  and  strength, 
\vith  which  it  is  possible  to  remove  laryngeal  growths  that  are  sit- 
uated too  low  down  to  reach  with  the  forceps  commonly  found  in  the 
market.     With  this  we  have  removed  growths,  for  example,  located 


Fig.  1. — Bishop's  Long,  Lateral,  Laryngeal  Forceps  with  Biting  Edges. 

below  the  anterior  commissure  of  the  vocal  cords,  which  it  was  im- 
possible to  take  out  with  the  various  other  instruments  generally 
employed  for  that  purpose. 


Fig.  2. — Bishop's  Laryngeal  Cantery  Electrode. 

Fig.  2  is  a  laryngeal,  cautery  electrode  of  special  length,  patterned 
after  the  forceps  shown  in  Fig.  i.  It  is  long  enough  to  reach 
neoplasms  which  are  situated  below  the  vocal  cords. 

Fig.  3  shows  a  laryngeal  applicator  for  introducing  medicaments 
into  the  larynx  by  means  of  a  cotton  pledget  twisted  on  the  spiral 
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extremity.  The  handle  is  so  constructed  as  to  give  one  a  firm  grasp 
and  to  prevent  it  from  rotating  or  being  easily  displaced  while  in 
use. 


^0"^^s^KEi999aa^Bn 


< 

Fig.  H. — Bishop's  Medium  Laryngeal  Applicator. 

Fig.  4  is  an  especially  useful  applicator  in  cases  presenting  an  un- 
usual distance  to  the  vocal  bands,  and  where  it  is  necessary  to  apply 
medicated  cotton  pledgets  below  them. 

The  handle  is  made  of  a  different  pattern  from  the  one  shown  in 
Fig.  3,  not  only  to  enable  one  to  distinguish  it  from  other  instruments 
of  a  similar  appearance,  but  in  order  to  afford  an  unusually  firm  grip 
upon  it,  for  in  using  applicators  between  and  below  the  vocal  cords, 
the  spasm  of  the  laryngeal  muscles  requires  this  advantageous 
feature. 
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Fig.  4. — Bishop's  Long  Laryngeal  Applicator. 

All  of  these  instruments  are  made  to  incorporate  certain  principles 
that  are  requisite  to  success.  They  are  firm  and  strong.  They  are 
made  sufficiently  long  in  the  horizontal  line  to  avoid  interference 
with  the  patient's  hands  as  he  draws  upon  his  tongue  during  an 
operation,  and  their  vertical  length  is  sufficient  to  reach  the  parts 
aimed  at  with  facility. 

The  biting  edges  of  the  forceps  should  be  kept  sharp  by  protect- 
ing them  from  contact  with  each  other  when  not  in  use.  This  can 
be  done  by  twisting  a  thick  piece  of  cotton  between  the  blades  and 
leaving  it  there  until  they  are  to  be  used.  Instrument  dealers  over- 
look this  important  point,  hence  we  find  some  of  them  worn  dull  be- 
fore they  have  been  employed  by  the  surgeon. 

The  applicators  are  provided  with  extremities  so  prepared  as  to 
render  it  impossible  for  the  cotton  to  become  disengaged  and  lost 
during  a  treatment,  if  it  is  properly  twisted  on  the  holder. 

These  instruments  were  made  by  Truax,  Greene  &  Co. 

103  State  Street. 
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SYMPOSIUM— OTITIS  MEDIA  SUPPURATIVA. 

1.  "Etiology,  Symptomatology  and  Pathology  of  Otitis  Media  Sup- 

purativa Acuta."  NoRVAL  H.  Pierce,  Chicago,  111. 

2.  "The  Treatment  of  Otitis  Media  Suppurativa  Acuta." 

S.  MacCuen  Smith,  M.D.,  Philadelphia,  Pa. 

3.  "Etiology,  Symptomatology  and  Pathology  of  Otitis  Media  Sup- 

purativa Chronica."     - 

Charles  W.  Richardson,  M.D.,  Washington,  D.  C. 

4.  "Treatment  of  the  Complications  of  Otitis  Media  Suppurativa." 

James  F.  McKernon,  M.  D.,  New  York. 

5.  "The  Technique  of  the  Radical  Operation  for  Otitis  Media  Sup- 

purativa Chronica."       Edward  B.  Dench,  M.D.,  New  York. 

T'Ats  Symposium  was  published  completely  and  exclusively  in  the 
June^  igoj,  issue  ojf  The  Laryngoscope,  pages  41^  to  460. 

The  Inefficiency  of  the  Wilde's  Incision. 

Dr.  J.  M.  Ray,  of  Louisville. 

This  paper  is  published  in  full  in  this  issue  of  The  Laryngoscope, 
page  782. 

Some  Unusual  Mastoid  Cases. 

Dr.  H.  Bert  Ellis,  of  Los  Angeles,  read  this  paper.  The  hrst 
case  reported  was  one  entering  the  hospital  on  September  14,  1902. 
At  the  time  the  patient  was  more  or  less  irrational,  talkative  and 
semi-comatose.  The  mastoid  antrum  and  cells  were  opened  up  and 
within  a  week  the  patient  was  rational,  and  she  ultimately  recov- 
ered with  perfect  hearing.  The  case  was  remarkable  because  of  the 
degree  of  mental  disturbance  and  small  amount  of  disease.    The  sec- 
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end  case  was  that  of  a  woman  of  set.  48,  seen  last  October.  She  came 
to  him  because  of  a  right-sided  facial  paralysis  which  had  suddenly 
developed  one  w^eek  previously.  The  mastoid  antrum  and  cells  were 
opened  up  but  no  pus  found.  A  few  days  later  acute  suppuration 
of  the  other  ear  developed,  but  was  checked  very  quickly.  In  sixteen 
days  the  patient  returned  home  without  any  paralysis.  The  third 
case  was  a  Chinese  boy  of  seven  months.  The  disease  had  been  rapid 
in  its  onset  although  there  was  no  history  of  previous  middle-ear 
disease.  Extensive  bony  destruction  was  found.  In  the  next  case, 
a  girl  of  4  years  was  operated  upon  under  difficulties,  a  double  mas- 
toid operation  being  done  in  a. greatly  enfeebled  child,  who  became 
almost  pulseless  before  leaving  the  table.  Nevertheless  recovery  was 
satisfactory.  The  next  case,  one  of  paralysis,  occurred  in  a  woman 
3et.  30.  At  the  operation  the  cells  and  antrum  were  apparently 
healthy.  They  were  converted  into  one  cavity.  The  paralysis  disap- 
peared, but  he  was  disposed  to  think  there  was  no  direct  connection 
between  the  tw^o.  In  the  next  case  the  external  swelling  was  marked, 
and  there  was  decided  acute  periostitis  with  necrosis,  and  yet  no  in- 
volvement of  the  antrum  and  cells. 

Two   Cases   of   Thrombosis   of   the   Jugular   Bulb;  Ligation  of 
Internal  Jugular. 

Dr.  Norval  H.  Pierce,  of  Chicago,  reported  these  cases.  The 
first  case  was  one  of  isolated  primary  thrombosis  of  the  jugular  bulb. 
The  patient  was  a  woman  set.  37,  with  a  chronic  discharge  from 
the  left  ear.  On  admission,  on  January  3,  1902,  there  was  pain  in 
the  ear;  the  temperature  was  101°  F.  and  the  pulse  112.  The  next 
day  the  temperature  was  103°  and  the  pulse  130.  The  discharge 
was  profuse  and  the  pain  very  severe,  and  there  was  infiltration  and 
marked  tenderness  over  the  mastoid.  A  radical  operation  was  done, 
and  the  mastoid  cells  were  found  necrotic  and  full  of  pus.  Necrosis 
of  the  bone  on  a  level  with  the  floor  of  the  middle  ear  was  found  ex- 
tending inward  toward  the  bulb.  The  patient's  condition  was  such 
that  no  further  operative  interference  was  done  at  that  time.  Her 
condition  grew  worse,  and  on  January  6th  the  sigmoid  sinus  was  ex- 
plored with  negative  result.  The  common  jugular  was  tied  on  the 
following  day,  as  grave  septic  symptoms  continued.  Afterwards 
there  was  marked  amelioration  of  these  symptoms,  but  they  again 
reappeared  with  exopthalmos  and  oedema  of  both  supra-  and  infra- 
orbital regions.  Death  occurred  on  January  14.  The  specimen  w^as 
exhibited,  and  showed  that  the  thrombus  had  extended  up  the  In- 
ferior petrosal  sinus  to  the  circle  of  Ridley  and  thence  to  the  ophthal- 
mic veins. 
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The  second  case  occurred  in  a  man  who  had  been  operated  upon 
a  month  previously  for  acute  mastoid  trouble  without  external  evi- 
dence. The  most  prominent  symptom  was  severe  pain,  especially 
over  the  occiput.  He  had  had  a  chill  the  evening  before,  and  on 
admission,  had  a  temperature  of  103°  F.  On  exploration,  it  was 
found  that  the  antrum  had  been  thoroughly  opened  up  previously. 
On  chiseling  away  the  mastoid  he  suddenly  came  upon  a  perisinus 
abscess,  but  as  there  were  no  external  evidences  of  sinus  thrombosis 
the  sinus  was  not  opened  at  this  time.  The  next  day  there  were 
chill  and  a  rise  in  temperature,  and  the  sinus  was  then  opened.  It 
was  exposed  backward  and  then  downward  towards  the  bulb.  The 
common  jugular  vein  was  tied.  The  temperature  continued  more 
or  less  elevated  for  the  next  three  weeks,,  and  during  this  time  the 
pain  persisted.  The  retinal  changes  which  had  been  present  before 
operation,  persisted,  and  when  seen  many  months  later  one  eye  was 
still  unchanged.  He  was  confident  that  the  thrombosis  had  extended 
up  the  inferior  petrosal  sinus,  causing  secondary  thrombosis  of  the 
jugular  bulb.  In  his  opinion,  it  was  not  at  all  necessary  to  approach 
the  jugular  bulb  itself  through  a  bony  passage. 

Dr.  E.  B.  Dench  said  that  unless  it  could  be  demonstrated  that 
there  was  a  very  free  flow  of  blood  through  the  sinus  the  latter  should 
be  opened  at  the  primary  operation.  In  a  recent  case  the  sinus  was 
covered  with  pus,  and  yet  the  sinus  itself  appeared  to  be  normal,  and 
he  was  about  to  refrain  from  opening  it ;  nevertheless  he  did  open  the 
sinus  and  found  there  a  thrombus.  A  delay  of  twenty-four  hours 
represented  the  loss  of  very  valuable  time.  He  did  not  think  the 
puncture  of  the  sinus  was  of  much  value  as  a  diagnostic  aid.  He 
had  not  seen  a  single  case  in  which  the  incision  of  the  sinus  under 
aseptic  precautions  for  exploratory  purposes  had  been  followed  by 
an  unfavorable  result.  Having  opened  the  sinus  and  found  nothing, 
he  would  pack  and  isolate  the  sinus  with  iodoform  gauze.  The  sinus 
was  destroyed,  but  this,  he  thought,  was  better  than  waiting  twenty- 
four  hours.  He  preferred  the  use  of  iodoform  gauze  to  sterile 
gauze  in  cases  in  which  the  normal  sinus  was  surrounded  by  sup- 
puration. He  had  not  observed  any  trouble  from  hemorrhage  after 
the  first  dressing. 

Dr.  Pierce  said  that  all  of  the  symptoms  of  pronounced  septi- 
caemia could  be  obtained  from  necrosis  of  the  mastoid  cells  them- 
selves, and  that  one  could  not  tell  from  the  course  of  the  disease 
whether  or  not  the  sinus  was  involved.  Even  after  having  exposed 
the  sinus  for  a  considerable  distance  it  was  difficult  to  say  whether 
or  not  there  was  a  thrombus  which  occluded  the  sinus  entirely.     For 
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these  reasons  he  felt  that  it  was  justifiable  to  wait  from  twelve  to 
twenty-four  hours  rather  than  perhaps  needlessly  sacrifice  the  sinus. 
He  had  opened  up  the  sinus  in  one  case  and  had  found  absolutely 
nothing,  and  the  patient  had  died  a  few  days  later.  There  was  some 
hemorrhage  on  the  removal  of  the  first  dressing,  but  it  could  be 
readily  controlled  by  pressure  with  gauze.  If  fever  and  chills  per- 
sisted he  felt  that  the  sinus  was  in  all  probability  involved,  and  he 
would  then  open  the  sinus. 

Dr.  Dench,  in  answer  to  a  question  by  Dr.  Richards,  said  that  if 
any  of  the  tributary  veins  were  left  the  infection  might  be  washed 
through  them.  Experience  had  shown  that  the  more  completely  the 
tributaries  were  tied  off  the  better  were  the  results. 

Dr.  W.  C.  Phillips  referred  to  a  case  in  which  there  was  very 
extensive  necrosis.  He  had  exposed  not  only  the  sinus  but  the  cere- 
bellum, and  a  portion  of  the  cerebral  fossa.  On  opening  the  sinus 
there  was  a  tremendous  hemorrhage,  which  could  not  be  controlled 
by  any  ordinary  gauze  pressure.  After  very  great  loss  of  blood  he 
controlled  the  hemorrhage  by  making  a  cork  of  gauze.  At  the  time 
of  the  first  dressing  he  took  precautions  against  a  recurrence  of  the 
hemorrhage,  nevertheless  it  occurred  and  was  very  profuse.  Dif- 
ficulty was  again  experienced  in  controlling  it  because  there  was  no 
bone  for  counter-pressure. 

The  Technique  of  Maxillary  Sinus  Operations. 

Dr.  H.  Holbrook  Curtis  read  this  paper. 

This  paper  is  publislied  complete  in  this  issue  of  The  Laryn- 
goscope, page  737. 
The  Report  of  an  Unusual  Case  of  Frontal  Sinusitis. 

Dr.  Cornelius  G.  Coakley,  of  New  York,  reported  this  case,  one 
in  which  there  was  an  absence  of  a  septum  in  a  frontal  sinus.  The 
patient  was  a  woman  of  62  who  had  previously  enjoyed  good  health 
except  for  an  attack  of  grip  in  1898.  In  July,  1899,  she  began  to 
suffer  considerably  from  frontal  headache,  which  ceased  in  a  few 
weeks.  In  January,  1900,  there  was  a  swelling  noticed  about  the 
right  eye,  and  the  eye  was  displaced  downward.  On  January  28th  it 
ruptured  spontaneously,  and  discharged  thick  and  slightly  offensive 
pus.  There  was  no  discharge  in  the  posterior  nares.  In  October 
of  that  year  she  consulted  the  late  Dr.  W.  B.  Noyes,  who  advised  her 
to  return  home  for  a  radical  operation  on  the  frontal  sinus.  The 
fistulous  opening  was  enlarged  and  a  portion  of  the  right  frontal 
sinus  was  removed  and  the  cavity  curetted.  No  drainage  tube  was 
inserted  in  the  naso-frontal  duct.     After  some  months  packing  was 
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discontinued,  and  simple  irrigation  employed.  The  irrigation  treat- 
ment was  continued  daily  for  about  one  year.  She  then  came  under 
the  speaker's  care,  i.  e.,  in  January,  1903.  The  fistula  was  still  pres- 
ent, and  a  probe,  passed  between  the  outer  wall  and  the  middle  tur- 
binate, encountered  a  small  polypoid  mass,  which  bled  freely.  The 
mucous  membrane  of  the  left  nasal  cavity  was  normal.  Transillum- 
ination of  the  antrum  gave  perfect  illumination  on  each  side.  Both 
frontal  sinuses  gave  practically  no  illumination.  The  right  middle 
turbinate  was  removed  under  cocaine.  The  underlying  ethmoid  cells 
were  found  filled  with  pus  and  granulations.  These  were  all  cleaned 
out  and  the  catheter  was  passed  into  the  right  frontal  sinus.  The 
patient  was  advised  to  have  the  left  frontal  sinus  explored  first,  and 
this  was  done.  On  January  4th,  1903,  under  chloroform,  an  incision 
was  made  and  the  sinus  opened.  Thick  pus  escaped.  The  opening 
was  enlarged  until  all  parts  could  be  explored  by  direct  illumina- 
tion. A  similar  opening  was  made  in  the  anterior  wall  of  the  right 
frontal  sinus.  No  trace  whatever  of  a  septum  between  the  two 
sinuses  could  be  found.  Every  trace  of  mucous  membrane  was  re- 
moved from  the  frontal  sinus  cavity.  There  was  a  median  posterior 
offshoot,  and  this  gave  no  little  concern.  The  entire  cavity  was 
packed  with  strips  of  iodoform  gauze,  and  this  packing  was  not  re- 
moved for  two  weeks,  there  being  no  discharge  and  no  elevation  ot 
temperature.  The  probe  then  detected  no  dead  bone.  Irrigation 
showd  the  naso-frontal  duct  to  be  occluded.  The  cavity  was  wiped 
dry  and  repacked,  and  thereafter  at  intervals  of  about  one  week  the 
packing  was  changed  without  irrigation.  A  remarkable  feature  was 
the  fact  that  the  total  quantity  of  discharge  did  not  amount  to  three 
drachms.  The  interesting  features  aside  from  the  abscess  of  the 
septum,  were  the  very  large  size  of  the  sinus  and  its  healing  without 
any  osteoplastic  operation. 

DISCUSSION. 

Dr.  G.  L.  Richards  opened  the  discussion  on  the  two  preceding 
papers.  He  said  that  he  had  had  one  case  of  double  frontal  sinus- 
itis on  which  he  had  operated  at  two  different  times,  and  had  in  time 
been  able  to  establish  communication  between  the  two.  In  a  recent 
case  the  probe  passed  upward  and  considerably  beyond  the  median 
line. 

Dr.  L.  a.  Coffin  referred  to  a  recent  case  in  which  there  had 
been  no  subjective  symptoms,  but  the  boy  had  been  brought  to  him 
because  of  a  bulging  of  the  forehead.  He  opened  the  right  side  first, 
supposing  there  was  a  double  sinusitis.  The  bone  was  found  to  be 
as  thin  as  writing  paper,  and  the  sinus  was  filled  with  pus.  A  small 
sequestrum   of  bone  was   found   in  the  sinus,  and  in  probing,   he 
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thought  the  instrument  passed  through  the  septum.  On.  opening  the 
other  side  he  found  a  perfectly  healthy  sinus,  and  could  discover  no 
communication  with  the  right  sinus.  On  removing  the  dressing  on 
the  second  day  the  left  sinus  was  found  to  be  entirely  healthy. 
Whether  or  not  the  sequestrum  was  merely  the  septum  between  the 
large  sinus  and  what  appeared  to  be  an  accessory  sinus  he  could  not 
say,  but  the  probe  passed  almost  to  the  middle  of  the  left  eye.  A 
week  or  two  ago  a  laboring  man  had  presented  himself  with  a 
fistula,  as  in  Dr.  Coakley's  case.  An  early  opeartion  would  have 
prevented  him  for  some  time  from  earning  his  living,  and  hence  the 
speaker  contented  himself  with  taking  off  the  entire  middle  turbinate, 
curetting  the  ethmoid  cells  and  establishing  good  drainage.  This 
relieved  the  pain. 

Dr.  Chevalier  Jackson,  of  Pittsburgh,  said  that  his  lamp  would 
show  the  septum  in  the  frontal  sinus  if  the  sinus  was  normal. 
Where  transillumination  showed  a  diseased  lining  in  the  maxillary 
antrum  he  did  not  feel  satisfied  with  a  mere  examination  with  the 
probe,  and  for  that  reason  he  made  an  opening  in  the  canine  fossa 
sufficiently  large  to  admit  the  finger  for  examination  and  for  break- 
ing down  any  septa  that  might  be  present.  To  keep  the  opening 
patent  for  some  time  he  made  use  of  a  small  canula  made  of  malleable 
metal,  and  after  its  introduction  it  was  expanded  by  means  of  an 
alligator  forceps,  and  was  thus  retained.  It  could  be  removed  with 
slight  force  and  without  doing  anv  harm  to  the  tissues. 

Dr.  Price  Brown  asked  Dr.  Curtis  if  there  was  any  age  limit 
after  which  he  would  not  do  the  radical  operation  for  antral  disease, 
and  if  an  aged  person,  would  he  do  the  operation  in  the  anterior 
meatus  or  in  the  canine  fossa. 

Dr.  Thomas  Hubbard,  of  Toledo,  said  he  had  used  guttapercha 
in  some  cases,  and  had  found  it  a  very  poor  material  unless  the  plugs 
were  changed  very  often,  because  it  retained  septic  matter  and  exu- 
berant granulations  formed.  By  vulcanizing  and  polishing  the  ma- 
terial it  was  rendered  less  likely  to  retain  septic  matter. 

Dr.  C.  G.  Coakley  said  he  had  been  deeply  interested  in  Dr. 
Curtis'  paper  because  it  showed  clearly  the  faults  of  treatment  that 
was  not  radical.  In  his  opinion,  acute  cases  of  antral  suppuration 
were  not  uncommon,  particularly  after  an  attack  of  the  grip.  He 
had  never  seen  one  of  these  cases  in  which  the  diagnosis  had  been 
made  by  actual  puncture  and  washing  that  had  not  recovered  after  a 
very  few  washings.  His  present  treatment  was  to  wash  out  the 
antrum  every  other  day  with  normal  saline  solution,  and  blow  out 
afterwards  any   lemaining  fluid.     He  was   not  referring  to   cases 
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arising  as  a  result  of  disease  of  the  pulp  of  the  teeth,  for  they  did 
not  do  so  well  under  washing.  He  had  never  felt  that  he  could  ap- 
proach these  cases  through  the  middle  meatus  because  this  opening 
was  ordinarily  so  completely  covered  with  the  middle  turbinate. 
For  this  reason  he  cocainized  and  made  the  puncture  at  the  outer 
wall.  In  cases  in  which  antral  disease  was  suspected  he  did  not  hesi- 
tate to  puncture,  for,  if  done  under  aseptic  precautions,  it  was  at- 
tended by  little  or  no  risk. 

Dr.  Norval  H.  Pierce  said  he  still  claimed  that  the  antrum  could 
be  reached  occasionally  through  the  natural  opening.  It  was  dif- 
ficult, if  not  impossible,  to  get  through  the  natural  ostium  in  a 
natural  position  when  the  turbinate  was  of  the  normal  size,  but  in 
these  cases  of  antral  disease  accessory  openings  were  frequently  pres- 
ent, as  had  been  proven  by  Zuckerkandl.  It  was  probably  through 
these  that  one  gained  entrance  to  the  antrum.  He  believed  it  was 
good  practice  to  make  an  attempt  to  enter  through  the  natural  open- 
ing before  resorting  to  puncture. 

Dr.  Fred  C.  Cobb,  of  Boston,  said  that  the  dentists  seem.ed  to  have 
great  difficulty  in  detecting  bad  teeth  and  differentiating  them  from 
good  teeth,  and  hence  one  could  not  rely  upon  their  decision  in  de- 
ciding upon  making  an  operation.  The  washing  out  certainly  re- 
lieved the  pain,  but  he  questioned  whether  it  materially  shortened 
the  duration  of  the  disease.  He  also  doubted  the  efficacy  of  curetting 
the  mucous  membrane,  because  when  the  antrum  became  a  reservoir 
for  pus  a  polypoid  condition  existed  in  this  cavity,  and  the  condition 
was  cleared  up  when  the  ethmoid  was  treated. 

Dr.  Curtis  did  not  understand  that  Dr.  Coakley  had  advanced 
.arguments  in  support  of  the  opinion  that  the  septum  had  not  been 
destroyed.  He  recalled  one  case  in  which  by  merely  touching  the 
septum  with  a  probe  the  instrument  passed  through,  showing  how 
easily  a  solution  of  continuity  of  the  septum  could  be  produced. 
With  regard  to  age  limit,  he  would  say  that  the  third  operation  de- 
scribed was  particularly  appropriate  for  aged  people.  He  did  not 
vulcanize  the  guttapercha  tubes,  bujt  if  the  patient  were  going  away 
for  some  time  he  had  the  tubes  finished  up  in  this  way  by  his  dentist. 
The  point  made  about  vulcanizing  them  was  a  good  one.  He  had 
experienced  no  trouble  from  retention  of  septic  matter  in  the  gutta- 
percha. The  test  by  heat  and  cold  often  enabled  one  to  detect  dis- 
ease of  the  teeth. 

Dr.  Coakley  said  he  had  had  several  cases  of  double  empyema 
without  communication  between  the  sinuses.  Mention  had  been 
made  of  secondary  cavities,  and  it  was  well  known  that  they  not  in- 
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frequently  existed  and  constituted  a  bugbear  in  operating.  For  this 
reason  a  sufficiently  large  opening  should  be  made  in  the  anterior 
wall  to  make  sure  that  such  peculiarities  were  not  overlooked.  He 
did  not  doubt  that  an  opening  might  have  been  made  in  a  septum  un- 
der the  tension  that  must  have  been  present,  but  in  his  case  there  was 
absolutely  no  trace  of  any  septum  having  existed,  and  the  sinus  itself 
was  very  large.  He  had  just  learned  from  Dr.  C.  W.  Richardson 
that  he  had  opened  up  a  sinus  in  which  a  septum  was  present,  and 
at  a  second  operation  he  had  found  the  septum  entirely  gone. 

Third  Day,  Saturday,  May  2. 
The  Eustachian  Bougie;  Its  Use  and  Abuse. 

Dr.  M.  a.  Goldstein,  of  St.  Louis,  read  this  paper. 

This  paper  was  published  in  the  July  1903^  issue  of  The  Laryn- 
goscope, page  515. 

The  Possibilities  and  Limitations  of  the  Electrolytic  Bougie  in  the 
Treatment  of  Chronic  Hypertrophic  Catarrhal  Deafness. 

Dr.  Arthur  B.  Duel,  of  New  York,  read  this  paper. 

This  paper  was  published  in  the  July,  1903,  issue  of  The  Laryn- 
goscope, page  523. 

DISCUSSION  on  papers  OF  Drs.  Goldstein  and  Duel. 

Dr.  Chevalier  Jackson  said  that  it  was  his  opinion  that  the  best 
method  of  treating  the  tube  was  by  leaving  it  alone  and  treating  the 
nose  and  nasopharynx.  He  had  given  the  electrolytic  bougie  a  faith- 
ful trial,  and  had  found  no  greater  relief  than  from  other  irritants, 
and  no  permanent  benefit.  The  tube  opened  more  quickly,  it  was 
true,  but  the  final  result  was  no  better. 

Dr.  George  L.  Richards  said  he  had  practised  the  method,  and 
had  encountered  the  breaking  of  the  bougie^  but  had  been  unable  to 
fairly  understand  the  reason  for  the  occurrence  of  this  accident.  In 
one  case  it  was  broken  off  at  about  12  mm.  The  patient  never  knew 
of  the  accident,  and  it  gave  rise  to  no  discomfort.  In  another  case 
the  bougie  had  been  passed  only  once,  and  the  result  had  been  per- 
manently good  except  that  the  tinnitus  had  not  been  improved.  In 
another  case  the  hearing  became  worse  and  the  woman  suffered  from. 
a  paralysis  of  the  tear  canals  on  the  corresponding  side.  The  method 
was  certainly  one  which  called  for  careful  selection  and  the  use  of 
plenty  of  time,  at  least  an  hour.  Ordinarily  he  employed  the  treat- 
ment from  five  to  ten  minutes  with  4  or  5  m.  a.  and  30  volts. 

Dr.  W.  C.  Phillips  said  that  for  one  year  his  clinic  had  been  used 
for  studying  this  method  of  treatment.  The  one  case  of  mastoid- 
itis reported  had  occurred  in  that  service  in  spite  of  the  employment 
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of  a  very  careful  technique.  However,  he  thought  it  could  be  posi- 
tively asserted  that  there  were  certain  cases  of  severe  tinnitus  which 
were  caused  by  obstruction  in  the  Eustachian  tube.  If  the  obstruc- 
tion were  mucus  it  would  be  temporary ;  if  due  to  thickening  of  the 
membrane  or  a  stricture  it  would  be  more  permanent.  If  the  ob- 
struction could  be  overcome  and  air  made  to  pass,  it  was  probable 
that  the  tinnitus  would  be  relieved  and  that  the  deafness  would  not 
increase.  He  had  used  the  electrolytic  bougie  on  a  large  number  of 
patients,  and  while  Dr.  Duel  appeared  to  be  rather  enthusiastic  on 
the  method,  it  was  capable  of  accomplishing  very  good  results.  He 
was  of  the  opinion  that  temporary  influence  of  the  current  enabled 
the  operator  to  pass  the  stricture  more  easily  than  could  be  done  with- 
out it ;  but  that  further  than  that  the  electricity  was  of  no  value.  He 
commended  the  treatment  solely  for  this  aid  given  by  the  current. 
He  had  broken  off  one  or  two  bougies  in  the  tube  while  carefully 
demonstrating  the  method  to  the  class.  It  should  not  be  employed 
except  by  one  having  an  excellent  armamentarium  and  perfect  con- 
trol of  the  current. 

Dr.  Sargent  F.  Snow,  of  Syracuse,  said  that  he  had  had  no  ex- 
perience with  the  electrolytic  bougie.  He  had  used  the  hard  rubber 
bougie  at  one  time,  and  believed  its  use  favored  absorption,  but  in 
recent  years  he  had  abandoned  it  because  by  other  and  simpler  means 
.he  had  secured  equally  good  results.  He  rarely  met  with  a  case  of 
chronic  catarrh  of  the  middle  ear  and  Eustachian  tube  that  was  not 
due  to  more  than  one  cause.  Almost  invariably  there  was  a  nasal 
factor,  and  it  required  removal.  He  seldom  encountered  a  bad  case 
of  deafness  unless  there  was  in  addition  a  systemic  element.  The 
electrolytic  treatment  was  directed  only  against  the  obstruction  of 
the  Eustachian  tube,  and  the  other  factors  were  ignored.  Recent  ob- 
servations had  convinced  him  that  in  autointoxication,  chiefly  from 
the  intestinal  tract,  was  to  be  found  a  very  potent  factor  in  chronic 
catarrhal  deafness. 

Dr.  W.  L.  Ballenger,  of  Chicago,  said  that  one  should  not  over- 
look the  difference  between  galvanism,  electrolysis  and  cauteriza- 
tion. By  galvanism  was  meant  that  method  of  applying  electricity 
so  as  not  to  result  In  an  appreciable  breaking  down  of  the  tissue.  By 
electrolysis  was  meant  that  softening  effect  on  tissue  which  resulted 
from  the  current,  but  was  not  attended  by  sloughing  or  abrasion  of 
tissue.  By  cauterization  was  meant  a  more  powerful  or  concentrated 
effect  of  the  galvanic  current,  characterized  by  sloughing  or  absolute 
and  rapid  destruction  of  tissue.  Apparently  Dr.  Goldstein  had  con- 
fused these  terms.     In  the  method  under  discj^isslon  that  strength  of 
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current  should  be  employed  which  would  produce  only  electrolysis. 
Dr.  Phillips  had  declared  his  belief  that  the  electrolytic  effect  lasted 
only  during  the  passage  of  the  current,  but  this,  in  the  opinion  of  the 
speaker,  was  an  error.  Certain  of  the  tissues  were  broken  down  by 
electrolysis  into  their  primitive  elements,  hydrogen  gas  being  liber- 
ated at  the  negative  pole.  The  effects  of  electrolysis  lasted  much 
longer  than  the  passage  of  the  current ;  probaJDly  they  lasted  for  some 
hours  longer  because  of  the  liberation  of  gases  and  other  chemical 
products  in  the  tissues.  His  experience  had  been  that  this  method 
of  treatment  was  not  of  great  value,  and  he  based  this  opinion  large- 
ly upon  the  experience  of  surgeons  with  electrolysis  in  the  treatment 
of  urethral  stricture.  Some  years  ago  the  method  was  much  in 
vogue,  but  at  the  present  date  it  was  but  little  employed  except  by 
those  who  made  a  specialty  of  electrotherapy.  Genito-urinary  sur- 
geons in  general  were  of  the  opinoin  that  the  method  was  not  very 
reliable,  and  certainly  in  the  Eustachian  tube  the  conditions  for  its 
employment  were  much  less  favorable.  If  the  current  strength  were 
slightly  in  excess  irritation  would  result,  with  the  throwing  out  of 
cells  which  would  ultimately  cause  the  formation  of  fibrous  tissue  and 
eventually  render  the  condition  of  the  tube  worse  than  before. 
While,  therefore,  the  method  might  be  used  in  selected  cases,  par- 
ticularly those  which  were  hypertrophies  rather  than  genuine  stric- 
tures, the  danger  of  the  method  in  the  hands  of  the  average  prac- 
titioner must  be  such  that  he  would  enter  a  protest  against  at  least 
any  enthusiasm  regarding  this  treatment. 

Dr.  Dunbar  Roy  said  that  he  had  been  using  the  electrolytic 
bougie  about  four  years,  and  before  that,  and  even  up  to  the  present 
time,  he  had  used  the  whalebone  bougie  a  great  deal.  The  value  of 
the  latter  was  certainly  very  great,  and  it  was  capable  of  giving 
equally  as  good  results  in  the  same  class  of  cases  as  the  electrolytic 
bougie.  The  personal  equation  undoubtedly  entered  very  largely 
into  this  question,  the  determining  factor  being  largely  one  of  deli- 
cacy of  touch  and  skill  in  instrumentation.  Dr.  Goldstein  had  said 
that  with  the  bougie  he  could  obtain  a  good  idea  of  the  state  of  the 
mucosa  in  the  Eustachian  tube,  but  his  own  experience  was  that  when 
the  bougie  passed  the  free  end  of  the  catheter  leading  into  the 
Eustachian  tube  it  rubbed  against  the  edge,  and  made  it  im- 
possible to  determine  whether  it  was  rubbing  against  the  catheter 
or  the  mucosa.  He  did  not  think  any  living  man  could  tell  just  when 
the  end  of  the  electrolytic  bougie  was  going  to  pass  into  a  fold  of 
mucous  membrane.  He  depended  entirely  upon  inflation  and  auscu- 
lation  for  knowledge  of  the  condition  of  the  mucosa.     Every  catheter 
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could  not  be  made  to  pass  into  the  tube,  and  for  that  reason  he  al- 
ways made  use  of  a  malleable  silver  catheter  which  could  be  bent 
to  fit  any  nasopharynx.  Having  determined  the  size  of  the  naso- 
pharynx and  the  probable  distance  to  the  opening  of  the  Eustachian 
tube,  the  catheter  was  bent  so  that  it  would  just  go  into  the  tube. 
If  the  catheter  were  not  passed  directly  into  the  tube,  only  a  little  air 
would  pass  into  the  tube.  The  end  of  the  catheter  must  fit  thor- 
oughly into  the  end  of  the  Eustachian  tube.  Regarding  inflation 
after  the  use  of  the  electrolytic  or  the  ordinary  bougie,  he  would  say 
that  he  never  inflated  because  he  had  had  one  or  two  very  severe 
cases  of  emphysema  extending  well  down  to  the  neck. 

Dr.  E.  B.  Dench  said  that  after  a  very  large  experience  .he  could 
not  say  that  in  the  majority  of  cases  the  electrolytic  bougie  pre- 
sented any  great  advantage  over  the  ordinary  bougie.  The  manipu- 
lation with  the  electrolytic  bougie,  it  was  true,  was  a  little  easier. 
He  could  only  recall  one  case  in  which  the  tube  appeared  to  have 
remained  more  patent  after  the  electrolytic  than  after  the  ordinary 
method.  This  was  counter-balanced  by  another  case  in  which,  after 
repeated  use  of  the  electrolytic  bougie,  one  treatment  by  the  ordi- 
nary bougie  gave  a  permanent  result.  He.  therefore,  looked  upon 
the  method  as  a  valuable  one,  but  not  one  which  was  going  to  prove 
curative  in  any  large  number  of  cases  which  could  not  be  equally  well 
treated  by  older  methods.  One  great  advantage  of  the  simple  bougie 
was  that  applications  could  be  made  directly  to  the  Eustachian  tube, 
and  this  was  of  value  even  after  the  electrolytic  bougie  had  been 
used.  His  own  plan  was  to  make  use  of  a  cotton-tipped  wire  dipped 
in  various  medicaments.  One  excellent  clinician  claimed  that  he  had 
found  the  electrolytic  method  particularly  useful  because  he  had  met 
with  many  strictures  at  the  mouth  of  the  Eustachian  tube,  and  these 
yielded  very  easily  to  the  current.  Dr.  Dench  added  that  he  had 
shown  this  gentleman  that  by  simply  bending  his  bougie  a  little 
more  he  could  pass  it  easily  into  the  tube  without  any  use  of  the 
current,  and  that  by  the  aid  of  the  latter  he  had  succeeded  simply  be- 
cause he  had  caught  and  passed  through  certain  folds  of  mucous 
membrane  at  the  orifice  of  the  Eustachian  tube. 

Dr.  Goldstein,  in  closing,  said  that  if  the  value  of  the  electrolytic 
bougie  was  considered  to  be  due  to  the  galvanism,  then  it  was  only 
through  its  vasomotor  action.  It  was  quite  probable  that  this  ac- 
tion was  valuable.  But  by  the  term  electrolytic  he  understood  de- 
struction of  tissue,  either  on  the  surface  or  under  the  mucous  mem- 
brane, and  in  either  case  it  would  result  in  evil.  The  question  of 
whether  the  treatment  involved  the  employment  of  galvanism  or  of 
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electrolysis  should  be  settled  without  delay.  The  relief  of  tinnitus, 
as  has  been  said,  was  often  very  marked  with  the  electrolytic  bougie 
when  it  could  not  be  obtained  by  the  cold  bougie,  and  this  he  ex- 
plained by  the  effect  of  galvanic  stimulation.  It  was  well  known 
that  galvanism  would  relieve  subjective  symptoms  whether  used  in 
the  Eustachian  tube  or  applied  in  some  other  manner  to  the  nervous 
system  of  the  ear.  If  the  results  were  only  temporary,  as  appeared 
from  the  discussion,  then  the  cold  bougie  gave  practically  the  same 
result  as  the  electrolytic  bougie.  The  majority  of  the  strictures  oc- 
curred at  the  isthmus  tubi,  and  it  was  not  improbable  that  the  rugae 
might  be  responsible,  as  Dr.  Dench  had  suggested,  for  many  of  the 
brilliant  results  claimed  for  the  electrolytic  bougie.  He  had  not 
observed  any  melting  of  the  strictures  from. the  use  of  the  galvanic 
current  in  this  way. 

The  Value  of  Exploratory  Puncture  of  the  Membrana  Tympani. 

Dr.  Dunbar  Roy,  of  Atlanta,  read  this  paper,  reporting  the  his- 
tories of  two  cases. 

This  paper  was  published  in  the  August,  1903,  issue  of 
The  Laryngoscope,  page  601. 

DISCUSSION. 

Dr.  M.  a.  Goldstein  opened  the  discussion.  He  said  that  at  the 
meeting  of  the  Middle  Section  of  this  society,  held  last  year,  he  had 
presented  a  paper  on  influenza  otitis,  and  had  discussed  therein  the 
value  of  a  liberal  incision  of  the  membrana  tympani  in  this  type  of 
case  before  there  was  even  a  bulging  of  this  membrane.  He  had 
carried  out  this  rnethod  in  a  number  of  cases  with  very  satisfactory 
results.  In  many  of  the  cases  the  operation  was  done  during  the 
stage  of  congestion  and  while  the  membrane  was  retracted.  The 
value  of  this  incision  he  believed  to  be  undoubted,  as  it  not  only  gave 
relief,  but  provided  drainage. 

Dr.  Clement  F.  Theisen  said  that  he  understood  that  explora- 
tory puncture  was  done  by  Dr.  Roy  when  there  was  simply  a  red- 
ness of  the  drum  with  bulging.  There  was  no  doubt  that  many  cases 
could  be  aborted  by  such  early  incision,  yet  he  believed  that  there 
was  a  certain  danger  of  making  this  incision  unless  one  was  certain 
that  there  was  fluid  in  the  tympanic  cavity  which  would  probably 
become  purulent.  He  based  this  opinion  upon  the  great  danger  of 
introducing  infection  from  without.  In  some  of  these  cases  the  use 
of  the  aural  bougies  recommended  by  Dr.  Richards  would  give  re- 
lief and  abort  the  case  with  less  risk  to  the  patient.  In  children  un- 
less general  anaesthesia  were  employed  the  spear-shaped  instrument 
was  almost  a  necessity  because  of  the  rapidity  of  manipulation  de- 
manded. 
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Dr.  Snow  heartily  commended  Dr.  Roy's  paper  and  firmly  be- 
lieved that  the  general  adoption  of  this  method  would  greatly  re- 
duce the  number  of  mastoid  cases.  He  had  never  known  puncture 
of  the  drum  membrane  to  lead  to  any  harm  if  properly  done.  He 
had  had  a  case  very  similar  to  the  last  one  reported  by  Dr.  Roy.  In 
that  one  there  were  symptoms  pointing  strongly  to  intracranial  mis- 
chief, and  he  had  advised  immediate  operation  but  could  not  obtain 
consent  at  that  time.  The  next  day  there  was  a  rupture  of  the  drum, 
a  free  discharge  of  serous  fluid,  and  coincidentally  all  of  the  urgent 
symptoms  disappeared.  He  was  now  using  bromide  of  ethyl  as  the 
anaesthetic  in  connection  with  the  opening  of  the  drum  membrane, 
and  found  it  well  suited  to  these  cases. 

Dr.  Roy  said  he  did  not  advocate  puncture  of  the  drum  membrane 
simply  for  redness,  but  he  intended  to  advocate  incision  of  the  mem- 
brane without  waiting  for  bulging,  provided  there  were  symptoms 
pointing  strongly  to  otitis. 

Case  of  Pyogenic  Brain  Disease  Associated  with  or  Caused  by 
Acute  or  Chronic  Nasal   Suppuration. 

Dr.  Thomas  Hubbard,  of  Toledo,  presented  this  paper. 
This  paper  was  published  in  extenso  in  the  September  issue  of 
The  Laryngoscope,  page  682. 

DISCUSSION. 

Dr.  W.  C.  Phillips  thought  the  author  was  to  be  congratulated 
on  calling  attention  to  such  a  very  important  subject,  which  was 
of  interest  not  only  to  the  otologist,  but  to  those  who  also  treated 
diseases  of  the  nose  and  throat.  One  should  not  lose  sight  of  the 
fact  that  any  condition  of  the  nose  and  nasopharynx  accompanied  by 
a  constant  flow  into  these  cavities  of  infective  material  of  any  kind, 
rendered  the  ear  peculiarly  susceptible  to  a  sudden  invasion  of  the 
infectious  process.  This  fact  was  well  exemplified  in  the  cases  re- 
ported in  this  paper.  A  very  common  cause  of  acute  mastoiditis  was 
well  known  to  the  grip  infection,  and  this  became  seriously  compli- 
cated in  cases  in  which  there  was  already  an  active  or  passive  sup- 
purative process  going  on  in  one  of  the  accessory  cavities. 

Dr.  Price  Brown  said  that  as  most  of  these  cases  were  connected 
with  atrophic  rhinitis  or  ozoena  the  condition  should  receive  particu- 
lar attention.  These  cases  were  so  exceedingly  chronic,  and  were  so 
little  improved  by  treatment,  that  a  practitioner  was  prone  to  forget 
the  necessity  of  keeping  the  parts  clean.  If  the  parts  were  kept  clean 
such  serious  results  would  be  much  less  likely  to  happen ;  hence,  the 
practical  lesson  to  be  learned  from  this  paper  was  obvious,  and  should 
be  impressed  upon  the  minds  of  all.  ' 
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Dr.  C.  F.  Theisen  said  that  this  paper  taught  one  very  impor- 
tant lesson  long  ago  brought  out  by  Griinwald,  /.  c,  that  an  atrophic 
rhinitis  was  always  secondary  to  a  sinus  suppuration. 

Dr.  James  E.  Logan,  of  Kansas  City,  asked  if  any  special  exam- 
ination had  been  made  of  the  sphenoidal  body  in  the  cases  reported 
in  the  paper.  He  agreed  with  the  previous  speakers  that  the  papers 
had  brought  out  a  very  important  point,  i.  c,  the  involvement  of  the 
accessory  sinuses  in  atrophic  conditions.  He  felt  satisfied  that  in 
the  cases  reported  some  involvement  of  the  sphenoidal  body  was 
present.  The  pathology  suggested  by  Fraenkel  and  others,  i.  e., 
that  a  pathological  condition  antedated  an  hypertrophy,  was  certainly 
not  to  be  credited  at  the  present  day.  Many  suppurative  conditions 
prone  to  involve  the  middle  ear,  would  be  found  to  be  antedated  by  a 
suppurative  condition  in  the  accessory  sinuses. 

Dr.  Goldstein  said  that  the  paper  taught  the  absolute  necessity 
of  a  very  careful  and  minute  examination  of  the  nasal  cavities  and 
their  accessory  spaces  for  the  association  of  a  possible  mastoid  com- 
plication in  these  suppurative  processes. 

Dr.  Hubbard,  in  closing,  said  that  he  had  presented  the  subject  in 
this  light  for  the  special  reason  emphasized  in  the  paper.  Three  of 
the  cases  might  have  been  reported  merely  as  mastoid  cases,  but  he 
had  taken  another  point  of  view  to  bring  out  the  necessity  for  study- 
ing the  accessory  sinuses  to  determine  the  prognosis  in  cases  requir- 
ing mastoid  operations.  The  pathology  of  ozoena  did  not  seem  to 
him  of  great  importance  in  this  connection.  He  would  rather  incline 
to  the  view  that  ozoena  was  an  atrophic  disturbance.  He  regretted 
that  the  autopsies  could  not  be  made  more  exhaustive. 

Further  Observations  of  Tic  Douloureux  and  Cranial  Neuralgia 
from  Intranasal  and  Sinus  Pressures. 

Dr.  Sargent  F.  Snow,  of  Syracuse,  presented  this  paper.  He 
said  that  in  the  twenty  cases  he  had  observed  and  treated  he  had 
seen  none  which  required  excision  of  the  nerve  to  obtain  relief. 
Each  one  showed  ryarked  intracranial  pressure  or  a  collection  in  some 
of  the  accessory  sinuses.  The  acute  forms  he  had  seen  accompanied 
cold  or  sinus  accumulations.  The  subacute  form  might  present  an 
equal  degree  of  pain,  but  did  not  clear  up  with  the  removal  of  nasal 
obstruction.  A  pain  shooting  outward  and  upward  pointed  to  in- 
volvement of  the  anterior  ethmoid,  while  a  pain  radiating  around 
the  lower  jaw  was  commonly  relieved  by  opening  the  sphenoid.  The 
author  was  of  the  opinion  that  at  least  80  per  cent  of  these  cases  were 
dependent  upon  intracranial  pressure. 
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Dr.  Price  Brown  said,  regarding  the  comparative  frequency  of 
tic  douleureux  arising  from  pressure  within  the  nasal  cavity,  that 
when  the  pressure  was  circumscribed,  as  of  the  middle  turbinate 
upon  the  septum,  the  pressure  was  apt  to  be  very  intense.  Fre- 
quently there  was  enormous  pressure  produced  by  growths,  as  for 
example,  when  the  cavity  was  filled  with  polypi,  without  the  causa- 
tion of  neuralgia.  He  had  observed  more  pain  from  the  pressure  of 
the  middle  turbinate,  but  sometimes  the  enlargement  was  a  compen- 
sation for  the  lower  turbinate,  and  then  there  was  not  usually  so 
much  pain.  In  cases  of  pressure  from  antral  abscess  causing  pain, 
the  latter  was  spasmodic  and  occurred  occasionally,  whereas  the  pain 
from  septal  pressure  was  always  continuous. 

Life  Insurance  and  Diseases  of  the  Ear. 

Dr.  Wendell  C.  Phillips,  of  New  York,  presented  a  paper  with 
this  title.  Pie  said  that  he  had  originally  intended  to  submit  statistics 
from  the  medical  examiners  of  the  various  life  insurance  companies, 
but  the  results  of  communications  addressed  to  about  thirty  of  these 
companies  had  been  very  disappointing,  with  regard  to  obtaining  the 
desired  statistics.  It  became  apparent  that  whatever  the  rules  of 
any  company,  the  final  action  taken  was  not  dependent  upon  any  sta- 
tistical data.  The  replies  indicated  that  the  companies  were  anxious 
to  obtain  such  statistics.  Regarding  the  penalization  of  applicants 
who  had  suffered  from  acute  or  chronic  otitis  media  no  very  definite 
information  could  be  obtained  further  than  the  existence  of  such 
penalization.  Nearly  all  of  the  companies  refused  or  postponed  such 
applicants,  while  two  or  three  companies  accepted  such  applicants 
on  an  extra  premium.  One  company  had  a  sub-standard  class  in 
which  they  accepted  applicants  having  ear  discharges.  Some  of  the 
companies  accepted  these  applicants  except  when  the  discharge  was 
bloody  or  gritty,  pointing  to  involvement  of  the  bone.  The  writer 
then  said  that  Schwarze's  statistics  pointed  to  13.05  per  cent  of  all 
cases  of  aural  disease  being  of  the  chronic  suppurative  variety.  In 
three  of  the  large  London  Hospitals  there  were  8,028  deaths,  in  45 
of  which  death  was  due  to  aural  suppuration,  giving  one  death  to 
128  from  this  cause.  Randall,  out  of  5,000  aural  cases  reported  15 
deaths  due  to  aural  suppuration,  or  one  in  every  133.  In  a  period 
of  eight  years  at  the  Manhattan  Eye  and  Ear  Hospital  there  were 
64,858  aural  cases,  out  of  which  there  were  218  presenting  serious 
intracranial  complications.  Statistics  seemed  to  indicate  that  the 
dangerous  consequences  from  suppurative  disease  of  the  ear  were 
most  frequent  between  the  ages  of  20  and  30.     The  writer  was  of 
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the  opinion  that  continuous  discharge  with  foul  odor  should  be  looked 
upon  as  evidence  that  the  person  was  a  bad  life  insurance  risk. 
Large  perforations  and  apparently  free  drainage,  while  militating 
somewhat  in  favor  of  the  patient,  should  not  be  considered  as  a 
guarantee  against  the  extension  of  the  necrotic  process.  Radical 
operative  interference  was  destined  to  become  an  important  factor 
from  a  life  insurance  standpoint. 

Dr.  E.  B,  Dench  said  that  the  paper  was  of  special  value,  commg 
as  it  did  from  one  having  large  experience  in  otology.  The  paper 
presented  facts  rather  than  opinions,  so  that  discussion  was  not  in 
order  except  as  regards  the  conclusions.  He  had  been  surprised, 
with  his  increasing  experience,  to  note  how  frequently  a  chronic 
purulent  otitis  with  a  large  perforation  would  remain  dormant  for 
a  period  of  from  one  to  five  years,  and  would  then  suddenly  develop 
all  of  the  symptoms  of  an  acute  otitis.  Formerly  he  had  been  of  the 
opinion  that  when  there  was  a  large  perforation  in  the  drum  mem- 
brane and  free  drainage  the  patient  was  quite  as  free  from  danger 
as  though  there  had  been  no  suppuration ;  but  he  would  change  this 
opinion  at  the  present  time,  and  state  his  belief  that  while  the  person 
was  comparatively  safe,  he  was  by  no  means  entirely  out  of  danger. 
He  agreed  with  the  reader  of  the  paper  that  probably  the  radical 
operation  would  remove  absolutely  all  menace  to  life,  even  though 
the  discharge  had  not  been  absolutely  controlled.  However,  cases  of 
labyrinthian  fistula  should  be  excluded  here. 

Dr.  Dunbar  Roy  said  he  had  greatly  enjoyed  this  paper,  and  be- 
lieved it  to  be  in  the  right  direction,  because  otologists  were  con- 
sulted from  time  to  time  regarding  applications  for  life  insurance. 
It  had  always  seemed  to  him  that  cases  presenting  distinct  fetor  were 
always  severe  ones,  and  could  not  be  controlled  excei)t  by  the  radical 
operation.  He  would  give  a  fairly  favorable  prognosis  as  regards 
the  insurance  risk  when  there  was  no  distinct  odor. 

Dr.  Ballenger  referred  to  a  boy  of  about  8  years  on  whom  he  had 
done  a  radical  mastoid  operation,  and  death  had  occurred  six  or 
seven  years  later  from  meningitis.  It  was  one  of  his  earliest  opera- 
tive cases,  and  it  was  possible  that  the  operation  had  not  been  a  com- 
plete one.  He  did  not  know  positively  that  the  meningitis  was  of 
otitic  origin.  While  the  presence  of  a  fetid  odor  was  not  usually 
a  favorable  omen,  he  knew  that  the  odor  might  be  present  in  cases 
showing  no  dangerous  element.  Some  years  ago  he  had  presented 
a  paper  on  this  subject,  though  not  founded  on  such  extensive  sta- 
tistics. 
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Dr.  Snow  expressed  the  opinion  that  when  a  competent  otologist 
believed  he  had  removed  the  cause  of  the  ear  disease  the  life  insur- 
ance companies  should  be  more  lenient  towards  such  applicants.  He 
believed  that  in  not  a  few  very  serious  and  obstinate  cases,  presenting 
no  history  of  syphilitic  taint,  a  good  result  was  only  obtained  after 
the  free  administration  of  iodide  of  potassium.  A  case  in  point  was 
narrated.  , 

Dr.  Phillips,  in  closing  the  discussion,  thanked  Dr.  Ballenger  for 
having  reported  a  fatal  case  after  mastoid  operation  and  supposed 
cure.  The  existence  of  a  fetid  odor  was  important  because  it  indi- 
cated the  presence  of  necrosis.  This  was  an  important  subject,  be- 
cause it  made  it  possible  for  certain  applicants  for  life  insurance  to 
be  accepted  if  they  submitted  to  the  radical  operation. 

Teratoma  of  the  Ear. 

Dr.  William  C.  Braislin,  of  Brooklyn,  sent  a  report  of  this  case, 
which  was  read  by  the  Secretary.  The  auditory  canal  was  complete- 
ly blocked  by  the  tumor.  A  Wilde's  incision  was  made  and  the  en- 
tire ear  was  carried  forward  with  the  external  auditory  canal,  and 
the  tumor  then  removed.  The  tumor  was  attached  to  the  periosteum 
of  the  bony  canal,  and  was  enclosed  in  a  capsule.  On  gross  section 
it  appeared  to  be  studded  with  particles  of  cartilage.  Examination 
showed  it  to  be  a  teratoma. 

Officers  for  the  ensuing  year  were  elected  as  follows:  President^ 
NoRVAL  H.  Pierce,  M.  D.,  Chicago,  111.  Vice-Presidents^  Geo. 
L.  Richards,  M  D.,  Fall  River,  Mass. ;  Chevalier  Jackson,  M. 
D.,  Pittsburg,  Pa.;  Redmond  W.  Payne,  M.  D.,  San  Francisco, 
Cal. ;  John  T.  Woodward,  M.  D.,  Norfolk,  Va.  Secretary^  Wen- 
dell C.  Phillips,  M.  D.,  40  West  47th  St.,  New  York  City. 
Treasurer^  Ewing  W.  Day,  M.  D.,  Westinghouse  Building.,  Pitts- 
burg, Pa. 
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Tubercular  Laryngitis  During  Pregnancy  and  Labor N.  God- 

SKESEN,  (Copenhagen) — Archiv  f,  Laryngol.     Band  xiv  Heft  2. 

The  paper  is  based  on  a  study  of  48  cases  gathered  by  the  author 
from  various  sources. 

The  generally  received  opinion  as  to  the  great  fatality  of  the  con- 
dition as  regards  both  mother  and  child  is  fully  borne  out. 

In  regard  to  treatment,  G.  distinctly  favors  the  induction  of  abor- 
tion if  the  case  occurs  early  in  pregnancy  and  is  actively  progressing, 
and  if  the  woman's  condition  is  otherwise  satisfactory.  No  matter 
whether  severe  or  not  when  seen,  if  the  process  is  active,  abortion 
should  be  induced. 

If  seen  later  in  pregnancy,  and  the  lungs  are  also  involved,  a 
tracheotomy  should  be  done,  in  order  to  avoid  a  suffocative  attack 
during  labor,  andito  enable  the  patient  to  go  through  the  gestation. 

As  a  rule,  the  local  treatment  should  be  mild  and  such  as  is  cal- 
culated to  allay  the  patient's  sufferings. 

A  short  history  of  each  of  the  48  cases  is  given. 

VlTTUM. 

Lipoma   of    the    Faucial  TonsiL  —  Richard    Deile    (Leipzig)  — 
Archiv  f.  Laryngol.      Band  xiv  Heft  2. 

After  dwelling  on  the  extreme  rarity  of  the  affection  (the  author 
could  only  find  one  case  each  reported  by  Biazzi,  Haug,  Avellis, 
Amory  de  Blois,  (and  two  by  Onodi),  the  details  of  the  author's  case 
are  given. 

The  subject  was  a  woman  of  46  years,  just  past  the  menopause. 
The  symptom  (for  this  seemed  to  be  the  only  one)  was  dysphagia. 
The  tumor  was  small,  and  situated  near  the  upper  extremity  of  the 
left  tonsil.  It  was  removed  with  the  cold  snare,  and  the  microscope 
showed  it  to  be  a  simple  lipoma.  The  patient  could  swallow  much 
better  immediately  after  the  operation. 

The  paper  ends  with  some  remarks  on  the  etiology  of  submucous 
fibromata,  but  nothing  new  is  brought  out. 

VlTTUM. 
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A  New  Operation  for  the  Cure  of  Nasal  Synechias. — E.  V.  Nav- 

RATiL,  (Budapest) — Archiv  f.  Lar-yngoL      Band  xiv  Heft  3. 

In  this  case  of  most  extensive  syphilitic  synechiae,  the  author  laid 
open  the  nose  for  a  distance  of  4  cm. ;  then,  after  cutting  out  the 
synechial  bands,  he  transplanted  pieces  of  skin  from  the  patient's 
thigh  into  the  two  opposing  raw  surfaces.  No  tampon  was  used  to 
hold  these  apart,  but  they  united  and  the  result  was  said  to  be  satis- 
factory. 

VlTTUM. 

Three  Cases  of  Polypi    of  the  Tonsil    (Tonsilla    Pendula). — M. 

HoPMANN — Revue  Heb.    de   LaryngoL,    D^  Otol.   et  de  Rhinol.y 
Mar.  21,  1903. 

The  first  was  a  tumor  of  the  size  of  a  bean,  with  a  small  pedicle 
inserted  into  the  anterior  pillar  near  the  base  of  the  tonsil.  On  re- 
moval, the  microscope  showed  it  to  be  true  tonsillar  tissue.  It  had 
given  rise  to  a  constant  desire  to  swallow. 

The  second  case  was  a  girl  of  12  years,  who  suffered  from  symp- 
toms similar  to  the  above.  The  polypus  was  three  centimeters  long 
and  the  width  of  the  little  finger.  It  was  attached  to  the  internal 
face  of  the  anterior  pillar. 

The  third  case  was  a  fibroma  five  centimeters  long  and  three  cen- 
timeters in  width,  inserted  into  the  posterior  pillar,  and  causing 
paroxysms  of  spasmodic  dyspnoea,  especially  when  the  tumor  became 
displaced  and  came  forward  into  the  mouth. 

W.  SCHEPPEGRELL. 

Chancre  of  the  Upper  Gum. — Kaufmann — Presse  Med.^  No.  12, 
p.  163.     1903. 

The  etiology  in  this  case  is  of  special  importance,  the  patient  being 
treated  by  a  dentist  at  the  time,  and  it  was  a  question  as  to  whether 
or  not  he  had  been  infected  by  the  instruments.  Fortunately  for  the 
sake  of  antisepsis,  the  cause  was  otherwise  explained. 

W.  SCHEPPEGRELL. 

An  Improvement  in  the  Local  Treatment  of  Diseases  of  the 
Throat,  Nose  and  Ear. — E.  B.  Gleason — Med,  Bulletin,  May 
1,  1903. 

The  latest  organic  silver  salt  to  be  used  in  the  various  inflamma- 
tory conditions  of  the  nose  and  throat,  is  Argyrol. 

It  is  freely  soluble  in  water  and  on  account  of  a  distinct  gummy 
character  that  such  solutions  possess,  it  adheres  tenaciously  to  the 
mucous  membrane. 
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In  chronic  otorrhoea  two  or  three  applications  of  a  50  per  cent 
solution  repeated  for  a  few  weeks  was  sufficient  to  bring  about  a 
cessation  of  the  discharge. 

In  cases  of  attic  disease,  associated  with  the  exposed  bone  or  chol- 
esteatomatous  masses,  a  50  per  cent  solution  was  painted  over  the 
region  affected. 

The  most  satisfactory  results  were  obtained  in  cases  of  atrophic 
rhinitis  and  ozoena.  A  20  per  cent  solution  was  painted  over  the 
affected  area. 

In  naso-pharyngitis,  pseudo-membranous  pharyngitis,  and  follicu- 
lar tonsillitis,  as  well  as  in  inflammatory  conditions  of  the  larynx,  its 
beneficial  effects  are  rapid  and  without  any  ill-effects. 

Stein. 

The  Histological  Structure  of  Bony  Cysts  of  the  Nose,  with  Some 
Remarks  on  their  Growth  and  Origin. — J.  Kikuchi  (Japan) 
— Archiv  f.  Laryngol.     Band  xiii  Heft  2. 

K.  ranges  himself  alongside  those  who  regard  these  structures 
as  abnormalities  rather  than  as  the  result  of  pathological  processes. 
The  paper  is  based  on  the  study  of  four  cysts  removed  in  toto  from 
the  cadaver,  and  on  eleven  cases  partially  removed  by  operation  on 
the  living.  To  this  is  added  the  study  of  a  foetal  middle  turbinal 
examined  by  the  author. 

He  regards  the  presence  of  a  well-developed  mucous  lining  to  the 
cavity  as  an  absolute  refutation  of  their  inflammatory  origin.  The 
view  that  the  cysts  originate  by  a  rolling  in  of  the  middle  turbinal 
together  with  a  rarifying  osteitis,  is  met  with  the  objection  that  inas- 
much as  the  side  of  the  middle  turbinal  is  provided  with  cavernous 
structures,  we  ought  to  find  a  similar  structure  somewhere  on  the 
internal  surface  of  the  cyst.     This,  however,  is  not  the  case. 

In  the  cases  studied  various  inflammatory  conditions  w^ere  found 
and  the  mucosa  lining  the  cysts  was  found  in  various  conditions  of 
hypertrophy,  softening,  etc. 

The  author's  foetal  case  is  as  follows :  In  the  middle  turbinal  of 
a  four  months'  foetus  he  discovered  a  spot  where  the  mucosa  with 
its  epithelial  layer  dipped  dowm  into  the  hyaline  cartilage,  which  as 
yet  showed  no  signs  of  ossification.  This  he  regards  as  the  begin- 
ning of  a  cyst. 

In  recapitulation,  K.  says : 

"The  bony  cyst  may  originate  during  the  cartilaginous  period  of 
the  foetal  turbinal.  My  case  points  to  the  fourth  month.  I  regard 
them  as  misplaced  ethmoid  cells,  because  the  condition  of  the  internal 
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mucous  lining  is  identical  with  that  of  the  ethmoid  cells.  Their 
mucous  glands  are  gathered  around  the  exit  of  the  cyst.  The  en- 
largement or  thinning  of  their  bony  walls  would  gradually  take  place 
by  resorption  following  a  diminishing  inflammation." 

VlTTUM. 

Endoscopy   of   the   Nose   and    its  Accessory    Sinuses. — Alfred 
HiRSCHMANN  (Berlin) — Archiv.  f.  Laryngol.     Band  xiii  Heft  2. 

In  this  article,  which  is  the  result  of  work  done  on  21  cases  of 
disease  of  the  sinuses,  the  author  uses  a  cystoscope  4  mm.  in  dia- 
meter. The  work  done  was  mainly  in  connection  with  disease  of  the 
maxillary  sinus,  and  the  instrument  was  only  used  for  diagnostic 
purposes.  For  this  reason  it  was  necessary  to  make  only  a  small 
opening  through  the  alveolus  (6  mm.).  Of  course  it  will  require 
much  more  extended  use  of  this  method  to  settle  many  mooted  points, 
but  it  is  of  interest  that  in  one  or  two  instances  where  the  central 
mucosa  was  covered  with  granulations,  the  corresponding  nasal  cav- 
ity was  filled  with  polypi.  On  the  other  hand,  H.  saw  one  case  of 
normal  mucosa  where  the  nasal  cavity  was  filled  with  polyps. 

In  one  case  of  rhinitis  atrophicans  foetida,  the  mucous  lining  of  the 
antrum  was  found  to  be  entirely  normal.  This  case  has  a  hearing 
on  the  mooted  question  of  the  participation  of  the  antrum  in  ozoena. 

The  author  is  convinced  of  the  value  of  this  method  of  examina- 
tion, both  from  a  diagnostic  standpoint,  and  as  a  means  of  scien- 
tifically studying  antral  disease. 

VlTTUM. 

Intranasal  Sarcoma.     Report  of  Three  Cases. — G.  H.  Bicknell — 

Western  Med.  Rev.,  Feb.,  1903. 

The  first  case  was  that  of  a  man  38  years  old.  Suffered  from 
almost  incontrollable  nose-bleed.  A  small,  bluish-gray  tumor,  soft 
and  flabby,  and  bleeding  profusely  on  manipulation  with  a  probe, 
protruded  from  beneath  the  middle  turbinal.  It  was  removed  with  a 
snare,  but  recurred  at  the  end  of  two  months,  when  it  was  removed 
again.  One  month  later  the  same  thing  occurred.  A  week  follow- 
ing, patient  died  of  symptoms  simulating  thrombo-plebitis. 

The  second  case  was  also  in  a  man,  30  years  of  age.  The  growth 
filled  the  right  nostril  causing  deformity  and  pain.  Its  attachment 
was  just  above  the  middle  turbinal.  It  was  dissected  out  and  meas- 
ured two  and  a  half  inches  in  length  and  an  inch  and  a  half  in 
diameter.  No  recurrence  or  trouble  followed  after  a  period  of  four 
years. 
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The  third  case  was  in  a  man  in  whom  the  right  nostril  was  in- 
volved. Three  radical  operations  were  performed.  Recurrence 
has  taken  place  on  the  opposite  side,  but  the  growth  is  slow  in 
growing. 

Stein. 

The  Eye  and  Ear  Complications  of  Measles. — L.  D.  Brose — Ind. 
Med.  Jour.,  March,  1903. 

Preceding  the  outbreak  of  the  skin  eruption  and  occurring  with 
the  prodromal  fever  we  have  the  exanthem  of  the  mucous  membrane 
of  the  eye,  middle  ear,  upper  air  and  oral  passages.  It  consists  of  a 
diffuse  injection  and  intumescence  of  the  mucous  membrane,  with  a 
grouping  of  the  blood  vessel  injection  into  irregular  reddish  patches 
or  spots  and  with  punctiform  extravasations. 

As  the  middle  ear  is  affected  in  most  every  case  of  measles,  the 
author  reviews  the  difference  in  opinion  as  expressed  by  various 
waiters  as  to  the  cause.  Tobeitz,  believing  that  ear  disease  origin- 
ates independently  from  extension  by  continuity  of  tissue,  likens 
it  to  a  form  of  manifestation  of  the  disease  just  as  the  skin  lesion 
is  one.  On  the  other  hand  Wagenhauser  believes  the  trouble  to  exist 
as  a  result  of  extension  of  the  inflammation  from  the  naso-pharynx 
by  way  of  the  Eustachian  tube.  Bezold  holds  a  similar  view  to  that 
of  Tobeitz. 

Bacteriological  examination  of  the  exudate  showed  streptococcus 
sometimes  almost  in  pure  culture. 

Stein. 

A  Case  of  Tracheo-Broncliial  Diphtheria  in  an  Adult;  Tracheot- 
omy; Sudden  Death.  —  M.  P.  Castaing — Revue  Heb.  de 
Laryng.  D'Otol,  et  de  Rhino/.,  May  30,  1903. 

The  patient  was  a  woman  of  41  years,  who  had  developed  pro- 
gressive dyspnoea  for  two  weeks  without  any  preceding  sore  throat. 
On  her  arrival  at  the  hospital,  the  patient  had  great  difficulty  in 
breathing,  and  the  cyanosis  was  so  great  that  it  was  decided  to  per- 
form tracheotomy  at  once.  The  incision  of  the  soft  parts  gave  issue 
to  dark  blood  characteristic  of  asphyxia.  The  introduction  of  the 
canula  was  difficult.  In  a  second  attempt  the  canula  was  inserted, 
but  the  patient  at  once  fell  in  a  respiratory  syncope. 

While  artificial  respiration  was  being  practised,  the  canula  was 
withdrawn  and  the  finger  introduced  into  the  opening,  where  it  met 
with  an  obstruction  occupying  the  whole  trachea.  By  means  of  for- 
ceps a  complete  mould  of  the  trachea  and  of  the  right  bronchus  was 
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easily  removed.     A  second  attempt  brought  out  a  mould  of  the  left 
side,  but,  in  the  meantime  the  heart  had  stopped  beating. 

The  false  membrane  had  the  appearance  of  the  pseudo-membrane 
of  diphtheria,  and  a  bacteriologic  examination  confirmed  the  diag- 
nosis. In  this  case  death  was  due  to  the  crowding  of  the  non-adher- 
ent false  membrane  by  the  end  of  the  canula,  which  caused  a  com- 
plete blocking  of  the  respiratory  passage.  This  is  an  occurrence  not 
unusual  in  children,  but  rare  in  the  adult. 

W.    SCHEPPEGR^LL. 

Treatment  of  Acute  Otitis  Media. — Pierre  Brunel — Revue  Heb, 
de  Laryngol.^  D'  Otol.  et  de  Rhinol.,  June  6,  1903. 

From  his  experience  with  these  cases,  Brunei  offers  the  following 
conclusions : 

1.  Unless  pain  appears,  use  some  method  of  local  bleeding,  and 
as  free  as  possible. 

2.  Before  incising  the  drum,  refrain  from  all  insufflation  of  air 
into  the  middle  ear  in  order  to  avoid  microbian  infection. 

3.  Do  not  be  in  a  hurry  to  practise  paracentesis  ;  do  this  only  in 
case  the  drum  is  sclerotic,  or  if  the  pains  are  intolerable  and  resist  all 
ordinary  methods  of  relief. 

4.  The  drum  having  been  opened,  irrigate  only  with  the  greatest 
gentleness  and  prudence. 

5.  If  the  discharge  is  extremely  abundant,  open  the  antrum,  even 
if  the  apophysis  is  not  painful,  in  order  to  establish  good  drainage, 
to  avoid  complications,  and  obtain  a  rapid  and  radical  cure. 

6.  If  the  apophysis  is  painful,  or  if  the  posterior  superior  border 
of  the  canal  is  affected,  the  antrum  certainly  contains  pus,  and  it  is 
absolutely  necessary  to  open  it.  To  delay  in  such  cases  is  to  expose 
the  patient  to  complications  always  grave  and  frequently  fatal. 

W.  SCHEPPEGRELL. 

The  Cortical  Centres  of  Speecli  and  Smell. —  A.  Onodi  (Budapest) 
— Archiv  f.  Laryngol.      Band  xivHeft  1. 

A  recapitulation  of  the  fine  anatomy  of  the  part  of  the  brain  pre- 
siding over  these  functions,  and  a  discussion  of  various  cases  bearing 
on  the  subject.     The  paper  must  be  read  at  length  to  be  appreciated. 

VlTTUM. 
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THE  TONSIL  AT  BIRTH.* 

BY  HARRIS  PEYTON  MOSHER,  M.D.,  BOSTON. 

Assistant  in  Anatomy,  Harvard  University.     Assistant  Physician  for  Diseases  of  the  Throat  in  the 
Massachusetts  General  Hospital. 

The  plica  triangularis,  as  is  well  known,  is  a  fold  of  mucous  mem- 
brane which  is  reflected  from  the  anterior  pillar  of  the  fauces  onto  the 
tonsil.  It  may  extend  part  way  down  the  anterior  face  of  the  tonsil ; 
it  may  reach  the  bottom  of  the  vertical  axis  of  the  tonsil,  or,  in  cer- 
tain cases,  extend  around  the  tonsil  like  a  sling  and  unite  with  the 
posterior  pillar.  This  fold  is  an  early  foetal  formation.  Behind  it, 
and  above  the  tonsil,  is  a  space  to  which  the  name  supra-tonsillar 
fossa  has  been  given.  This  is  bounded  on  the  outside  by  the  super- 
ior constrictor  muscle  and  above  by  the  soft  palate.  In  the  adult  this 
fossa,  as  measured  with  a  probe,  often  extends  to  the  front  edge  of 
the  anterior  pillar,  down  to  the  root  of  the  lower  jaw  and  up  into  the 
soft  palate.  A  dissecting  room  subject,  .unless  it  has  been  prepared 
with  an  injecting  fluid  which  contains  glycerine  shows  very  little 
trace  of  the  tonsil.  If  the  subject  has  been  injected  in  this  manner, 
the  lymphatic  tissue  of  both  the  faucial  and  the  pharyngeal  tonsil 
stands  out.  I  found  the  supra-tonsillar  fossa  nicely  open  in  three 
such  subjects  and  could  easily  determine  its  size.  The  accompany- 
ing drawing  was  made  from  such  a  specimen.     (See  Fig.  i.) 

In  order  to  determine  the  size  and  form  of  the  plica  triangularis 
and  the  extent  of  the  supra-tonsillar  fossa  at  birth,  I  examined  thir- 


*  From  the  Laboratory  of  the  Anatomical  Department.     Drawings  by  the  Author.     April,  1903. 
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teen  embryos  between  the  ages  of  four  and  five  months,  six  at  five 
months,  six  at  six  months,  two  at  seven  months  and  forty-three  full- 
term  babies.  The  larger  heads  were  sawed  in  halves  while  frozen, 
and  then  thawed  out.  The  fossae  about  the  tonsil  were  determined 
with  a  fine  probe,  a  drawing  made  of  each,  and  the  results  compared 
and  grouped.  The  findings  are  given  in  this  paper.  The  subject 
of  the  paper,  therefore,  is  the  tonsil  at  birth. 

It  is  necessary  to  start  with  a  short  review  of  the  embryology  of 
the  pharynx. 

Embryology.  The  anterior  part  of  the  fore-gut,  the  area  of  the 
pharynx,  enlarges  and  the  hypoblastic  layer  throws  out  five  projec- 
tions on  either  side  from  above  downward.     Opposite  these  bars  the 


The 

Supra-Tonsillar 

Fossa. 


Fig.  I.  Plica  Triangularis. 

Showing  the  extent  of  the  supra -tonsillar  fossse.  The  cadaver  from  which  the  drawing  was  made  had 
been  injected  with  a  fluid  containing  glycerine.  The  tonsillar  tissue  on  the  outer  wall  of  the  fossa  is  well 
shown.     The  soft  palate  as  the  roof  of  this  fossa,  comes  out  clearly. 


epiblast  projects  inward  and  makes  four  clefts  in  the  pharyngeal  wall. 

The  first  arch  is  called  the  mandibular  arch.  From  it  the  upper 
and  lower  jaw  are  developed. 

The  second  arch  is  called  the  anterior-hyoid  arch.  From  it  the 
anterior  pillar  of  the  fauces  and  a  part  of  the  hyoid  bone  are  de- 
veloped. 

The  third  arch  is  called  the  posterior  hyoid  arch.  From  it  are  de- 
veloped the  body  and  greater  cornu  of  the  liyoid  bone,  and  the  pos- 
terior pillar  of  the  fauces.  The  fourth  and  fifth  arches  form  no 
special  structures.     (See  Fig.  II.) 

The  first  cleft,  the  space  between  the  lower  jaw  and  the  hyoid 
bone,  is  called  the  hyo-mandibular  cleft.  From  it  are  developed  the 
Eustachian  tube,  the  middle  ear,  and  the  external  meatus. 
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From  the  second  cleft,  the  space  between  the  second  and  the  third 
arches,  the  fossa  of  Rosenmiiller  and  the  sinus  tonsillaris  are  formed. 
The  former  from  the  upper,  and  the  latter  from  the  lower  part. 

The  palatal  processes  of  the  upper  jaw  grow  inward,  meet  in  the 
median  line  and  form  the  palate.  These  plates  extend  backward, 
cross  the  cleft  between  the  first  and  second  arches  and  divide  the 
foetal  pharynx  into  two  parts.  Above  the  palate  in  the  first  cleft,  the 
Eustachian  tube  is  developed,  behind  it,  developed  from  the  second 
cleft,  is  the  fossa  of  Rosenmiiller.  From  this  second  cleft  also,  but 
below  the  palate,  the  tonsil  develops  in  the  upper  part  of  the  lower 
half,  which  here  has  the  name  of  sinus  tonsillaris.  Some  of  the 
cleft  above  the  tonsil  is  unoccupied  and  gets  the  name  of  the  supra 
tonsillar  fossa. 


4th  and  5th  Arch 

Fig.  II. 

Head  of  embryo  to  sho^v  the  arclies  and  visceral  clefts  and  the  struct- 
ures which,  they  form. 

1st  Arch.  Mandibular  arch. — Upper  part,  Maxillary  arch;  lower  part,  Mandibular  arch.  Incus,  Mal- 
leus, Processus  Gracilis  of  Malleus,  'id  Arch.  Anterior  hyoid  arch. — Stapes,  styloid  process,  stylo-hyoid 
ligament,  lesser  comu  of  hyoid  bone,  anterior  pillars.  3d  Arch.  Posterior  hyoid  arch. — Body  and  greater 
comu  of  hyoid  bone,  posterior  pillars.  The  4th  and  5th  arches  coalesce  with  neighboring  tissues  and  form 
no  special  struaures. 

1st  Cleft.  Outer  part  internal  ear;  inner  part  tympanum.  Eustachian  tube.  2d  Cleft.  Fossa  of  Ros- 
enmiiller, sinus  tonsillaris.     3d  Cleft.    Thymus.     4th  Cleft.     Lateral  lobes  of  thyroid. 


The  faucial  tonsil  arises  from  an  invagination  of  the  hypoblast  in 
the  sinus  tonsillaris.  The  diverticulum  thus  formed  subdivides  and 
lymphoid  tissue  is  formed  around  the  primitive  crypts.  In  early 
foetal  life  the  anterior  pillar  widens  and  extends  backwards,  forming 
a  triangular  fold  partially  covering  the  cleft  in  which  the  tonsil  devel- 
ops. In  this  way  the  anterior  face  of  the  tonsil  and  the  supra-tonsillar 
fossa  may  become  more  or  less  completely  covered  by  the  thin  free 
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border  of  the  fold  or  plica  triangularis.  His  gives  a  slightly  dif- 
ferent version  of  the  formation  of  the  plica.  He  says  that  the  ton- 
sillar cleft  at  the  time  of  closure — four  to  five  months — is  a  shallow 
pouch  bounded  in  front  by  the  anterior  pillar  (from  the  second  arch) 
and  that  the  pouch  is  partly  covered  by  the  uvula  which  is  continued 
onto  the  wall  of  the  pharynx  as  a  fold  called  the  plica  triangularis. 
This  bounds  the  pouch  on  the  dorsal  side.  The  tonsillar  fissures 
branch  at  four  months  and  buds  of  tonsillar  tissue  continue  to  be 
formed  for  a  year  after  birth. 

It  is  necessary  in  this  connection  to  say  a  little  about  the  posterior 
wall  of  the  foetal  pharynx.  (See  Fig.  HI.)  A  forked  elevation 
termed  the  furcula  separates  the  second  and  the  third  arches.  A 
groove  in  the  center  of  this  extends  to  the  entrance  of  the  larynx. 
Immediately  in  front  of  the  furcula,  in  the  angle  between  the  two 
arms  of  the  second  arch  a  tubercle  projects,  the  tubercle  impar.  The 
second  and  third  arches  coalesce  at  their  receding  angles  to  form  one 


rig.  III. 

Inside  of  foetal  pharynx,  showing  arches  and  clefts.     (After  His.) 


structure  with  four  projecting  arms.  These  grow  forward  into  a 
V-shaped  projection  enclosing  the  tubercle  impar  and  making  one 
mass  to  form  the  tongue.  The  epiglottis  is  developed  from  the 
furcula  and  from  it  also  develop  the  aryepiglottic  folds  and  the 
arytenoid  cartilages. 

The  youngest  embryos  which  I  examined  were  between  four  and 
five  months  old.  There  were  thirteen  of  these.  In  them  the  ton- 
sillar cleft  was  not  closed,  but  the  plica  had  long  since  been  formed. 
Fig.  IV.  represents  the  conditions  which  are  found  at  such  a  time. 
The  anterior  pillar  is  at  least  twice  as  wide  as  the  posterior  pillar,  so 
that  the  tonsillar  cleft  is  placed  much  nearer  the  posterior  pillar  than 
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the  anterior.  The  cleft  runs  from  just  below  the  palate  diagonally 
downward  and  backward  to  the  base  of  the  tongue.  The  posterior 
lip  of  the  cleft  is  not  well  marked  and  hard  to  distinguish  from  the 
posterior  pillar.  The  anterior  lip,  on  the  other  hand,  appears  as 
a  very  distinct  edge.  It  may  be  an  even  edge  or  lightly  serrated. 
In  the  majority  of  cases,  about  a  third  of  the  way  down  this  anterior 
edge  a  secondary  fold  separates  from  it  and  runs  obliquely  across  the 
tonsillar  cleft.  This  makes  the  lower  boundary  of  the  tonsil.  Above 
this  division  of  the  anterior  edge  and  in  front  of  the  tonsil  there  is  a 
fossa,  and  below,  between  the  anterior  edge  and  its  offshoot,  there  is 
a  still  more  extensive  fossa,  which  runs  forward  under  the  anterior 
pillar  nearly  to  its  front  border.  By  bearing  in  mind  this  picture  of 
the  tonsillar  cleft  as  it  appears  just  before  closing  time,  the  major- 
ity of  the  forms  which  the  tonsil  assumes  at  birth  are  easily  explained. 
The  reason  for  the  variations  is  found  to  be  the  irregular  deposit  of 
tonsillar  tissue  below  the  secondary  fold  along  the  line  of  the  orig- 


Flg.  IV. 

The  sinus  tonsillaris  before  closure.  Below  the  tonsil  the  anterior  border  of  the  cleft  runs  down  and 
backward  as  a  marked  fold.  Where  this  leaves  the  tonsil  there  is  a  deep  cleft.  A  second  fold  starts  from 
this  fold  and  makes  the  inferior  boundary  of  the  tonsillar  fossa  proi>er. 


inal  cleft,  irregular  closure  of  the  anterior  edge  and  its  offshoot,  and 
irregular  closure  of  the  tonsillar  cleft  as  a  whole. 

I  found  this  foetal  condition  persisting  in  one  head  at  nine  months ; 
it  is  more  common,  however,  to  have  the  anterior  edge  persist  simply 
as  a  fold  running  from  the  lower  anterior  border  of  the  tonsil  down 
and  back  toward  the  base  of  the  tongue.     (See  Fig.  XL) 

The  remnant  of  the  tonsillar  cleft  is  seen  at  birth  as  a  crescent- 
shaped  slit.  It  lies  nearer  the  posterior  pillar  than  the  anterior.  It 
seems  so  much  like  a  reduplication  of  the  posterior  edge  of  the  soft 
palate,  both  in  its  curve  and  direction,  that  one  immediately  thinks 
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of  His's  description  of  the  formation  of  the  plica  by  the  continuation 
of  a  fold  from  the  uvula  onto  the  wall  of  the  pharynx.  Whether  the 
plica  owes  its  formation  to  this  or  to  the  broadening  and  growth  of 
the  anterior  pillar  backward,  the  result  in  either  case  is  the  same, 
and  is  seen  most  plainly  at  birth ;  namely,  the  anterior  pillar  is  fully 
twice  as  wide  as  the  posterior  pillar.  Instead  of  being  three-fourths 
of  a  circle  and  crescent  shaped,  the  tonsillar  opening  may  be  a  com- 
plete circle.  Further,  the  openings  on  the  two  sides,  although  gen- 
erally roughly  similar,  may  be  entirely  different,  both  as  to  form  and 
as  to  size.  Fig.  V.  gives  the  average  condition  of  the  tonsillar 
region  at  birth.  The  figure  gives  also  the  average  measurements. 
In  ten  out  of  forty  heads — one  in  four — the  tonsillar  opening  was 
double.  Occasionally  it  was  double  on  both  sides ;  generally,  how- 
ever, the  double  opening  occurred  on  one  side  only.  Once  I  found 
a  triple  opening. 


Fig.  V. 

Measurements  of  the  tonsillar  region  at  birth. 


The  various  forms  of  double  openings  are  given  in  Fig.  VI. 

The  adult  tonsil  is  placed  on  the  side  wall  of  the  pharynx.  It  is 
attached  to  the  inner  face  of  the  superior  constrictor  muscle  of  the 
pharynx,  a  fascia  intervening.  Its  position  is  vertical.  The  tonsil 
at  birth  is  nearly  horizontal.  The  greater  part  of  it  appears  as  if  at- 
tached to  the  under  side  of  the  soft  palate.  Only  the  outer  edge 
comes  into  relation  with  the  side  wall  of  the  pharynx.  In  order  to 
see  this  the  pharynx  must  be  entered  from  behind.  If  it  is  approach- 
ed in  the  usual  way  from  the  front  by  opening  the  jaws  and  by  de- 
pressing the  base  of  the  tongue  the  pliable  tissue  of  the  soft  palate 
is  stretched  and  the  tonsil  is  pulled  down  onto  the  side  wall  of  the 
pharynx  and  assumes  more  of  the  adult  position.  At  what  age  the 
tonsil  assumes  the  vertical  position  I  do  not  know.  Frozen  sections 
show  that  it  is  vertical  in  the  adult.     In  the  head  of  a  child  of  about 
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two  years  I  found  that  its  position  was  obliquely  horizontal,  not 
frankly  vertical.  The  horizontal  position,  or,  even  the  obliquely 
horizontal  position  makes  the  drainage  of  the  tonsil  better.  Espe- 
cially is  this  true  of  the  supra-tonsillar  fossa.  Frozen  sections  show 
that  the  tonsil  is  closely  applied  to  the  back  of  the  tongue.     The  un- 


Right  tonsil,  double  opening. 


Left  tonsil,  single  opening. 


Double  Openings. 


Right  tonsil,  double  opening. 


Left  tonsil,  single  opening. 


Fig.  VI. 
Forms  of  double  tonsillar  opening. 


dulating  motions  of  the  tongue  in  swallowing  would,  therefore,  tend 
to  empty  the  supra-tonsillar  fossa  and  the  tonsillar  crypts.  In  the 
adult,  on  the  other  hand,  as  the  fossa  is  vertical,  the  movements  of 
swallowing  would  tend  to  shut  the  fossa  like  a  trap. 

The  tonsil  at  birth  is  able  to  assume  the  horizontal  position  with- 
out disturbing  its  relations  to  the  superior  constrictor,  owing  to  the 
fact  that  the  pterygo-maxillary  fossa  is  relatively  large  at  birth  and 
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well  packed  with  fat.     From  this  it  follows  that  the  superior  con- 
strictor readily  folds  inward.     (See  Fig.  VII.) 

In  the  great  majority  of  cases  the  tonsil  at  birth  has  a  distinct 
axis.     This  is  usually  vertical.     It  may  incline  forward  or  back- 


o    » 
Fig.  VII. 

The  soft  palate  at  birth,  showing  the  horizontal  position  of  the  tonsil  and  tonsillar  opening, 
pressing  the  tongue  enough  even  to  make  the  drawing,  the  tonsil  is  pulled  down  a  little. 


Inde- 


ward,  but  the  general  effect  is  still  vertical.  That  is,  it  assumes  the 
vertical  position  when  the  base  of  the  tongue  is  depressed  so  that 
the  tonsil  can  be  examined.  Owing  to  the  horizontal  position  of  the 
undisturbed  tonsil,  the  true  position  of  the  axis  is  transverse.     There 


Vertical  Axis. 


Oblique  Axis. 


Transverse  Axis.  Stellate  Tonsil. 

Fig.  VIII. 

The  dlffereut  forms  of  tonsillar  Axis. 


is  a  row  of  well-marked  crypts  in  front  and  another  behind  the  axis, 
and  then  the  crypts  become  irregular  toward  the  periphery  of  the 
tonsil.  Instead  of  being  vertical  the  axis  is  occasionally  horizontal. 
Again,  no  axis  may  be  present  or  the  tonsillar  openings  may  assume 
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a  Stellate  form.    Fig.  VIII.  illustrates  the  different  forms  of  tonsillar 
axis. 

The  most  interesting  part  of  the  study  of  the  tonsil  at  birth 
is  the  determination  of  the  position  and  size  of  the  fossae 
about  it,  and  the  bearing  which  they  have  on  the  form  of  the  plica 
triangularis  in  the  adult.  Of  late  the  clinical  importance  of  the 
supra-tonsillar  fossa  has  been  well  brought  out.  The  fossa  embryo- 
logically  is  the  space  above  the  tonsil,  bounded  on  the  outside  by  the 
superior  constrictor  muscle  and  in  front  by  the  plica.  The  supra-ton- 
sillar fossa  at  birth  is  usually  small  and  merged  into  a  much  larger 
fossa  which  lies  in  front  of  the  tonsil.  This  anterior  fossa  varies 
greatly.  The  limits  of  variation,  as  I  found  them,  are  best  given  by 
diagrams.  It  was  noticeable  that  where  there  was  a  distinct  axis 
the  lower  edge  of  the  fossa  sprang  from  the  front  of  the  root  of  this 
axis.  This  was  the  case  also,  in  the  few  tonsils  which  had  a  hori- 
zontal axis.     In  the  cases  where  there  was  no  axis  it  was  custom- 


Fig.  IX. 

This  figure  represents  the  form  of  tonsil  which  occurred  the  greatest  number  of  times  in  my  specimens. 
Axis  vertical.     (1)  Anterior  fossa.     (2)  Posterior  fossa. 

ary  to  have  the  lower  edge  of  the  opening  of  the  fossa  leave  the 
crescenic  rim  of  tonsillar  opening  about  a  third  of  the  distance  from 
its  lower  end. 

Back  of  the  axis  in  the  posterior  quadrant  of  the  tonsillar  opening 
there  is  generally  a  second  fossa.  This,  as  a  rule,  opens  from  a 
large  crypt,  and  extends  downward  and  backward.  There  may  be 
two  of  these  small  fossae.  What  might  be  called  a  typical  tonsil  or, 
what  is  better,  the  form  of  tonsil  which  predominated  in  the 
majority  of  my  specimens  was  a  tonsil  with  a  vertical  axis  and  with 
an  anterior  fossa  which  started  from  the  base  of  the  axis  and  ex- 
tended down  toward  the  root  of  the  lower  jaw,  then  forward  toward 
the  front  of  the  anterior  pillar  and  then  up  and  above  the  tonsil. 
(See  Fig.  IX.)  Back  of  the  axis  there  was  a  small  posterior  fossa 
which  opened  from  a  crypt.  The  extent  and  variety  of  these  fossae 
are  given  in  Fig.  X. 
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Right  tonsil.      Axis    vertical.     Anterior    inferior 
fossa  only. 


Left  tonsil.     Anterior  inferior  fossa  only. 


Right  tonsil.    Axis  vertical.     Large  anterior  fossa.        Left  tonsil.     Axis  stellate.     Anterior  fossa  not  as 
Posterior  fossa.  large  as  on  right  side. 


Right  tonsil.    Tonsillar  opening  a  complete  circle.        Left  tonsil.      Tonsillar  opening  in  the  usual   cres- 
Axis    vertical.      Large    anterior    and    posterior  centic  form,  much  larger  than  on  the  right.   An- 

terior fossa.  2  posterior  fossae  starting  from  crypts 


Right   tonsil.     Axis  vertical,  large  opening,  small 
fossa  below,  anterior  and  posterior. 


Left  tonsil.     Axis  vertical.     No  fossae. 


Right  tonsil.     Marked  vertical  ajcis-  almost  a  di-  Left  tonsil.     Broad  vertical  axis,    small    anterior 

vision    into   two  openings;    small   anterior  and  fossa;  small  posterior  fossa  opening  from  crypt, 
small  posterior   fossae. 

FlK.  X. 

The  variations  of  the  fossae  about  the  tonsil. 
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The  anterior  fossa  was  present  in  almost  all  the  specimens  and 
was  present  without  a  posterior  fossa  in  about  half  of  the  cases.  It 
is  on  the  presence  of  these  two  fossae  together  and  on  their  size  that 
the  form  of  the  adult  plica  depends.  If  there  is  the  usual  large  an- 
terior fossa  combined  with  a  large  posterior  fossa  when  the  growth 
of  the  tonsil  is  complete,  there  will  be  a  sling-like  plica  all  round  the 
tonsil.  If,  on  the  other  hand,  there  is  no  posterior  fossa,  or  it  is  very 
small,  the  plica  will  extend  only  to  the  bottom  of  the  tonsil.  Those 
cases  where  the  plica  extends  only  part  way  down  the  anterior  face 
of  the  tonsil  are  accounted  for  by  the  fact  that  there  was  a  small  an- 
terior fossa  originally. 

Both  the  plica  and  the  fossa  made  by  it  have  reached  their  great- 
est size  at  or  before  birth.  This  is  not  so  with  the  tonsil.  The  rela- 
tive increase  in  size  of  the  tonsil  goes  on  for  some  years  after  birth. 
If,  then,  there  is  an  anterior  fossa  which  is  deep  enough  to  ac- 
commodate this  growth,  there  will  be  a  correspondingly  large 
plica.  On  the  other  hand,  if  this  fossa  is  small,  the  tonsil  grows 
away  from  it,  leaves  the  fossa  above,  and  to  a  certain  extent  unbut- 
tons itself  from  it.     The  resulting  plica  is  as  a  consequence,  small. 

Fig.  X.,  showing  large  and  small  fossae,  explains  how  this  can 
happen. 

The  position  of  the  plica  triangularis  in  the  adult  is  almost  at  right 
angles  to  its  position  at  birth.  If  the  pharynx  is  opened  from  behind 
and  the  tongue  depressed,  the  tonsillar  opening  gaps  and  the  plica 
spreads  open,  and  becomes  more  vertical.  This  is  what  happens  as 
growth  goes  on.  The  tonsil,  the  same  as  the  face,  grows  down- 
ward. It  also  grows  inward,  and  to  a  certain  extent  forward.  In 
this  way  the  plica  is  carried  downward  and  inward  and  set  in  place 
by  the  growth  of  the  tonsil  much  the  same  as  the  gib  of  a  boat  is 
filled  out  by  the  wind. 

The  clinical  importance  of  the  supra-tonsillar  fossa  comes  from 
the  fact  that  it  contains  tonsillar  tissue  which  cannot  drain  properly, 
owing  to  the  pouch-like  shape  of  the  fossa.  At  birth  about  a  third 
of  the  tonsil  is  covered  by  the  plica  triangularis.  If  the  plica  is  cut 
away,  it  is  common  to  find  at  the  base  of  the  tonsil  several  large 
crypts  hidden  by  it. 

Fig.  XI.  shows  the  amount  of  tonsillar  tissue  which  is  usually 
hidden  behind  the  plica. 

The  conclusions  which  may  be  drawn  from  the  data  here  collected 
are:  At  birth,  both  the  tonsillar  fossa  and  the  form  of  the  tonsil 
itself  are  very  variable.  This  is  what  one  would  expect  after 
seeing  the  great  diversity  of  the  adult  tonsil.     Irregularity  in  the 
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closure  of  the  tonsillar  cleft  accounts  for  the  greater  number  of  the 
variations,  especially  does  it  explain  the  occurrence  of  double  or 
triple  tonsillar  openings.  These  multiple  openings  probably  explain 
the  lobulation  of  the  tonsil  into  two  or  even  three  lobes.  The  ton- 
sillar opening  is  found  to  be  double  in  one-fourth  of  the  cases. 
What  might  be  called  the  typical  tonsil  has  a  vertical  axis  with  an 
anterior  fossa  starting  from  the  root  of  the  axis  and  a  posterior  fossa 
which  starts  back  of  the  axis  from  the  opening  of  a  follicle.  The  an- 
terior fossa  is  practically  always  present.  In  about  half  of  the  cases 
the  posterior  fossa  is  absent.     The  extent  of  these  two  fossae  ex- 


rig.  XI. 

Showing  the  amount  of  tonsil  covered  by  the  plica  (dark  shading) .  In  this  specimen  a  marked  fold, 
the  remnant  of  the  anterior  edge  of  the  tonsillar  cleft,  runs  downward  and  backward  from  the  tonsillar 
opening. 

plain  the  size  and  the  attachment  of  the  plica  triangularis  on  the 
adult  tonsil,  why  in  one  case  the  plica  extends  only  half  way  down 
the  front  face  of  the  tonsil  and  why  in  another  case  it  extends  com- 
pletely round  the  tonsil  to  the  posterior  pillar.  The  tonsil  shares  in 
the  general  downward  growth  of  the  face.  At  birth  the  tonsillar 
opening  and  the  tonsil  are  practically  horizontal.  The  tonsil  at  such 
a  time  is  more  a  part  of  the  palate  than  of  the  wall  of  the  pharynx. 
Owing  to  the  growth  of  the  face  downward  the  tonsil  also  grows 
downward,  forward  and  inward.  As  a  result  of  this  the  plica  is  car- 
ried from  a  horizontal  to  a  vertical  position.  The  supra-tonsillar 
fossa  undergoes  a  like  change  of  position. 


ADENOID  GROWTHS  WITH  SPECIAL  REFERENCE 
TO  ADULT  CONDITIONS.* 

BY   JAMES  E.    LOGAN,    M.D.,   KANSAS   CITY,    MO. 
Professor  of  Laryngology  and  Clinical  Otology  in  the  University  Medical  College,  Kansas  City,  Mo. 

It  is  not  the  purpose  of  this  paper  to  enter  into  any  detailed 
account  of  the  causes,  pathology,  symptoms,  nor  treatment  of 
adenoid  vegetations,  but  to  bring  to  the  minds  of  its  hearers  a  few 
points  of  interest  not  hitherto  dwelt  upon  at  any  length  by  those  who 
have  contributed  to  its  literature.  Brevity  will  of  necessity  be  a 
virtue  by  reason  of  the  lack  of  information  available.  A  careful 
search  through  text-books  and  journals  covering  a  period  of  twenty 
years  gives  us  but  little  data  touching  the  points  we  desire  to  bring 
to  your  attention.  Not  that  what  we  may  say  carries  with  it  any- 
thing new,  but  we  hope  to  interest  you  in  some  phases  of  the  subject 
that  have  not  been  deemed  as  important  as  we  believe  they  deserve. 
The  early  recognition  of  this  growth  by  the  general  practitioner 
claims  especial  emphasis.  Not  many  years  ago  the  family  physician 
knew  but  little  of  this  trouble.  Children  in  countless  numbers  were 
brought  to  them  exhibiting  distressing  symptoms,  such  as  turbulent 
sleep,  mouth  breathing,  contracted  chest  walls,  middle  ear  abscesses, 
impoverished  blood,  and  many  other  attendant  ills  without  their 
being  able  to  recognize  the  condition.  To-day  this  state  of  affairs 
does  not  exist  to  such  an  extent.  However,  we  believe  that  even 
now  our  younger  members  of  the  profession  are  not  taught  suffi- 
ciently well  the  importance  of  thorough  examination  in  every  case 
where  the  slightest  possibility  of  this  malady  exists.  When  we 
look  back  over  our  early  experience  in  epidemics  of  scarlet  fever, 
measles,  and  diphtheria,  and  contemplate  the  many  sequela;  we  tried 
so  hard  to  avoid,  we  cannot  fail  to  appreciate  our  lack  of  knowledge 
and  our  causes  of  failure.  Few  of  us,  if  any,  ever  thought  of  disin- 
fecting a  naso-pharynx.  Seldom,  if  ever,  did  we  realize  that  in  this 
locality  were  bred  and  cultivated  the  very  germs  of  this  wide-spread 
infection.  It  might  be  well  to  consider  here  the  part  played  by  the 
gland  of  the  vault  and  oro-pharynx  in  the  propagation  of  germ 
diseases  occurring  in  childhood.  Among  the  very  first  evidences  of 
infection  in  any  of  the  exanthemata  are  inflammations  of  the  nasal 
and  pharyngeal  mucous  membranes.     Why  then  is  it  not  reasonable 


*  Read  before  the  American  Laryngological  Society,  held  at  Washington,  D.  C,  May  12,  13  and 
14,  1903. 

829 


830  LOGAN  :  ADENOID  GROWTHS. 

to  believe  that  here  exists  the  culture  beds  of  these  bacteria?  If  this 
be  true,  then  might  it  not  be  possible  to  lend  valuable  aid  in  the 
prevention  of  these  diseases  by  ridding  the  individual  of  the  soil  in 
which  this  infection  is  developed?  In  the  light  of  our  own  experi- 
ence we  believe  this  can  be  accomplished.  To  state  the  point  more 
clearly,  we  believe  that  the  early  recognition  of  these  enlarged  and 
pathological  lymphoid  glands,  and  their  removal,  will  lend  great 
assistance  in  the  prevention  of  such  diseases  as  measles,  scarlet  fever, 
chicken-pox,  and  we  may  add  diphtheria  and  probably  pneumonia. 

If  in  our  enthusiasm  we  have  reckoned  too  far  in  what  we  have 
just  said,  we  believe  that  every  laryngologist  will  concur  in  the 
statement  that  most  of  the  distressing  middle  ear  sequelae  attending 
these  diseases  may  be  averted  by  proper  attention  directed  to  this 
locality.  The  general  practitioner  should  carefully  examine  every 
child  for  adenoids  whenever  he  has  reason  to  believe  they  have 
been  exposed  to  any  of  the  diseases  before  named,  and  should  insist 
upon  their  removal  if  present.  This  can  be  done  without  subjecting 
the  patient  to  any  danger  so  serious  as  would  occur  if  left  unattended. 
If  this  opportunity  is  not  afforded  during  the  period  of  incubation, 
then  he  should  resort  to  proper  cleansing  and  disinfection  of  the 
parts  in  the  hope  of  preventing  infection  of  the  middle  ear. 

Another  important  point  we  desire  to  call  to  your  attention,  is  the 
co-existence  of  enlarged  faucial  tonsils  and  adenoids  in  children. 
A  careful  examination  of  many  hundreds  of  cases  reveals  the  fact 
that  with  very  few  exceptions,  where  we  found  enlarged  faucial 
tonsils  there  existed  the  same  condition  in  the  vault.  Our  records 
show  but  few  exceptions,  so  few  indeed  that  we  are  forced  to  accept 
it  as  the  rule ;  on  the  contrary,  we  have  seen  many  cases,  exhibiting 
large  pharyngeal  hypertrophies  with  faucial  glands  very  small  if 
not  entirely  absent.  An  explanation  of  this  may  be  founded  on  an 
embryological  fact  that  the  pharyngeal  tissue  develops  first  and 
arrest  closely  follows  in  the  glands  below.  This  might  be  of  value 
to  the  practitioner  if  he  would  realize  that  the  condition  of  die  faucial 
glands  is  an  index  to  what  exists  above.  It  would  also  guard  against 
the  oft-repeated  neglect  of  removing  what  appears  below  as  offend- 
ing, leaving  the  real  disturbance  unattended. 

We  now  come  to  a  phase  of  this  subject  which  we  believe  to  be 
of  great  importance,  viz.,  adenoids  in  adults,  or  more  properly 
speaking,  pathological  conditions  of  the  lymphoid  tissue  in  the  adult 
vault.  It  is  our  belief  that  the  lack  of  proper  diagnosis  in  those 
cases  accounts  for  our  lack  of  success  in  the  management  of  many 
intractable  diseases  of  the .  upper  air  passages  and  middle  ear — 
indeed  many  persistent  affections  of  the  pharynx,  larynx  and  bron- 
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chial  tubes  might  find  a  remote  cause  in  this  condition.  The  oval- 
shaped  fibrous  mass  at  the  junction  of  the  occiput  and  sphenoidal 
body  is  too  often  overlooked  or  passed  by  as  unoffending.  Too 
often  we  fail  to  use  our  probe,  that  by  using,  we  may  find  beneath 
this  resisting  cover,  a  mass  of  diseased  lymphoid  tissue,  widi  pockets 
lined  with  pyogenic  membrane,  pouring  out  their  material  laden 
with  all  kinds  of  infectious  bacteria. 

Much  ha'S  been  written  upon  this  condition  in  child  life,  but  sel- 
dom do  we  find  more  than  occasional  mention  of  its  existence  in 
matured  age.  Delavan  in  an  article  appearing  in  the  New  York 
Medical  Journal,  Oct.  12,  1889,  referred  to  cases  he  had  seen  that 
had  persisted  through  childhood  to  middle  life,  and  in  some  the 
hypertrophy  had  apparently  developed  after  puberty,  especially  in 
women  of  stout  figure  who  had  suffered  from  catarrh  of  the  upper 
air  passages  and  dyspepsia.  He  observed  that  singers  were  espe- 
cially liable  to  this  condition.  W.  Meyer  in  his  analysis  of  102  cases, 
found  but  eight  affected  after  the  twenty-fifth  year.  Bosworth 
found  but  four  after  the  thirtieth  year  in  seventy-five  cases  reported. 

Hallat  reported  a  few  cases  in  adults  between  the  ages  of  eighteen 
and  twenty-five  years,  and  suggests  that  in  a  great  many  cases  over 
twenty  years  of  age  there  are  adenoids  that  require  operation. 

At  a  meeting  of  the  French  Laryngological  Congress  in  1890, 
Raulin  of  Marseilles  called  attention  to  the  existence  and  rela- 
tive frequency  of  adenoid  growths  in  adult  age,  and  we  ask  the 
indulgence  of  our  hearers  while  we  quote  at  length  the  report  made 
of  his  remarks  by  the  Journal  of  Laryngology  and  Rhinology  in 
the  July  number  of  that  year. 

"Observed  in  persons  of  forty,  fifty,  sixty  and  even  of  seventy 
years,  they  date  generally  from  childhood,  as  is  proved  by  recollection, 
osseous  deformity  of  the  head,  and  by  the  chronicity  of  the  trouble 
of  hearing.  Formed  most  frequently  by  the  hypertrophy  of  a  single 
group  of  closed  follicles — it  may  be  of  the  pharyngeal  tonsil  or  of 
that  of  the  fossae  of  Rosenmiiller — these  tumors  are  surrounded  by 
traces  of  their  congeners,  which  have  not  escaped  as  they  have,  atro- 
phy and  retrogression.  The  symptoms  are  of  little  importance ;  respi- 
ratory troubles  are  absent,  or,  if  present  are  due  to  the  passive  con- 
gestion of  the  cavernous  tissue  of  the  turbinated  bones.  The  patients 
complain,  in  the  majority  of  cases,  either  of  naso-pharyngeal  catarrh 
or  of  deafness.  This  last  symptom  is  in  no  way  influenced  by  the 
destruction  of  the  growths,  on  account  of  the  long  continuance  of 
the  lesions  of  th^  middle-ear.  The  most  advantageous  treatment  is 
by  removal  with  different  kinds  of  adenotomes;  ablation  is  more 
completely  effected  than  with  the  forceps,  with  which  it  is  not  pos- 
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sible  to  seize  the  more  or  less  atrophied  remains  of  growth  which 
surround  the  tumor." 

Haight  of  Qiicago,  in  a  paper  read  before  the  sixth  International 
Otological  Congress  in  London,  Aug.,  1899,  entitled,  "Naso- Pharyn- 
geal Adenoids  as  a  Causation  Factor  in  Ear  Diseases,"  stated  that 
he  had  operated  upon  patients  over  sixty  years  of  age,  and  had  often 
removed  them  in  patients  between  the  ages  of  thirty  and  forty  years. 

Careful  search  through  the  literature  on  this  subject  covering  a 
period  of  over  twenty  years,  fails  to  find  more  than  a  passing  notice, 
suggesting  always  that  such  conditions  are  very  rare  and  bearing 
little  clinical  importance.  In  the  experience  of  the  writer  the  reverse 
condition  predominates.  The  child  may  pass  through  its  early  life 
carrying  with  it  the  many  ills  attendant  upon  an  overcrowded  vault, 
without  results  so  serious  as  to  endanger  its  life,  or  subsequent 
usefulness.  With  all  of  these,  and  more,  are  the  ills  of  those  who 
have  suffered  through  infancy,  youth,  adult  life,  and  even  to  old  age. 
Were  we  to  enter  into  a  detailed  account  of  the  cases  we  herein 
report,  it  would  unfold  history  of  great  suffering,  great  privation 
and  much  mental  anguish.  We  have  in  mind  a  fair  example  in  a 
man  who  consulted  us.  He  gave  a  history  of  repeated  attacks  of 
middle  ear  inflammation  in  childhood — difficulty  in  breathing,  ina- 
bility to  obtain  an  education  in  keeping  with  his  ambition,  gradually 
increasing  deafness  with  every  cold.  At  the  age  of  twenty  he 
'sought  medical  attention,  and  so  continued  with  varying  success 
until  he  had  about  given  up  all  hope  of  relief.  At  the  time  of  his 
visit  to  us,  his  condition  was  as  he  remarked  "unbearable,"  unable 
to  attend  to  his  business,  stayed  away  from  his  friends,  cared  not  to 
attend  a  theatre  or  church,  in  fact  never  thought  of  going  to  such 
places.  Examination  revealed  no  watch  hearing  except  when  placed 
on  mastoid.  Every  test  negative  save  bone  conduction.  Distressing 
tinnitus  at  times — not  constant — marked  retraction  of  drumheads, 
ossicular  chain  crowded  high  into  the  attic,  thickening  and  evidences 
of  old  inflammation  in  Schrapnell's  membrane — beginning  evidences 
of  labyrinthine  tension.  Examination  of  the  nose  and  naso-pharynx 
proved  this  to  be  the  evil  cause.  With  hypertrophy  of  all  the  tur- 
binal  bodies,  and  a  vault  filled  with  a  large  mass  of  lymphoid  and 
fibrous  tissue,  you  will  all  agree  with  me  that  this  was  not,  to  say 
the  least,  a  promising  case  for  prognosis.  After  performing  the 
various  necessary  operations,  and  conducting  a  treatment  consisting 
of  Eustachian  catheterizations,  bougies,  and  aural  massage,  etc., 
through  a  period  of  nearly  three  years,  we  are  glad  to  report  that 
this  patient  is  able  to  conduct  his  business  with  comparative  comfort, 
and  can  hear  ordinary  conversation  at  a  fairly  long  range.     Other 
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histories  might  be  recited  that  were  just  as  unfavorable,  and  just  as 
interesting;  some  in  which  results  were  most  gratifying,  while  in 
others  our  efforts  were  without  appreciable  avail.  An  interesting 
question  just  here  suggests  itself — Do  pharyngeal  tonsils  when  once 
pathologic,  tend  to  atrophy?  The  history  of  all  these  cases  herein 
reported,  brought  out  the  fact  of  difficulty  more  or  less  severe,  begin- 
ning in  early  life.  Most  every  case  dated  back  to  measles,  scarlet 
fever,  small-pox,  or  diphtheria  as  the  occasion  of  greatest  severity. 

In  the  light  of  our  experience,  we  believe  that  when  once  this 
tissue  becomes  diseased,  it  rarely  atrophies.  It  may  and  does 
diminish  in  size  in  many  cases,  but  whenever  established  as  a  diseased 
process  it  seldom  disappears  except  by  removal.  To  define  our  posi- 
tion more  clearly,  if  the  child  in  whom  hypertrophies  on  the  vault 
exist  is  the  victim  of  any  pathological  process  sufficiently  severe  to 
establish  trophic  changes  in  the  structure  of  the  gland,  then  there  is 
little  likelihood  of  its  disappearance  at  puberty.  To  draw  conclu- 
sions more  closely,  we  believe  that  in  nearly  every  case  of  hypertro- 
phied  vault  tissues  where  measles,  scarlet  fever  or  diphtheria  has 
intervened,  we  will  find  evidences  of  this  hypertrophied  gland  in 
adult  life.  From  clinical  experience  we  are  constrained  to  differ  with 
those  who  believe  that  these  conditions  begin  in  patients  of  mature 
age.  In  none  of  the  cases  under  our  observation  have  we  ever  failed 
to  obtain  a  fairly  definite  history  of  early  involvement. 

Of  the  sixty-five  cases  we  have  to  report,  thirty-five  were  males 
and  thirty  were  females.  Thirty-two  occurred  between  the  ages  of 
twenty-five  and  thirty-five  years.  Twenty-nine  between  ihirty-five 
and  forty-five,  and  four  between  forty-five  and  fifty-two  years. 
Fifty-four  had  co-existing  nasal  hypertrophies  of  varying  severity. 
Three  had  atrophy  of  nasal  membrane.  In  two  the  atrophic  process 
was  found  in  both  nostrils;  in  one  it  existed  only  upon  one  side — 
the  left.  It  is  interesting  to  note  that  in  this  case  last  mentioned,  the 
vault  tissue  appeared  as  a  cicatricial  mass  with  a  band  of  adhesion 
extending  from  the  fossa  of  Rossenmuller  to  the  posterior  Eustachian 
lip.  The  patient  exhibited  marked  deafness  in  the  left  ear,  greatly 
in  excess  of  that  existing  in  the  right.  Removal  of  this  scar  tissue 
brought  about  a  noticeable  improvement  in  hearing  power. 

Forty-seven  of  the  sixty-five  suffered  from  some  form  of  middle 
ear  disease.  Nine  exhibited  chronic  suppurative  otitis  media  in  one 
or  both  ears.  Twenty-three  had  had  recurrent  attacks  of  acute 
catarrhal  or  suppurative  otitis  media.  Twenty-two  showed  pro- 
gressive deafness  dependent  upon  sclerotic  changes  undergone  in  the 
conducting  media. 

The  results  obtained  in  a  large  per  cent,  of  these  cases  were  not 
in  keeping  with  the  statement  of  Raulin,  who  said  that  the  deafness 
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attending  these  growths  was  in  no  way  influenced  by  their  removal. 
Three  of  the  nine  cases  of  chronic  suppurative  otitis  media  were 
reheved  without  additional  operative  interference  directed  to  the  ears, 
other  than  proper  attention  to  cleanliness  by  antiseptic  irrigations 
and  such  measures  as  would  establish  thorough  drainage  and  ven- 
tilation of  tympanum.  Four  were  benefited  to  the  extent  that  recur- 
rent attacks -of  suppuration  have  been  very  infrequent,  appearing 
only  during  acute  inflammation  of  nasal  and  naso-pharyngeal  mucous 
membranes.  In  two  the  aural  conditions  were  of  such  severity  that 
removal  of  the  pharyngeal  growth  was  performed  only  to  further  aid 
the  results  to  be  obtained  from  a  complete  cleaning  out  of  the  con- 
tents of  the  middle  ear.  Of  the  twenty-three  cases  with  recurrent 
acute  attacks  of  catarrhal  and  muco-purulent  inflammations  of  one 
or  both  ears,  twelve,  or  about  fifty  per  cent.,  have  had  as  yet  no 
subsequent  return,  and  the  existing  deafness  improved  in  degree  pro- 
portionate to  the  amount  of  permanent  injury  to  the  affected  organs. 
In  the  twenty-two  exhibiting  sclerotic  changes  in  the  conducting 
media,  our  results  were  less  gratifying.  These  cases  are  usually  of 
such  long  standing,  and  degenerative  process  so  extensive,  that  but 
little  improvement  results  from  any  line  of  treatment. 

Notwithstanding  the  fact  that  an  unfavorable  prognosis  in  these 
cases  must  be  made,  nevertheless  it  is  our  duty  to  rid  the  sufferers 
of  these  disturbances  in  the  hope  of  arresting  the  progress  of  their 
unfortunate  disease. 

We  ask  your  further  indulgence  while  we  summarize  the  points 
desired  to  be  brought  out  by  this  paper. 

First. — The  early  recognition  of  adenoid  growths  in  children  by 
the  general  practitioner. 

Second. — Prompt  removal  when  so  extensive  as  to  interfere  with 
the  development  of  the  child,  and  especially  when  the  patient  has 
been  exposed  to  any  of  the  exanthemata. 

Third. — When  present  in  patients  suffering  from  the  above  erup- 
tive diseases,  attentipn  must  be  directed  to  proper  disinfection  of  the 
pharyngeal  vault. 

Fourth. — In  patients  exhibiting  enlarged  faucial  glands  there  gen- 
erally exists  hypertrophies  in  the  vault — the  reverse  condition  does 
not  always  obtain. 

Fifth. — That  hypertrophies  of  the  pharyngeal  glands  in  adults  is 
not  a  rare  condition,  and  that  as  a  rule  it  is  dependent  upon  patho- 
logical changes  during  childhood,  and  not  developed  after  puberty. 

Sixth. — That  operative  interference  is  warranted  in  every  instance 
not  only  to  relieve  existing  dependent  conditions,  but  to  prevent 
impending  complications. 


GANGRENE   OF  THE   TONSIL.* 

BY   CHARLES   W.   RICHARDSON,   M.D.,   WASHINGTON,  D.    C. 

Gangrenous  destruction  of  the  tissues  of  the  fauces  is  of  such  an 
infrequent  occurrence  that  I  thought  such  a  case  worthy  of  presen- 
tation before  this  association. 

In  looking  over  the  Hterature  on  gangrenous  destruction  of  fau- 
cial  tissue,  excepting  of  diphtheritic  origin,  I  find  an  unusually 
small  number  recorded.  In  my  experience  this,  the  case  which  I 
now  report  to  you,  has  been  the  first  which  I  have  ever  seen. 

On  March  1st  I  was  called  in  consultation  to  see  a  patient  resid- 
ing about  nine  miles  from  Washington.  It  was  late  in  the  after- 
noon when  I  reached  the  patient's  house,  and  was  nearly  an  hour 
later  before  the  consultants  were  with  me. 

On  the  presentation  of  the  case  to  me  by  one  of  the  consultants, 
and  carefully  going  over  the  history  and  the  temperature  sheets,  I 
could  see  at  once  that  the  case,  whatever  might  be  its  cause,  was 
one  of  extreme  sepsis.  The  history  as  presented  to  me  is  as  fol- 
lows: 

The  patient  was  a  man  of  robust  physique,  of  forty-five  years  of 
age,  addicted  to  excesses.  About  ten  days  before,  he  had  returned 
from  a  trip  to  the  North,  at  which  time  he  had  been  using  alco- 
holics to  excess.  When  he  first  came  under  the  observation  of  the 
physicians  in  charge,  he  had  considerable  difficulty  in  swallowing, 
marked  infiltration  of  the  right  side  of  the  neck,  with  other  char- 
acteristic symptoms  of  quinsy.  In  a  couple  of  days  it  was  stated 
that  the  patient  had  a  discharge  of  pus  from  the  nose  and  mouth, 
with  which  there  was  a  subsidence  of  the  swelling  in  the  right  side 
of  the  neck,  a  restoration  to  the  normal  voice,  no  further  difficulty 
in  deglutition,  and  the  restoration  of  the  ability  to  open  the  mouth 
freely  and  widely.  About  two  days  thereafter,  the  physician  in 
charge  saw  what  he  supposed  to  be  some  white  spots  on  the  right 
tonsil.  He  then  thought  that  the  case  was  probably  one  of  diphtheria, 
although  there  was  a  doubt  in  his  own  mind.  Nevertheless,  the 
next  day  he  administered  3,000  units  of  antitoxin.  On  the  second 
day  thereafter,  there  were  3,000  more  units  given,  and  between  that 
and  the  dav  I  saw  him,  he  received,  in  all,  16,000  units  of  antitoxin. 


*  Read  at  the  Twenty- fifth  Annual  Congress  of  the  American  Laryngological  Association,  held 
at  Washington,  D.C.,  May  12,  13  and  14,  1903. 


836 


RICHARDSON  :   GANGRENE   OF    THE   TONSIL. 


Even  under  this  repeated  use  of  antitoxin,  there  was  no  improve- 
ment in  the  patient's  condition.  He  gradually,  but  progressively, 
grew  worse.  On  the  ninth  day  of  his  illness  the  patient  became 
delirious,  and  on  the  tenth,  and  last  day,  I  was  called  in  consultation. 

At  this  time,  the  patient's  temperature  was  102;  his  pulse  120, 
soft  and  compressible,  and  he  was  in  a  muttering  delirum.  On 
inspection,  which  was  comparatively  easy  for  one  in  a  delirium, 
and  in  such  a  serious  condition,  I  was  first  struck  by  the  absence 
of  the  characteristic  diphtheritic  odor  of  the  breath,  and  was  im- 
pressed by  the  peculiar  odor  which  is  due  to  sloughing  tissue.  On 
depressing  the  tongue,  I  was  quite  unprepared  for  the  sight  which 
I  observed.  On  the  right  side,  the  tonsil,  the  anterior  and  the 
posterior  pillar,  and  as  far  down  in  the  pharynx  as  I  could  see,  was 
one  continuous  mass  of  greyish,  brownish  slough.  The  left  side 
and  the  curtain  were  perfectly  normal.  I  particularly  noticed  the 
fact  that  there  had  already  formed  a  complete  line  of  separation  be- 
tween the  necrotic  and  the  normal  tissue.  The  examination  was 
prolonged  until  a  careful  and  thorough  inspection  was  made  of  the 
diseased  area,  and  both  the  consultants  had  examined  it  with  the 
same  care.  On  consideration  of  the  case,  they  both  told  me  that 
the  first  they  had  noticed  of  the  -sloughing  was  the  day  before 
when  there  was  a  narrow  white  line  of  diseased  tissue,  but,  from 
the  complete  line  of  separation,  I  was  rather  inclined  to  believe 
that  their  examination  was  not  as  perfect  a  one  as  had  been  made 
by  me.  The  patient  was  in  extremis  and  died  two  hours  after  I 
first  saw  him. 

In  ^consideration  of  this  case,  as  to  its  nature  and  the  cause  of 
the  gangrene,  there  are  several  interesting  points  to  decide.  The 
long  distance  from  the  city,  the  tedious  trip  out  and  back,  made  it 
impossible,  on  account  of  want  of  facilities,  to  do  anything  in  a 
bacteriological  way.  I  was,  unfortunately,  not  supplied  with  cul- 
ture tubes  or  glasses  to  make  smears.  This,  of  course,  makes  the 
case  rather  incomplete  as  to  its  bacteriological  study.  Unfortu- 
nately, our  consultants  had  made  no  bacteriological  examination 
for  the  bacilli  of  diphtheria ;  but  from  the  fact  that  antitoxin  had 
been  so  inefficacious,  and  from  the  clinical  history  of  the  case,  T 
think  we  can  exclude  the  possibility  of  diphtheria  playing  any 
role  in  regard  to  its  etiology. 

Of  course,  not  having  made  any  smears,  it  is  impossible  to  ex- 
clude the  spirillum  as  an  etiological  factor,  but  the  amount  of  de- 
struction, the  extent  of  destruction,  and  the  depth  of  the  necrotic 
tissue   would   seem   almost  to   exclude   this   possible  origin.     If   it 
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were  a  case  of  spirillum  infection,  it  was  certainly  a  most  marked 
manifestation  of  this  condition. 

It  seems  to  me  that  the  most  possible  and  plausible  origin  of 
this  destructive  process  is  as  follows : 

In  the  first  place,  the  patient  evidently  had  a  quinsy,  which  was 
attended  with  considerable  infiltration  of  the  peritonsilar  tissues, 
the  infection  being  due,  in  all  probability,  to  the  streptococcus. 
This  invasion  being  of  such  an  intense  nature,  it  resulted  in  the 
gangrenous  destruction  of  the  surrounding  tissues.  It  is  also  pos- 
sible that  the  invasion  and  raising  of  the  tissues,  due  to  the  accu- 
mulation of  pus,  had  caused  an  occlusion  of  the  tonsilar  and 
ascending  pharyngeal  arteries,  thus  adding  to  the  impairment  of 
the  nutrition  of  the  tissues  and  allowing  the  infected  agents  to 
more  thoroughly  do  their  work. 


Arguments  Favorable  to  the  Specificity  and  Contagion  of  Atro- 
phic Rhinitis ;  Six  Cases  in  One  Family;  Prophylaxis  and 
Treatment  of  Ozaena. — M.  L.  Vaquier — Archiv  Jnternat.  de 
Laryngol.  D'Otol.  et  de  RhinoL,  No.  6,  Nov.-Dec,  1902. 

The  author  reports  six  cases  of  ozaense  which  made  its  appearance 
in  the  children  of  one  family. 

Vaquier  claims  that  osseous  atrophy  is  secondary  in  such  cases. 
Michel,  of  Cologne,  believes  in  a  preceding  sinusitis ;  Cozzoline  that 
scrofula  plays  an  important  pathologic  role.  Vaquier  thinks  that 
such  theories  ought  to  give  place  to  the  microbian  which  explains 
better  the  transmission,  that  is  to  say,  the  contagion. 

The  microbe  of  Lowenberg-Abel  is  well  known.  Perez  describes 
the  bacillus  fetidus  ozaense,  which  has  a  special  predilection  for  the 
mucous  membrane. 

Vaquier  believes  in  the  specificity  and  contagiousness  of  ozena  and 
from  this  theory  gives  his  directions  as  to  prophylaxis ;  not  to  let 
children  sleep  in  the  same  bed  with  affected  cases ;  limit*  the  use  of 
handkerchiefs ;  disinfect  linen,  tow^els,  etc.,  that  may  be  infected ;  ex- 
amine the  nurses. 

The  treatment  consists  in  stimulating  the  mucous  membrane ; 
spraying  with  silver  nitrate  solutions,  hot  nasal  douches,  either  sim- 
ple or  medicated,  followed  by  medicated  vaseline  to  the  mucous  mem- 
brane. The  use  of  serotherapy,  vibratory  massage,  electrolysis  and 
even  thermal  baths. 

The  method  of  paraffin  injections  practiced  by  Dr.  Moure  is  also 

useful.  W.  SCHEPPEGRELL. 


A   SYNOPSIS   OF   MY   FIRST   HUNDRED   MASTOID 
OPERATIONS.* 

BY  C.  BAECK,  M.D.^  ST.  LOUIS. 

Although  larger  statistics  have  been  published,  it  is  at  times  bene- 
ficial to  review  the  subject  from  the  standpoint  of  personal  ex- 
periences. These  cases  form  a  continual  series,  operated  within  the 
fourteen  years  from  March  1887,  to  January  1901.  Most  of  them 
were  patients  in  private  practice,  and  the  majority  were  operated  in 
residences,  the  others  in  hospitals. 

STATISTICS. 

Of  the  100  cases,  91  recovered  and  9  ended  fatally. 

There  was  a  slight  preponderance  of  the  left  side  over  the  right, 
the  left  being  affected  51  and  the  right  49  times. 

The  ages  varied  from  4  months  to  63  years;  42  were  below  the 
age  of  15,  among  them  5  babies. 

Two  cases  were  "primary"  mastoiditis,  without  previous  involve- 
ment of  the  middle  ear. 

Bezold's  form  was  encountered  twice. 

Cholesteatoma  was  found  in  5  instances. 

Caries  with  exfoliation  of  the  entire  labyrinth  occurred  once. 

For  osteo-sclerosis  one  operation  was  performed. 

Subperiostial  abscess  was  present  at  the  time  of  the  operation, 
14  times. 

Facial  paralysis  was  met  with  in  5  cases. 

The  healing  process  required  4  weeks  in  the  shortest  instance, 
and  nearly  6  months  in  the  longest. 

Subsequent  operations  became  necessary  in  6  cases ;  a  second  in 
4,  and  a  second  and  third  one  in  2. 

Erysipelas  followed  the  operation  twice,  both  cases  ending  in  re- 
covery. 

The  intracranial  complications  were  as  follows : 

Subdural  abscess,  2. 

Sinus  thrombosis,  5. 

Brain  abscess,  3. 

Meningitis,  4;  among  them  2  were  tubercular. 

In  one  of  the  above  cases  there  was  sinus  thrombosis  and  cere- 
bellar abscess  present. 


*  Read  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Oto-Larj'ngology, 
held  at  Indianapolis,  Ind.,  April  !»,  10  and  11,  1903. 
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Of  the  nine  cases  that  ended  fatally,  none  died  from  the  effects 
of  the  operation;  all  of  them  were  cases  with  intracranial  com- 
plication. The  latter  were :  Sinus  thrombosis  twice,  once  com- 
plicated with  a  deep  cervical  abscess.  Osteophlebitic  pyemia  without 
sinus  thrombosis,  once.  Abscess  of  the  brain,  twice.  Meningitis, 
four  times. 

A  number  of  these  cases  were  seen  in  the  eighties,  before  the 
era  of  intracranial  surgery  for  ear  complications,  which  has  devel- 
oped since  1890,  and  therefore  no  attempt  was  made  to  go  beyond 
the  mastoid  proper.  In  five  of  the  nine  cases  a  post-mortem  was 
held  by  me.  At  the  end  of  the  article  will  be  given  a  report  of 
the  cases  with  intracranial  complications,  both  the  fatal  ones  and 
those  which  recovered. 

The  affections  of  the  babies  (below  one  year  of  age)  were  all 
acute  cases,  most  of  them  robust  children  otherwise.  All  made 
a  quick  recovery,  and  the  after-treatment  was  less  unpleasant  than 
expected. 

In  the  two  cases  designated  as  "primary  mastoiditi-s"  the  closest 
examination  failed  to  reveal  the  presence  of  an  otitis  media.  In 
both,  the  abscess  was  located  in  the  outer  mastoid  cells ;  the  antrum 
was  opened,  but  found  intact.  These  cases  might  be  classed  as 
osteomyelitis  of  the  temporal  bone. 

The  percentage  of  Bezold's  form  seems  to  correspond  to  the  ex- 
perience of  others.  That  the  drainage  in  these  cases  is  difficult,  is 
well  known. 

The  five  cholesteatomata  form  a  small  percentage,  whilst  they 
form  a  considerable  one  in  European  clinics. 

The  case  of  caries  with  exfoliation  of  the  entire  labyrinth  was 
reported  in  full  at  the  meeting  of  the  American  Medical  Associa- 
tion at  Milwaukee,  in  1893. 

A  typical  instance  of  "osteosclerosis"  was  met  with  once. 
A  lawyer  from  Kansas  had  had  an  acute  suppuration  of  the 
middle  ear  several  months  before  he  came  to  St.  Louis.  Accord- 
ing to  his  statement,  the  mastoid  region  was  at  one  time  tender  on 
pressure  and  somewhat  swollen  during  the  height  of  the  otitis.  Al- 
though the  latter  healed  under  treatment  by  his  physician,  a  severe 
pain  in  the  mastoid  region  had  persisted.  This  was  constant, 
robbed  him  of  sleep,  and  caused  in  time  a  severe  melancholic  de- 
pression of  mind.  On  his  arrival,  I  found  the  tympanic  membrane 
normal,  with  the  exception  of  a  cicatrix.  Hearing  nearly  normal. 
No  swelling,  no  redness,  no  pain  on  pressure  upon  mastoid;  only 
the  mentioned  severe  neuralgia.  The  diagnosis  "osteosclerosis"  was 
confirmed  by  the  operation.     The   entire  mastoid   was   eburnised, 
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with  a  minute  antrum  left.  The  operation  gave  immediate  and 
permanent  rehef.    This  coincides  with  the  experiences  of  others. 

Of  the  five  facial  paralyses,  two  were  present  when  seen  for  the 
first  time.  One  of  these  recovered  entirely  within  one  year;  the 
other  one  improved  slowly.  The  patient  was  a  boy  of  four  years 
when  operated  in  1889,  and  now  at  the  age  of  eighteen  shows  hardly 
a  trace.  The  third  occurred  in  the  case  of  caries  just  mentioned, 
during  the  period  of  exfoliation  of  the  sequestrum.  The  paralysis 
was  quite  a  complete  one  for  some  time ;  gradually  the  upper  branch, 
controlling  the  orbicularis  muscle,  regained  its  power,  so  that  the 
eye  can  now  be  closed  nearly  as  well  as  the  other.  The  lower 
branch,  however,  shows  a  considerable  paresis  still.  The  fourth 
and  fifth  cases  were  due  to  operative  procedure.  One  was  a  mild 
paresis,  after  the  evacuation  of  a  subdijral  abscess.  Contrary  to 
expectations,  it  receded  very  slowly,  and  now,  after  the  lapse  of 
over  two  years,  the  last  remnants  show  themselves  at  the  angle 
of  the  mouth,  during  the  act  of  laughing.  The  other  occurred 
during  the  second  operation  for  a  large  cholesteatoma  with  cerebral 
symptoms,  performed  after  the  radical  method.  The  palsy  was  total 
for  some  weeks;  then  the  upper  branch  recovered  slowly,  so  that 
the  eye  can  be  closed  now  with  an  effort,  while  the  lower  part  of 
the  face  of  that  side  is  still,  after  six  years,  nearly  entirely  paralyzed. 
I  have  dwelt  at  length  on  these  cases  and  their  course,  because  all 
of  them  have  been  seen  at  intervals  up  to  now,  a  rare  occurrence, 
as  they  are  usually  lost  sight  of. 

I  have  not  included  among  the  foregoing,  an  instance  of  facial 
paralysis,  where  an  erroneous  diagnosis  was  made  as  to  its  cause. 
There  was  present  a  chronic  otorrhea  and  facial  paresis,  but  no 
tenderness  or  swelling  over  the  mastoid.  It  was  supposed  that  a 
carious  process  in  the  neighborhood  of  the  Fallopian  canal  caused 
the  affection  of  the  nerve ;  the  mastoid  was  opened  but  found  intact. 
The  patient,  died  about  half  a  year  afterwards  and  the  post-mortem 
revealed  sarcoma  of  the  brain.  The  paralysis  had  been  a  central  one. 

By  ''subsequent"  operations  I  do  not  understand  the  repeated 
Scraping  out,  removal  of  sequestra,  etc.,  before  the  closure  of  the 
primary  wound,  but  instances,  where  the  patients  had  been  dis- 
missed and  returned  years  later  with  a  mastoid  affection  of  the  same 
side.  Apropos  to  this  I  would  like  to  report  a  rather  remarkable 
history. 

A.  S. — The  girl  was  first  seen,  when  9  months  old,  on  March  20, 
1892.  After  an  otitis  media  of  one  week's  standing,  a  typical 
mastoiditis  had  developed.  As  it  did  not  recede  under  the  usual 
methods,  I  operated  on  April  3,  1892.     Small  amount  of  pus  and 
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detritus,  mainly  in  outer  mastoid  cells.  The  healing  was  normal,  the 
wound  was  closed  on  May  23,  1892.  The  discharge  from  the  ear  had 
ceased  prior  to  that.  The  child  was  in  perfect  health  during  the 
next  three  years. 

In  March,  1895,  an  acute  otitis  developed  in  the  same  ear.  In 
spite  of  an  immediate  paracentesis,  the  mastoid  became  involved 
again  very  rapidly,  and  was  opened  the  second  time  on  March  28, 
1895.  Again  normal  healing.  Suppuration  from  the  middle  ear 
ceased  about  May  15 ;  mastoid  wound  was  closed  on  June  2,  1895. 
Hearing,  just  as  good  as  on  the  other  side.  The  child  was  robust 
and  well  developed.  It  was  seen  at  intervals  and  the  ear  as  well  as 
the  mastoid  remained  in  good  condition  for  the  next  4  years. 

In  April,  1899,  the  course  of  1895  repeated  itself.  Earache  for 
just  one  night.  When  I  was  called  the  next  morning,  I  found  the 
symptoms  of  an  otitis  media  and  the  old  scar  on  the  mastoid  already 
somewhat  red.  In  spite  of  an  immediate  paracentesis,  the  mastoid 
symptoms  developed  so  rapidly,  that  I  had  to  open  it  for  the  third 
time  on  April  9,  1899.  A  small  amount  of  fluid  pus  was  found,  besides 
granulations  and  cheesy  masses.  The  cavity  was  cleared  with  the 
utmost  care  and  every  focus  of  softened  bone  was  curetted.  The 
detritus  removed  was  sent  to  a  bacteriologist  to  be  examined  for 
tubercle  bacilli.  He  reported  a  negative  finding.  The  wound  was 
again  closed  June  22,  1899,  the  otorrhea  having  ceased.  Hearing 
about  2/3. 

In  May,  1900,  the  family  desired  to  make  a  trip  to  Europe,  and 
brought  the  child  to- me  a  week  before  their  departure.  It  was  in 
very  good  general  health,  mastoid  perfectly  sound ;  drum  membrane 
of  normal  appearance,  hearing  about  as  good  as  in  the  other. 
Therefore,  I  saw  no  reason  why  they  could  not  take  the  child 
along.  After  being  six  days  on  the  ocean,  the  same  course  as  in  '95 
and  '99  took  place.  When  they  arrived  at  Bremen,  they  consulted  a 
physician  at  once,  who  advised  them  to  proceed  to  Berlin.  There 
the  child  was  operated  immediately  by  one  of  the'  foremost 
specialists,  but  died  3  days  later.  According  to  the  history  given 
by  the  father,  infective  lateral  sinus  thrombosis  was  the  cause  of  the 
fatal  end. 

There  is  still  doubt  in  my  mind,  whether  or  not  this  case  was  of 
a  tuberculous  nature.  The  negative  findings  of  the  carious  masses 
mentioned,  does  not,  of  course,  exclude  it.  At  one  time,  during  '99, 
there  was  some  cough  and  the  family  physician  diagnosed  an  infil- 
tration of  the  apex  of  the  right  lung.  The  examination  of  the 
sputum,  however,  also  proved  negative,  and  the  cough  ceased  en- 
tirely after  several  weeks.     There  is  no  tuberculosis  in  the  family 
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of  the  father  and  a  very  distant  one  in  that  of  the  mother.  The 
other  two  children  of  the  family  are  perfectly  healthy. 

In  the  two  cases,  where  erysipelas  followed  the  operation,  the 
latter  had  to  be  performed  in  a  hurry,  in  private  houses,  and  with 
unclean  surroundings. 

The  histories  of  the  14  cases  of  intracranial  complication  are  as 
follows : 

The  two  patients  with  "subdural  abscess"  recovered.  In  one  of 
them,  an  intracranial  afifection  was  suspected,  in  the  other  it  was 
found  unexpectedly. 

Case  14. — M.  R.,  set.  63.  Very  violent  otitis  media  but  with  spon- 
taneous perforation.  When  seen  several  weeks  later,  he  presented 
the  typical  symptoms  of  an  acute  mastoid  abscess  and  was  in  a 
comatose  condition.  The  hearing  in  the  affected  ear  apparently 
entirely  gone.  No  changes  in  fundus  of  either  eye.  Operation  next 
day.  External  shell  of  bone  4  mm.  thick  and  very  dense.  Antrum 
filled  with  pus.  Tegmen  antri  greenish,  discolored  and  partially 
destroyed.  Above  it,  an  abscess  cavity,  1/2  cm.  in  diameter.  Clear- 
ing; regular  recovery. 

Case  93. — A.  O.,  set.  35.  Chronic  otorrhea  of  about  15  years 
standing.  Middle  ear  filled  by  granulations,  and  chronic  mastoid 
affection,  but  no  cerebral  symptoms.  The  operation  revealed  large 
destruction  of  the  bone,  close  to  the  lateral  sinus ;  and  the  tegmen 
antri  w^anting  to  a  large  extent,  especially  in  the  direction  of  the 
tegmen  tympani.  A  subdural  cavity  contained  nearly  a  teaspoonful 
of  exceedingly  fetid  pus,  which  caused  suspicion  of  a  cerebral 
abscess,  but  careful  probing  could  not  detect  a  perforation  of  the 
dura  mater.  During  the  healing  process,  a  portion  of  the  bone 
around  the  Fallopian  canal  became  necrotic,  and  its  extraction  was 
followed  by  a  mild  facial  paresis,  with  a  very  slow  recovery,  as 
stated  above. 

Of  the  five  cases  classed  under  the  head  of  sinus  thrombosis,  one 
which  was  not  operated  upon,  ended  fatally.  This  was  rather  an 
instance  of  otitic  pyemia  as  there  was  no  thrombus  found  in  the 
sinus  at  the  post-mortem.  (Case  43.)  The  other  four  were 
operated  upon,  and  two  recovered.  Of  the  two  which  succumbed, 
one  was  operated  at  too  late  a  stage,  and  the  other  one  died  really 
from  an  unrecognized  deep  cervical  abscess. 

Case  43. — J.  R.,  set.  23.  Influenza  and  pneumonia  for  three 
weeks.  The  right  ear  had  been  running  for  a  short  time  before  the 
influenza  set  in  (possibly  the  first  localization  of  the  disease).  Dur- 
ing its  course  the  left  ear  began  to  discharge  also.  As  there  had 
never  been  any  pain  in  the  right  ear,  there  was  no  particular  atten- 
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tion  paid  to  it  until  mastoid  symptoms  had  developed.  When  seen 
in  consultation  with  the  family  physician,  the  mastoid  region  was 
red  and  edematous.  The  upper  posterior  wall  of  the  external  canal 
was  sagging  to  such  an  extent  that  the  swelling  closed  its  lumen 
nearly  entirely.     Severe  pain  in  mastoid  region  and  the  entire  head. 

Operation  next  morning.  Bone  sclerosed;  outer  shtli  exceed- 
ingly hard  and  dense.  No  cavities  until  the  antrum  was  reached. 
In  this  fluid  pus  was  encountered  and  a  communication  was  found 
connecting  with  the  abscess  cavity  projecting  into  the  external 
auditory  canal.     Free  communication  with  tympanum. 

For  the  first  three  days,  the  course  was  a  good  one.  Free  from 
pain.  Temperature  fell  below  100°  F.  Was  sitting  up  on  the 
second  day. 

On  the  fourth  day  he  had  a  chill.  Temperature  rose  to  104°  F. 
Wound  carefully  inspected  without  unusual  findings.  Temperature 
fell  and  was  normal  after  36  hours.  It  remained  so  for  the  next  5 
days,  then  another  sudden'  chill  took  place,  the  temperature  rose  to 
104  2-3°  F.  in  two  hours,  accompanied  by  profuse  sweating.  Dur- 
ing the  next  few  days,  the  temperature  did  not  sink  below  102°  F., 
frequent  chills  and  vomiting.  For  the  last  two  days  severe  pain  and 
some  swelling  in  left  shoulder  joint  and  elbow  joint.  Patient  grew 
weaker  and  weaker  and  died  two  wrecks  after  operation. 

Autopsy — Entire  temporal  bone  removed.  No  thrombus  in  lateral 
sinus.  The  blood  in  it  was  fluid,  but  mixed  with  some  minute  par- 
ticles of  pus.  The  bone  separating  it  from  the  wound  was  in  its 
thinnest  part  2  mm.  thick,  dense,  and  healthy  looking.  The  entire 
petro-mastoid  bone  was  of  hard,  ivory  like  consistency,  but 
traversed  by  a  number  of  wide  veins  filled  with  fluid  pus.  Contents 
of  the  cranial  .cavity  normal.  In  this  instance,  an  opening  of  the 
sinus  could  hardly  have  saved  the  patient. 

The  next  two  cases  have  been  published  in  my  article,  **Two 
Cases  of  Opening  of  the  Lateral  Sinus  for  Infective  Thrombosis," 
with  a  table  of  operations  performed  previous  to  1897.  (Annals  of 
Otol.,  etc.,  1897.) 

Case  45. — J.  K.,  set.  26.  H\mgarian  by  birth.  Patient  had  since 
childhood,  left-sided  otorrhea,  the  cause  of  which  was  unknown  to 
him.  No  treatment  had  been  resorted  to,  as  he  experienced  no  pain. 
Three  years  ago  he  was  seized  with  a  very  violent  pain  in  the  ear, 
for  which  he  was  treated  by  a  specialist  for  about  four  weeks. 
Since  then,  a  somewhat  fetid  discharge  has  persisted,  but  no  pain 
until  recently. 

Patient  first  consulted  me  on  January  15,  1894,  because  of  pain  in 
the  ear  for  three  or  four  days  preceding.     He  is  of  medium  size  and 
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fairly  well  nourished.  Right  ear  normal.  Left  ear,  foul  smelling 
discharge  in  moderate  quantity.  After  cleansing,  the  walls  of  the 
external  canal  were  found  to  be  somewhat  swollen,  the  tympanic 
membrane  gone,  and  the  middle  ear  completely  filled  with  small 
polypi  and  granulation  tissue.  The  region  over  the  mastoid  showed 
no  swelling,  but  was  somewhat  tender  on  pressure.  Temperature 
100°  R 

In  consequence  of  careful  cleansing  with  antiseptics  for  about  a 
week  the  pain  subsided,  and  the  temperature  fell  to  normal. 

I  then  removed  two  of  the  largest  polypi  with  the  snare ;  but  find- 
ing the  entire  middle  ear  filled  with  granulations,  proposed  an  evac- 
uation of  the  cavities  by  an  operation  through  the  mastoid.  As  the 
patient  felt  very  well  at  the  time,  he  declined,  and  I  saw  him  only 
once  or  twice  within  the  next  two  weeks.  On  February  17,  I  was 
called  to  see  him  at  his  residence.  He  was  confined  to  bed,  com- 
plaining of  severe  pain  in  the  entire  left  side  of  the  head.  He  had 
had  chills  and  rigors  for  two  days,  and  had  vomited  two  or  three 
times.  Temperature  100,  pulse  100.  The  region  over  the  mastoid 
was  somewhat  swollen,  and  the  tenderness  on  pressure  was  more 
pronounced.  I  informed  him  that  an  operation  was  urgent,  and 
sent  him  to  the  hospital  the  same  afternoon. 

Operation,  (Stacke's),  February  18th. — Immediately  after  the  re- 
moval of  the  external  table,  fetid  pus  was  found.  The  antrum  was 
exposed,  and  found  filled  with  granulation  tissue  and  pus.  A  por- 
tion of  the  posterior  wall  of  the  external  canal  was  then  removed, 
so  that  the  canal,  antrum  and  tympanum  formed  one  large  cavity, 
from  which  the  foul  smelling  pus  and  abundant  granulation  tissue 
were  carefully  removed.  Only  small  portions  of  the  ossicles  re- 
mained. The  tegmen  tympani  and  antri  were  found  healthy,  but 
the  bone  in  the  region  of  the  lateral  sinus  seemed  somewhat  dis- 
colored, so  that  I  stated  at  the  close  of  the  operation  that,  if  the 
symptoms  did  not  subside  rapidly,  opening  of  the  sinus  would  be 
indicated. 

After  the  operation  the  patient  felt  relatively  well  and  the  temper- 
ature did  not  reach  100°.  However,  during  the  next  two  days  it 
rose  to  between  103  and  105,  the  pulse  varying  between  80  and  112. 

He  complained  of  headache  and  had  a  chill.  There  was  no  paresis 
nor  any  material  change  in  the  fundus  of  the  eyes.  The  general 
condition  and  curve  of  temperature  were  typical  for  systemic  pyemic 
infection.     Therefore, 

Opening  of  the  lateral  sinus,  February  21,  in  its  sigmoid  portion, 
from  the  cavity  in  the  mastoid.     An  oblong  piece  of  bone,  (discol- 
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ored  as  before  described)  nearly  one  inch  long  and  one-third  of  an 
inch  wide  was  removed  by  careful  chiselling  and  forceps.  Some  pus 
and  granulations  were  found  between  it  and  the  exposed  wall  of  the 
sinu»,  which  was  also  discolored.  The  sinus  was  then  punctured 
with  an  exploring  needle  and  found  thrombosed.  An  incision  in  its 
wall,  as  long  as  the  opening  in  the  bone  was  then  made,  and  a  large 
softened  purulent  thrombus  removed.  The  cavity  was  then  gently 
cleansed  with  a  blunt  spoon  as  far  as  practicable,  first  downw^ard, 
then  upward.  There  was  no  hemorrhage  from  the  lower,  and  only 
a  moderate  one  from  the  upper  end.  As  soon  as  this  appeared  the 
sinu5  was  closed  by  compressing  its  walls  with  antiseptic  gauze  and 
the  hemorrhage  easily  checked. 

Subsequent  course — The  expectation  of  checking  the  further  in- 
fection of  the  system  was  not  realized.  While  on  the  next  day  he 
had  no  chills  (temperature  below  100),  and  felt  some  better,  on  the 
following  day  he  became  'worse,  the  symptoms  beginning  with  a 
chill.  The  temperature  again  rose  to  104  2-5,  pulse  became  fre- 
quent, pain  appeared  in  different  joints,  and,  in  short,  he  presented 
for  the  next  two  days  the  typical  picture  of  an  even  more  serious 
pyemic  infection. 

The  area  over  the  jugular  vein  on  the  neck  had  been  regularly 
examined  since  his  entrance  into  the  hospital,  but  it  was  never  pain- 
ful, and  no  thickening  nor  stringiness  indicating  thrombosis  of  the 
jugular  vein  could  ever  be  detected.  For  the  continuance  of  the 
septic  state  there  seemed  to  be  but  one  explanation,  viz.,  that  the 
septic  thrombus  had  already  reached  the  bulb  of  the  jugular,  and 
had  not  been  entirely  removed.  It  was  accordingly  decided  to  li- 
gate  the  jugular  vein,  an  operation  which  was  done  by  Dr.  A.  C. 
Bernays,  on  the  24th.  The  vein  was  filled  with  normal  blood;  no 
sign  of  thrombosis.  It  was  ligated  in  two  places  and  cut  between 
the  ligatures. 

The  ligation  did  not  have  the  desired  effect,  as  the  pyemic  state 
continued.  Frequent  and  profuse  perspirations,  pain  in  the  joints 
and  high  temperature  weakened  the  patient  more  and  more.  He  be- 
came delirious,  then  somnolent,  and  finally  fell  into  deep  coma,  and 
exitus  lethalis  ensued  on  the  15th  of  March.  The  temperature  dur- 
ing the  last  two  weeks  ranged  between  101  and  105,  pulse  between 
110  and  130. 

The  wound  in  the  mastoid  and  sinus  was  throughout  in  the  nor- 
mal condition  of  an  undisturbed  healing  process. 

Post  Mortem — The  skull  was  opened  in  the  usual  way.  The  con- 
tents did  not  present  any  pathological  appearance,  and  the  brain 
was  intact.     There  was  no  lepto-meningitis,  nor  any  trace  of  pachy- 
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meningitis.  The  dura  mater  covering  the  temporal  bone  was  per- 
fectly normal  throughout.  The  inner  wall  of  the  lateral  sinus  in  its 
sigmoid  portion  was  of  normal  appearance,  half  transparent,  so  that 
the  defect  in  the  bone  due  to  the  operation  could  be  plainly  seen 
through  it.  Upward,  in  its  horizontal  portion,  the  sinus  was  closed 
for  about  one  inch,  its  walls  being  soldered,  as  it  were.  Downward, 
in  the  end  of  the  sigmoid  portion,  it  was  patent  for  about  half  an 
inch,  but  further  down  it  was  firmly  soldered.  The  jugular  vein  be- 
tween the  bulbus  and  the  ligature  was  filled  with  a  healthy  throm- 
bus which  showed  no  disintegration,  and  which  was  without  doubt 
the  consequence  of  the  ligature.  No  thrombus  was  present  in'  any 
other  of  the  dural  sinuses.  Thus  far,  the  post-mortem  findings  did 
not  offer  any  explanation  for  the  continuance  of  the  pyemic  state 
after  the  two  operations  and  the  conclusion  arrived  at  at  this  time 
was,  that  the  infection  had  become  too  general  to  be  overcome  by 
obliteration  of  its  foci.  And  it  was  rather  accidentally,  than  other- 
wise, that  the  true  cause  was  discovered.  Owing  to  the  pressure  of 
time  I  did  not  at  first  intend  to  remove  the  temporal  bone  in  order 
to  preserve  the  specimen,  but  afterward  decided  on  doing  so,  and 
during  this  procedure,  after  the  big  muscular  layers  on  the  posterior 
portion  of  the  neck  had  been  divided,  we  found  a  large  abscess  un- 
der the  deep  fascia  of  the  neck  below  the  splenius  capitis  and  levator 
scapulae  in  the  posterior  cervical  triangle.  The  abscess  contained 
about  two  tablespoon fuls  of  exceedingly  fetid  pus.  The  digastric 
fossa  was  free  from  pus. 

About  an  inch  and  a  half  upward^  direct  communication  could  be 
traced  between  the  abscess  and  the  lateral  sinus  through  a  very  large 
mastoid  foramen.  This  abscess  was  without  doubt  the  cause  of 
the  continued  pyema  and  fatal  termination.  No  symptoms 
pointed  to  its  existence  during  life.  No  redness,  no  swelling,  no 
pain  in  the  region.  There  is  no  doubt  that  its  recognition  and  sur- 
gical treatment  would  have  saved  the  life  of  the  patient.  Not  as  an 
excuse,  but  simply  as  a  matter  of  fact,  I  will  state  that  the  patient 
had  been  seen  daily,  not  only  by  myself,  but  by  the  aforementioned 
surgeon,  and  also  by  one  of  the  most  careful  diagnosticians  in  our 
city.  In  spite  of  repeated  consultations,  the  real  focus  of  the  pye- 
mic infection  was  not  discovered  until  the  post-mortem  examination 
and  even  then  was  almost  overlooked. 

Case  52. — Geo.  G.,  aged  26.  Fell  from  a  wagon,  striking  upon 
his  head,  on  May  3,  1895.  He  at  once  became  unconscious  and  was 
removed  to  the  city  hospital,  where  he  lay  in  this  condition  for  three 
days.  His  right  foot,  both  hips,  and  the  right  side  were  bruised.  A 
superficial  scalp  wound  running  longitudinally  for  about  an  \\\c\\,  was 
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found,  one  and  one-half  inches  above  the  right  auricle.  There  was 
considerable  hemorrhage  from  the  right  ear,  which  continued  for  a 
week  and  a  half.  The  wounds  were  dressed  and  healed.  The  ear 
was  cleansed  with  hydrogen  peroxide  and  the  patient  dismissed  from 
the  city  hospital  on  May  24. 

When  he  had  arrived  home,  he  complained  of  dizziness,  and  acted 
and  spoke  in  a  manner  indicating  to  his  relatives  that  he  was  any- 
thing but  well. 

I  first  saw  the  patient  on  the  following  day,  and  found  the  condi- 
tion present  as  follows :  Patient  felt  dizzy,  his  sensorium  was  be- 
numbed, answered  slowly,  and  sometimes  not  at  all.  No  difficulty  in 
articulation.  Xo  paresis  nor  paralysis.  Had  had  a  rigor  and  chill 
the  day  before,  and  one  that  day.  Temperature  102,  pulse  106. 
There  was  a  fetid  discharge  from  the  right  ear.  The  walls  of  the 
external  canal  were  so  swollen,  especially  the  posterior  and  upper, 
that  no  part  of  the  tympanic  membrane  could  be  seen.  The  auricle 
projected  outward  and  there  was  considerable  painful  edematous 
swelling  over  the  mastoid  region. 

Diagnosis : — Fracture  through  temporal  bone  and  tympanum,  oti- 
tis media,  and  secondary  infection  of  fracture-line  from  the  otitis. 

Operation  May  26th. — The  fracture-line  in  the  squamous  portion 
of  the  temporal  bone  was  easily  visible  after  detachment  of  the 
periosteum,  passing  from  behind  forward  and  downward.  Directly 
below  the  outer  lamella  of  bone,  and  in  the  line  of  the  fracture,  there 
was  an  abscess  as  large  as  a  bean.  The  antrum  was  found  free.  After 
cleansing  of  the  cavities,  some  pus  was  noticed  oozing  slowly 
through  a  fine  opening  in  the  posterior  wall  of  the  cavity,  which  sep- 
arated this  from  the  lateral  sinus.  The  bone  was  removed,  a  piece 
about  three-fourths  of  an  inch  long  and  one-third  of  an  inch  wide. 
The  wall  of  the  sinus  presented  an  irregularly  oblong  opening. 
I  am  unable  to  decide  whether  this  was  due  to  a  violation  dur- 
ing chiselling,  or  to  the  fracture.  No  hemorrhage  ensued,  as  the 
sinus  was  filled  with  a  thrombus.  The  opening  in  the  wall  of  thie 
sinus  was  enlarged,  and  the  thrombus,  which  was  softened  and  cov- 
ered with  pus,  was  removed.  A  small  hemorrhage  resulted.  After 
a  careful  cleansing  upward  and  downward  with  a  blunt  spoon,  the 
walls  of  the  sinus  were  compressed  with  gauze. 

May  27.  Patient  had  had  no  chill,  was  more  rational,  but  still 
somewhat  drowsy.  Temperature  below  100  since  operation.  Pulse 
never  over  88. 

June  1.  Temperature  rose,  for  the  only  time  during  after  treat- 
ment, to  103  3-5,  but  fell  rapidly  after  change  of  dressing.  The  re- 
covery was  otherwise  an  uninterrupted  one.     The  patient  became 
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perfectly  rational  four  days  after  the  operation.  The  wound  was 
closed  and  the  patient  dismissed  on  June  26. 

The  discharge  from  the  ear  had  ceased,  and  the  perforation  in  the 
tympanic  membrane  had  closed  prior  .to  that  date.  Hearing  one- 
half  at  dismissal. 

Patient  has  been  recently  heard  from,  and  is  and  has  been  per- 
fectly well  since  the  operation. 

Epicrisis. — Case  45  has  been  reported  so  minutely,  because  it  is 
very  instructive,  and  little  needs  to  be  added.  Whether  or  not 
the  destructive  process  had  invaded  the  lateral  sinus  at  the  time  I 
proposed  the  evacuation  of  the  mastoid  cavities,  and  whether  or  not 
the  fatal  termination  could  have  been  prevented  by  an  operation  at 
that  date,  is  of  course  an  open  question.  It  would  have  been  more 
advisable  to  open  the  sinus  at  once  after  the  mastoid  operation,  and 
I  shall  certainly  proceed  on  that  line  in  future  cases. 

The  other  case  is  interesting  on  account  of  its  course.  The  fall 
caused  a  fracture  of  the  temporal  bone,  extending  near  or  possibly 
into,  the  lateral  sinus,  and  also  ruptured  the  tympanic  membrane. 
The  open  tympanum  was  not  protected  sufficiently,  and  infective 
suppuration  set  in.  From  this  focus  the  infection  spread  along  the 
fracture-line,  causing  there  at  one  point  a  small  abscess,  finally 
reaching  the  sinus. 

Case  78. — S.  S.,  set.  37.  Since  childhood,  otorrhea  in  right  ear. 
Seen  first  in  November,  1898.  Profuse  fetid  discharge.  Middle 
ear  filled  with  granulations.  Severe  headaches  and  dizziness  for 
two  weeks.  Staggered  slightly  and  was  not  able  to  walk  straight. 
Mastoid  region  slightly  swollen  and  tender  on  pressure.  Advised 
an  immediate  operation,  but  patient  did  not  return. 

On  February  22,  1899,  was  called  to  the  hospital  to  see  patient. 
He  had  been  treated  in  the  meantime  at  a  dispensary,  and  had  been 
able  to  work  from  time  to  time.  For  the  last  two  weeks,  he  had 
been  confined  to  his  bed. 

Patient  was  very  weak  and  emaciated,  and  presented  the  typical  pic- 
ture of  pyemia.  Temperature  over  104°  F.  Profuse  sweating. 
Severe  headaches  in  occiput.  Cough.  (House  physician  found 
consolidation  of  a  part  of  the  left  lower  lobe  of  the  lungs.) 

Operation  next  day.  After  cleaning  the  mastoid  and  iuiddle  ear 
(Stacke's  operation),  the  sinus  was  laid  bare  by  an  oval  opening, 
about  one  cm.  in  length.  The  bone  covering  the  sinus  was  discol- 
ored and  disintegrated.  The  sinus  seemed  to  pulsate  at  times.  Of 
two  explorative  punctures,  the  first  was  negative  while  the  second 
drew  pus.  The  opening  in  the  bony  wall  was  then  enlarged  by  the 
forceps  to  35  mm.  and  a  corresponding  incision  was  made  into  the 
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membranous  wall.  The  sinus  was  filled  with  a  fetid,  decomposed 
clot.  It  was  cleared  upwards  until  free  hemorrhage  ensued;  then 
downwards  into  the  bulb  of  the  jugular  vein.  Moderate  hemorr- 
hage from  this  side.  As  there  had  been  no  indication  of  involve- 
ment of  the  jugular  vein,  it  was  not  ligated. 

The  progress  was  a  favorable  one  for  the  following  three  weeks. 
He  had  no  chills  any  longer,  and  not  much  pain.  The  temperature 
fell  to  normal.  Then  secondary  abscesses  commenced  to  develop 
on  cheek  and  neck,  one  after  the  other.  At  the  same  time,  there  was 
a  severe  pain  on  the  vertex  of  the  skull  in  an  antero-posterior  line, 
spontaneous  as  well  as  on  the  slightest  touch.  The  diagnosis  of 
involvement  of  the  longitudinal  sinus  was  made.  Chills  became 
more  and  more  frequent,  temperature  remained  a  constantly  high 
one;  cough  increased  considerably  and  finally  a  comatose  state  de- 
veloped which  ended  fatally  5  weeks  after  the  operation.  No  post- 
mortem permitted. 

Case  94.— L.  A.,  plasterer,  ^et.  55.  Was  seen  on  Oct.  17,  1900.  He 
gave  the  following  history :  Otitis  in  May.  Pain  in  ear,  then  run- 
ning. Went  to  a  dispensary  for  four  weeks,  in  August.  Always 
pain  in  that  side  of  the  head,  increasing  regularly;  for  .last  two 
weeks  so  severe  that  he  could  not  sleep. 

October  17,  1900.  No  discharge  from  the  ear.  No  perforation 
of  tympanum,  but  considerable  thickening.  W^atch  i.  c,  not  much 
better  in  right  ear.  Mastoid  region  swollen  and  edematous,  auri- 
cles standing  out;  severe  pain  on  pressure.  Advised  operation  at 
once;  patient  did  not  consent;  ordered  ice,  etc.  Patient  called  two 
days  later  but  missed  me  and  was  not  seen  for  the  next  two  weeks. 

October  30,  1900.  Excruciating  pains  in  the  head,  chiefly  at  night, 
so  that  he  had  hardly  slept  since ;  considerable  remission  during  day 
time;  did  even  work  two  days  ago.  Headache  was  felt  in  whole 
head,  but  referred  mainly  to  the  occiput.  fTouch  and  pressure 
everywhere  in  back  of  head  exceedingly  painful.  Condition  of  ear 
and  mastoid  same  as  when  seen  at  first.  Temperature  below  100. 
Stated  that  he  had  never  had  a  chill,  that  he  sometimes  felt  dizzy, 
but  not  at  this  time.  Nothing  abnormal  was  noticed  in  his  gait, 
although  a  special  examination  as  to  this  point  was  not  made,  as  no 
brain  abscess  was  suspected. 

October  31,  1900.  Operation  under  narcosis.  Immediately  after 
the  incision  there  was  noticed,  at  its  upper  and  posterior  end,  a  small 
fistula  in  the  bone.  The  exploration  of  this  was  postponed  until 
later  in  the  operation.  First,  the  mastoid  was  opened.  Pus  imme- 
diately below  outer  shell.  Very  large  cavity  filled  with  pus  and 
detritus,  especially  downwards  to  the  very  tip  of  the  mastoid,  whose 
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mesial  wall  was  somewhat  carious.  Also  pus  in  the  antrum.  Sinus 
wall  examined  carefully;  apparently  normal. 

The  above  mentioned  fistula  in  the  bone  was  1  1-2  inches  back- 
wards and  upwards  from  the  mastoid  opening,  at  the  place  where  the 
three  sutures  meet.  A  'small  amount  of  pus  was  oozing  out  of  it. 
Fistula  was  enlarged  to  a  roundish  opening,  1  cm.  in  diameter.  All 
around  it  the  dura  and  pia  mater  were  adhering  to  the  bone.  They 
also  showed  a  small  perforation,  through  which  the  probe  entered 
mesially  into  the  cerebellum,  3  cm.  deep.  Dura  incised  and  cere- 
bellar abscess  opened  with  knife.  One  and  one-half  drachms  of 
yellow,  absolutely  odorless  pus  evacuated.  On  account  of  location 
of  abscess,  and  the  mentioned  appearance  of  sinus  wall  from  the 
mastoid  wound,  it  was  supposed,  that  in  this  instance  the  path  of 
infection  was  not  the  usual  one ;  viz.,  through  the  sinus,  and  therefore, 
the  sinus  was  not  opened.     Abscess  drained  in  usual  manner. 

Patient  was  free  from  headaches  about  one  week.  Temperature 
reached  100°  F.  only  once;  discharge  daily  about  one  drachm, 
decreasing  steadily.  On  November  10,  headaches  again  appeared, 
increasing  in  severity.  These  were  first  attributed  to  insufficient 
drainage..  The  drainage  tube  was,  therefore,  removed,  the  external 
opening  of  the  fistula  freed  from  the  granulations  which  had  sprung 
up,  and  iodoform  gauze  substituted.  In  spite  of  this,  the  headaches 
persisted  and  the  temperature  rose  to  101°  F.  On  November  29, 
some  swelling  and  tenderness  in  neck  was  observed,  and  on  pressure 
in  this  region,  some  pus  escaped  through  the  fistula,  which  proved 
connection.  Careful  probing  discovered  another  fistulous  path, 
mesially  and  downwards. 

November  30.  Second  operation.  First  incision  elongated  down- 
wards. Entered  between  the  sterno-cleido  and  the  splenius  through 
the  deep  cervical  fascia,  till  the  finger  could  explore  the  region 
behind  the  mastoid  tip.  There  was  no  pus  found  between  the  mus- 
cles. In  the  depths  of  the  wound,  the  finger  felt  a  soft  membrane. 
On  pressure  on  this,  pus  escaped  through  the  fistula.  It  was  evi- 
dently the  bare  inferior  wall  of  the  sinus,  whose  bony  covering  had 
been  destroyed.  The  knee  of  the  sinus  was  then  laid  free  for  1  1-2 
inches,  by  chiselling  away  the  bone  between  the  mastoid  wound  and 
the  fistulous  opening.  Some  pus  around  the  sinus.  The  latter  was 
incised  in  its  entire  length.  It  contained  a  small  thrombus,  which 
was  removed  and  the  sinus  cleaned.  There  was  a  very  small  hem- 
orrhage; apparently  the  sinus  had  collapsed  and  the  walls  were 
adhering,  upwardly  as  well  as  downwardly.  From  the  upper  end  of 
the  opened  sinus,  the  fistula  leading  into  the  cerebellum  was  plainly 
visible. 
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Subsequently,  the  recovery  was  an  uninterrupted  one.  The  dis- 
charge from  the  cerebellar  abscess  ceased  in  one  week.  The  large 
wound  healed  by  granulation,  and  was  finally  closed  by  a  plastic 
skin  flap,  on  January  32,  1901.  The  patient  could  be  dismissed  on 
February  17. 

This  case  supports  the  standpoint  taken  lately  by  other  authors, 
that,  in  searching  for  an  otitic  cerebellar  abscess,  it  is  always  best  to 
go  through  the  sinus.  The  infection  may  travel  through  the  laby- 
rinth and  from  there  by  way  of  the  internal  auditory  canal,  or  one 
of  the  aqueducts,  but  in  more  than  75  per  cent  it  goes  through  the 
sinus.  Although  this  point  was  taken  into  consideration  during  the 
first  operation,  as  mentioned  above,  the  conditions  found  viz.,  the 
apparently  healthy  wall  of  the  sinus,  and  the  unusually  high  loca- 
tion of  the  fistula,  spoke  against  it.  It  became  evident  during  the 
second  operation  that  the  fistula  led  into  the  sinus,  and  through  it 
into  the  cerebellar  abscess,  but  since  the  dura  was  adherent  all 
around  the  fistula,  it  was  impossible  to  recognize  the  true  condition. 

As  found  so  often,  the  symptoms  of  the  cerebellar  abscess  were 
absolutely  masked,  the  headache  being  sufficiently  explained  by  the 
mastoid  abscess. 

Of  the  three  cases  of  brain  abscess,  one  has  just  been  reported; 
the  other  two  Avere  not  operated  upon.  In  one  a  post  mortem  was 
made;  in  the  other,  the  diagnosis  was  only  "the  most  probable" 
from  the  symptoms. 

Case  1. — F.  F.,  aet.  15,  otorrhea  in  left  ear  since  childhood. 
Treated  from  time  to  time,  when  the  discharge  was  more  abund- 
ant, at  different  dispensaries.  Occasionally  headaches,  which  be- 
came gradually  more  constant  and  violent  for  the  last  six  months. 

After  a  visit  to  the  dispensary,  where  ''they  stopped  the  discharge 
at  once"  as  the  mother  expressed  it,  there  was  a  sudden  violent 
headache,  accompanied  by  nausea  and  dizziness.  Nvext  day,  some 
convulsions,  which  induced  them  finally  to  call  in  their  family  physi- 
cian. He  found  a  temperature  of  over  104°  F.,  slight  delirium, 
restlessness,  severe  headache,  and  made  a  diagnosis  of  commencing 
meningitis.  When  seen  by  me  the  next  day,  the  general  condition 
was  about  the  same  as  described.  The  external  canal  was  filled 
with  thick,  fetid  pus,  the  wall  so  swollen,  that  it  was  impossible  to 
introduce  the  smallest  speculum.  The  mastoid  region  considerably 
swollen,  red,  and  tender  on  pressure.  Mastoid  operation  advised 
under  the  supposition  that  a  meningeal  process  had  started  from 
there,  and  might  possibly  not  have  advanced  too  far. 

Operation  next  day.  A  large  mastoid  abscess  and  destruction  of 
tegmen  tympani  found.     For  the  next  few  days  the  patient  seemed  to 
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improve ;  the  headache  disappeared  ahnost  completely,  the  fever  went 
down  to  101,  she  became  more  conscious,  answered  questions  The 
discharge  continued  a  profuse  one  through  the  mastoid  wound  as 
well  as  the  external  canal.  Then  a  relapse  took  place,  she  sank  more 
and  more  into  coma,  paralysis  of  the  right  side  appeared  and  she  died, 
in  a  comatose  state,  13  days  after  the  operation.  Facial  paralvsis  or 
palsy  of  one  of  the  motor-oculi  nerves  was  never  noticed. 

The  autopsy  was  held  the  next  morning.  The  skull  was  opened 
in  the  usual  way ;  dura  mater  of  the  convexity  somewhat  congested, 
but  not  more  adherent  to  the  bone  than  usual.  The  veins  all  over- 
filled. On  attempting  to  take  the  brain  out  of  the  skull,  there  was  a 
gush  of  thick,  yellow,  fetid  matter,  which  came  out  of  an  abscess 
cavity  in  the  left  hemisphere.  This  will  be  described  later  on.  It 
had  opened  at  a  place  opposite  the  posterior  wall  of  the  petrous 
bone,  and  had  been  adherent  to  its  periosteum  quite  firmly  around  the 
point  of  opening;  adhesions  were  found  nowhere  else.  The  whole 
dura  mater  of  the  base  was  covered  with  pus,  but  the  greater  portion 
of  it  came  evidently  from  the  abscess.  After  the  brain  had  been 
taken  out,  the  whole  temporal  bone  was  removed  by  two  uniting 
sections. 

The  dura  mater  covering  the  tegmen  tympani  and  the  posterior 
surface  of  the  petrous  bone  was  thickened,  and  of  a  dirty  greenish- 
black  color.  In  the  midst  of  this,  over  the  acqueductus  vestibuli, 
there  was  a  small  hole  occluded  by  a  protruding  clot  of  thickened 
pus,  which  corresponded  to  the  opening  into  the  brain  abscess.  The 
temporal  bone  was  then  divided  to  show  the  tympanum,  mastoid 
antrum  and  labyrinth.  They  were  found  to  be  united  into  one  irreg- 
ular cavity,  partly  filled  with  matter  and  detritus.  A  probe  intro- 
duced into  the  wound  appeared  without  difficulty  in  the  middle  ear. 
The  malleus  and  a  large  portion  of  the  thickened  drum  were  in  situ. 
The  perforation  of  the  latter  was  a  relatively  small  one,  in  the 
anterior  lower  region.  The  whole  tegmen  tympani  was  carious, 
very  thin,  and  showed  a  number  of  small  perforations,  through  which 
pus  was  escaping. 

The  abscess  cavity  in  the  left  hemisphere  was  situated  in  the  tem- 
poral lobe  extending  backwards  into  the  occipital  lobe.  It  was  about 
as  large  as  a  goose  egg,  of  an  irregular  oblong  shape.  There  was 
a  firm  enclosing  capsule  of  connective  tissue.  The  opening  at  the 
above  mentioned  place  was  large  enough  to  introduce  a  penholder, 
partly,  of  course,  artificially  made.  The  pus  within  the  cavity  was 
of  the  most  offensive  character,  so  that  it  was  nearly  impossible 
to  remove  the  odor  from  the  hands. 
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Case  46. — A.  B.,  aet.  23.  Had  been  treated  for  "neurasthenia" 
for  some  time  and  once  had  to  be  sent  away  from  home.  After  her 
return,  was  considerably  improved,  but  always  was  a  little  "nervous." 

Chronic  otorrhea  in  right  ear  for  four  years.  Suppuration  ceased 
at  intervals.  Subacute  attacks  for  5  to  6  weeks.  Was  confined 
to  bed  for  one  week.  Violent  pain  in  whole  side  of  head.  Sen- 
sorium  somewhat  benumbed  for  one  day. 

When  seen  the  following  day,  patient  was  conscious,  but  there 
was  slow  cerebrationf  She  answered  questions  correctly,  but  hesi- 
tatingly. Complained  of  violent  pain  in  right  mastoid  and  whole 
side  of  head.  Temperature  normal,  pulse  60.  Swelling  upon  mas- 
toid, and  severe  pain  on  pressure.  Palpation  anywhere  on  that 
side  of  the  head  very  painful,  but  no  spot  of  special  localization. 
Ehiring  severe  attacks  of  pain,  some  spasms  of  the  facial  muscles 
could  be  noticed,  but  there  was  no  paralysis  or  paresis  of  the  facial 
or  of  the  ocular  muscles.  The  pupil  of  the  right  eye  reacted  some- 
what more  sluggishly  than  the  left.     Fundi  normal. 

Upon  the  basis  of  these  symptoms,  the  possibility  of  an  intra- 
cranial complication  was  considered,  but  no  positive  diagnosis  ar- 
rived at,  and  it  was  decided  to  explore  first  the  mastoid  and  await 
further  developments. 

Operation  next  morning.  External  layer  of  bone  four  lines  thick ; 
outer  cells  as  well  as  antrum  filled  with  pus.  Tegmen  antri  and 
tympani  carefully  examined  but  no  disintegration  found.  After 
the  operation  the  pulse  sank  to  54,  which  symptom  argued  strongly 
for  a  brain  abscess.  The  parents  were  informed  that  possibly 
another  operation  would  be  necessary ;  but  declared,  that  they  would 
never  consent  to  that. 

During  the  next  week  considerable  improvement  took  place. 
Patient  was  perfectly  rational  and  the  cerebral  response  was  a  fairly 
rapid  one.  Only  once  she  complained  of  double  vision,  but  when 
tested,  no  double  pictures  could  be  elicited.  Temperature  ranged 
between  98°  and  99°  F.  The  pulse  rose  to  74  on  the  day  after  the 
operation  and  \^ried  then  between  T4  and  84.  After  the  first  week, 
the  patient  was  left  in  the  care  of  the  family  physician,  and  I  did  not 
hear  of  her  until  after  her  death. 

Of  the  further  course.  Dr.  K.  reported : — "Patient  continued  to  im- 
prove slowly,  wound  healing  normally.  Now  and  then  slight  head- 
aches. She  sat  up  four  to  five  hours  daily.  Was  rational.  Tem- 
perature 99  1-2°  to  100°  F.,  pulse  72  to  78.  On  the  fifth  day,  she 
complained  of  severe  supra-orbital  neuralgia  on  the  left  side.  On 
the  sixth  day,  she  felt  weak  and  complained  of  acute  headache. 
When  I  dressed  wound  at  2  p.  m.,  she  was  perfectly  conscious.     In 
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the  afternoon,  a  friend  called  and  the  patient  was  talking  to  her 
while  sitting  in  a  chair.  Suddenly  she  experienced  a  terrible  head- 
ache, sank  back,  was  seized  by  convulsions  of  the  entire  body,  the 
respiration  became  stertorous,  and  death  followed  in  fifteen  minutes." 

Of  the  four  cases  diagnosed  as  meningitis,  one  was  confirmed  by 
the  post-mortem.  In  the  others,  this  diagnosis  was  given  as  "the 
most  probable  one"  from  the  symptoms. 

Case  9. — E.  H.,  aet.  22.  Severe  acute  otitis  media  in  right  ear 
after  influenza.  Spontaneous  rupture  of  drum  followed  after  a 
few  days  by  cessation  of  pain.  Same  process  in  left  ear  one  week 
afterwards.  On  account  of  considerable  discharge  in  both  ears,  she 
consulted  a  physician.  He  prescribed  insufflation  of  boric  acid 
powder  by  the  patient,  twice  daily.  Soon  afterwards,  headaches  and 
pain  in  the  right  mastoid  region  commenced,  which  increased 
steadily. 

Four  weeks  after  the  onset  they  sent  for  another  physician,  who 
found  the  external  auditory  canal  completely  filled  with  boric  acid 
and  telephoned  for  a  consultation  at  once  on  account  of  the  urgent 
general  symptoms.  We  found  the  patient  very  weak,  temperature 
102°  F.,  pulse  130,  -small.  Both  pupils  dilated  nearly  ad  rdaximuni, 
with  very  slight  reaction.  Choked  disc  in  both  eyes,  more  pro- 
nounced in  right  than  left.  Ptosis  of  left  upper  lid.  There  was,  in 
addition,  most  probably  a  paresis  of  one  of  the  external  eye  muscles, 
but  the  comatose  condition  of  the  patient  made  an  exact  diagnosis 
impossible.  Hardly  any  swelling  in  mastoid  regions.  After  the 
removal  of  the  boric  acid  from  the  external  canal,  there  was  a  large 
perforation  found  in  each  tympanic  membrane  and  a  small  amount 
of  pus  in  the  tympanic  cavities.  No  swelling  of  the  walls  of  the 
external  canals.  We  arrived  at  the  diagnosis  of  purulent  menin- 
gitis, the  path  of  infection  being  most  probably  directly  through  the 
tegmen  tympani,  and  I  declined  operative  interference,  as  I  con- 
sidered the  case  too  far  gone. 

During  the  next  two  days  the  symptoms  increased  in  severity,  but 
on  the  morning  of  the  third  day  there  was  a  marked  improvement. 
The  sensorium  liad  become  quite  free,  and  there  was  a  large  swelling 
Under  the  fascia  of  the  sterno-cleido  of  the  right  side,  due  to  a  sinking 
abscess.  The  patient  herself  remarked  that  ''it  had  gone  down  there 
now."  Dr.  S.  called  me  in  again,  and  we  decided,  that  the  case 
might  not  be  beyond  operative  reach.  Operation  same  day.  After 
the  first  strokes  with  the  gouge,  the  external  auditory  canal  filled  with 
thick,  yellow  pus.  In  the  bone,  a  large  abscess  cavity  was  found. 
The  superior  and  mesial  wall  was  carious,  and  an  opening  through 
it  lead  into  another  abscess  cavitv.     Whether  this  latter  was  sub- 
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dural  or  intradural,  I  am  unable  to  state,  for  at  the  same  moment 
respiration  ceased  and  a  few  minutes  afterwards  she  died  on  the 
operation  table.  Post  mortem  not  permitted.  Whether  this  patient 
could  have  been  saved  by  operating  after  the  first  visit,  remains  an 
open  question.  The  palsies  spoke  certainly  more  in  favor  of  a  diffuse 
meningitic  process. 

Case  60. — J.  S.,  col.,  aet.  48.  Otitis  media  and  otorrhea  in  left 
ear  for  two  months.  Typical  mastoid  symptoms  for  two  weeks. 
Operation  emptied  a  large  abscess  and  detritus  cavity,  reaching  into 
antrum.  The  course  was  an  absolutely  normal  one  for  three  and 
one-half  weeks,  and  not  the  least  symptom  suspicious  of  an  intra- 
cranial affection  was  manifested.  The  patient  came  to  the  clinic  for 
the  dressing  from  the  sixth  day  after  the  operation.  On  the  26th 
day,  he  had  a  chill  and  headache  and  vomiting.  Confined  to  bed  two 
■days.  There  was  suspicion  of  -sinus  thrombosis,  but  the  attack 
seemed  to  have  been  one  of  gastritis,  after  eating  too  many  tomatoes, 
and  passed  over  entirely.  The  suppuration  from  the  ear  had  ceased 
in  the  third  week,  and  the  mastoid  wound  had  closed  and  the  patient 
was  dismissed  six  weeks  after  the  operation. 

The  next  day,  he  came  back  in  a  half  comatose  condition  and 
stated  that  he  could  not  pass  urine  for  the  last  24  hours.  Sent  to 
City  Hospital.  The  catheter  found  only  a  small  quantity  of  urine  in 
the  bladder.  Patient  became  more  comatose,  pulse  72,  temperature 
104.5°  in  ano.  The  differential  diagnosis  between  uremia  and  intra- 
cranial complication  was  left  open.  I  intended  to  make  an  explora- 
tive craniotomy  next  day,  but  the  patient  had  regained  consciousness, 
temperature  had  fallen  to  99°  F.,  and  there  was  only  some  occipital 
headache.  During  the  next  few  days,  he  could  not  be  seen  regularly 
on  account  of  extraneous  reasons.  He  passed  again  more  and  more 
into  coma,  temperature  ranging  from  101°  to  103°  F.  He  was  very 
low"  on  the  fifth  hospital  day.  Second  operation,  wound  reopened, 
mastoid  filled  out  with  healthy  cicatricial  tissue.  Wall  of  sinus  firm 
and  hard,  therefore  no  further  investigation  in  this  direction,  but 
trephining  in  cerebellar  region,  because  the  headache  was  most  pro- 
nounced in  the  occiput.  Some  dirty  lymph  and  small  amount  of  pus 
found  inside  of  dura.  No  cerebellar  abscess.  Patient  died  two  days 
later  without  regaining  consciousness. 

Autopsy.  Diffuse  cerebrospinal  meningitis,  with  tubercular  no- 
dules. Infiltration  of  pia  thickest  in  right  side,  over  frontal  lobes, 
and  below  cerebellum  and  medulla  oblongata.  Dura  covering  tem- 
poral bone  everywhere  intact.  Sinus  opened ;  contained  fresh  blood 
clot.  The  temporal  bone  was  removed :  Entire  tip  of  petrous  pyra- 
mid was  wanting,  no  cochlea  or  semi-circular  canals  present.     The 
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destruction  was  evidently  due  to  a  tubercular  process,  the  remnants 
being  covered  with  cheesy  masses  and  tubercular  nodules. 

In  all  probability,  the  caries  of  the  petrous  pyramid  was  the  pri- 
mary focus,  which  aflfected  the  mastoid  and  middle  ear  secondarily. 
It  is  noteworthy,  that  the  latter  two  healed,  while  the  chief  lesion, 
which  was  of  course  beyond  operative  interference,  gave  rise  to  the 
diflfuse  tubercular  meningitis. 

Case  65. — J.  D.,  set.  4.  When  seen  in  first  considtation,  the  child 
was  in  a  half  comatose  condition.  Slight  mucous  discharge  from 
right  ear.  No  swelling  or  redness  on  mastoid.  I  advised,  for  one 
or  two  days,  expectant  treatment,  but  was  not  called  again  until 
about  one  week  afterwards.  There  was  now  a  slight  swelling  in  mas- 
toid region,  the  child  more  comatose.  The  temperature  was  103 '^ 
to  104°  F.  in  ano,  but  not  of  pyemic  type.  Next  day  operation. 
Cheesy  pus  in  antrum.  Sinus  wall  discolored.  Sinus  opened.  In- 
fective thrombus  removed.     Jugular  vein  ligated. 

Picture  did  not  change  much  after  the  operation.  Temperature 
104°  to  105°  F.  Convulsions  and  increasing  coma  till  fatal  end  four 
days  after  operation.  The  child  was  of  a  scrofulous  type,  and  there 
is  tuberculosis  in' the  family. 

Case  98. — H.  S.,  set.  9.  Chronic  otorrhea  with  fetid  discharge  for 
years ;  never  any  treatment.  Suddenly  became  sick  about  four  days 
ago,  with  high  temperature  and  severe  headaches.  Attending  physi- 
cian, after  excluding  acute  infectious  diseases,  diagnosed  an  ear 
complication  and  sent  for  me.  Temperature  was  then  105°  F. 
Patient  half  comatose,  lying  on  left  side,  uttering  cries  at  intervals. 
Could  be  aroused  by  talking  to  her,  and  answered  slowly  but  cor- 
rectly. Facial  paresis  on  left  side.  Orbicularis  only  moderately 
paralyzed,  while  all  muscles  controlled  by  lower  branch  of  facial, 
were  completely  paralyzed.  No  other  paralysis  or  paresis.  No 
swelling  nor  redness  on  mastoid  or  emissary  regions ;  pain  on  pres- 
sure very  doubtful. 

Diagnosis  was  made  of  intracranial  complication ;  furthermore,  that 
the  process  went  directly  through  the  tegmen  tympani  without  mas- 
toid involvement;  that  the  process  was  in  all  probabilities  a  dififuse 
meningitis,  but  that  an  abscess  in  the  temporo-sphenoidal  lobe  could 
not  be  excluded  with  certainty.  Therefore,  as  a  last  chance  to  save 
life,  it  was  proposed  to  make  an  exploratory  operation. 

Operation  next  day.  Mastoid  opened  in  the  usual  manner,  found 
healthy.  Then  trephined  one  cm.  above  external  auditory  meatus. 
Dura  not  bulging,  brain  substance  edematous.  Explored  temporo- 
sphenoidal  lobe  in  different  directions  without  finding  pus.  Child 
remained  in  an  unconscious  condition  until  death  next  day. 
Necropsy  not  allowed. 

I  do  not  deem  it  necessary  to  add  many  remarks  concerning  these 
cases,  after  all  that  has  been  written  of  late  on  the  subject  of  intra- 
cranial complications.  Some  of  them  show,  that  it  is  still  exceedingly 
difficult,  if  not  impossible,  to  make  a  differential  diagnosis  between 
them. 
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Fellow  of  the  British  Rhinological,  Laryngological  and  Otological  Association. 

Some  of  you,  for  a  moment,  may  be  tempted  to  draw  a  long  breath 
over  the  title  of  this  paper,  but  there  need  be  no  cause  for  alarm  over 
its  possible  length.  Fifty  years  have  accomplished  wonders  in  medical 
and  surgical  science,  and  the  ear  is  but  a  small  part  of  the  human  ma- 
chine and  the  catalogue  of  its  progress  may  be  run  in  the  time  of 
my  allotment.  Of  course,  were  I  to  attempt  a  complete  record  of  the 
history  of  otology  for  the  past  fifty  years,  detailing  and  describing 
the  progress,  step  by  step,  the  course  by,  or  through,  which,  each 
conclusion  was  arrived  at ,  and  dwelling  upon  the  minutiae  of 
pathology,  histology,  bacteriology,  and  medicinal  and  operative 
therapy,  I  should  very  likely  exceed  the  limit  of  time.  How- 
ever, the  title  of  my  paper  admits  of  a  much  more  liberal  and 
cursory  treatment  of  my  subject,  and  I  shall  do  no  more  than 
attempt  a  synoptical  historical  sketch ;  a  mere  outline  reflecting  the 
progress  of  otology  for  the  past  half  century. 

I  confess  that  when  I  handed  in  the  subject  of  this  paper  to 
your  secretary  I  had  expected  that  it  would  require  more  time 
for  its  enumeration  than  I  shall  allow  it,  the  error  growing  out 
of  my  restriction  to  more  recent  discovery,  some  of  the  approved 
methods  of  modern  otologists.  The  practitioner  of  to-day  is  one 
who  seeks  new,  instead  of  old  knowledge  and  wishes  to  be  ''up-to- 
date,"  hence,  he  buys  new  editions  and  rids  himself  of  the  old. 
He  wants  results,  and  in  a  progressive  science  like  medicine  the 
physician  is  required  to  be  on  the  alert  that  he  may  be  equipped 
to  ofifer  the  most  potent  remedies  for  human  suffering,  and  that  he 
may  not  be  placed  in  contrast  with  his  neighboring  competitor  to  his 
discomfiture  and  humiliation.  So  while  I  might  insult  some  of 
you  if  I  offered  a  paper  attempting  to  instruct  you  on  "up-to-date" 
otology,  I  can,  without  fear  of  offense,  draw  a  dividing  line  between 
the  knowledge  of  the  otologist  of  1853  and  that  of  us  of  1903, 
enabling  some  of  you,  no  doubt,  to  appreciate  the  fact  that  much 
of  our  vast  present  day  attainment  was  the  possession  of  the  otol- 
ogist of  fifty  years  ago.  It  happens  that  I  have  for  reference  the 
standard  work  of  that  day  as  a  line  of  demarkation  separating  what 
they  knew  from  what  we  know.    It  serves  my  purpose,  and  in  what 

*  Read  by  title  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Oto-Lar- 
yngology,  held  at  Indianapolis,  April  9,  10  and  11,  190H. 

867 


858  ewing:   progress   in   otology. 

I  shall  say,  William  R.  Wilde's  'Tractical  Observations  on  Aural 
Surgery  and  the  Nature  and.  Treatment  of  Diseases  of  the  Ear," 
1853,  is  my  chief  authority. 

While  I  do  not  minimize  the  importance  of  the  scientific  knowl- 
edge which  we  possess  of  the  ear  and  its  diseases,  I  make  bold 
to  say  that  the  most  important  discovery  which  we  have  made  since 
1853  has  been  in  the  elaboration  of  the  work  of  the  surgeons  and 
not  through  the  individual  discoveries  of  otologists  or  through 
disassociated  achievements.  Our  progress  is  largely  embraced  in 
the  treatment  of  suppurative  conditions  in  which  the  elements  of 
pathology,  histology,  bacteriology,  instrumentation  and  operative 
technique  have  part;  all  of  which  are  more  or  less  connected  with 
surgical  procedure  than  general  medical  therapy. 

In  pathology  we  have  the  basis  of  the  whole  scientific  fabric, 
and  in  his  application  of  it  to  causes  and  effects,  the  otologist  has 
been  no  laggard,  but  has  caught  the  spirit  of  all  medical  science. 
Without  a  correct  knowledge  of  pathology  we  are  in  the  dark  and 
incapable   of   intelligently   addressing  our  therapeutic   resources. 

Now,  while  the  aurist  of  the  early  half  of  the  past  century  knew 
the  anatomy  of  the  ear  as  minutely  as  we  do,  he  did  not  appreciate 
the  intimate  relationship  and  bearing  of  one  organ  upon  another, 
nor  the  etiological  influence  of  the  one  as  a,  factor  in  the  production 
of  disease  in  its  neighbor.  For  instance,  he  was  not  cognizant  of 
the  effect  of  nasal  upon  aural  parts,  as  influential  in  the  production 
and  continuance  of  disease  in  the  post-nasal  space,  and  its  extension 
through  the  eustachian  tube  into  the  middle  ear.  We  made  a  long 
step  when  we  arrived  at  an  appreciation  of  the  necessity  for  free 
nasal  passages  and  a  healthy  mucus  membrane  as  indispensable 
to  the  cure  of  certain  conditions  within  the  tympanum.  To  one 
man  do  we  owe  the  one  great  discovery  of  otology  for  the  ad- 
vancement of  our  science,  the  only  discovery  of  unquestionable 
and  consistent  value  made  by  otologists  during  the  fifty  years  past. 
Need  I  mention  Wilhelm  Meyer?  I  confine  myself  to  contribu- 
tions of  those  of  our  cult,  and  restrict  their  offerings  to  those  that 
were  not  built  upon  the  foundations  of  their  predecessors,  nor  are 
modifications,  however  meritorious,  of  methods  already  promul- 
gated. To  Lister,  surgeon,  do  we  owe  the  major  part  of  our  pro- 
gress in  scientific  otology  from  the  time  I  have  elected  to  consider, 
for  within  this  great  epoch  has  been  developed  the  perfection  of 
all  surgical  procedure  to  which  otology  owes  most  of  the  com- 
manding basis  it  now  occupies.  Wilde  and  his  contemporaries 
knew  the  importance  of  antiphlogistics  in  acute  congestion  in  the 
parts  adjacent  to  the  middle  ear,   and  they   fully  appreciated  the 
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value  of  drainage  and  cleanliness  as  demonstrated  in  ''Wilde's 
Incisions,"  but  without  antisepsis  they  had  not  learned  with  what 
impunity  the  human  body  may  be  penetrated  and  how  thoroughly 
the  mastoid  may  be  drained.  Our  appreciation  of  the  tremendous 
importance  of  pus  elimination  has  come  to  us  through  the  teachings 
of  Lister,  the  influence  of  antisepsis,  otology  having  developed 
in  the  same  way  that  it  has  affected  all  surgical  consideration. 

In  instrumentation,  diagnostic  and  operative,  we  have  first  in 
importance  the  laryngoscopic  head  mirror,  through  which  our  ex- 
plorations of  the  ear  is  more  complete.  Our  tests  and  discernments 
of  ear  diseases  are  far  more  comprehensive  and  accurate,  based 
as  they  are  upon  increased  knowledge  of  histology,  bacteriology 
and  pathology.  The  use  of  the  tuning  fork,  Galton's  whistle, 
Seigle's  speculum,  otoscope,  etc.,  have  all  perfected  us  in  diagnosis, 
while  the  impunity  of  surgery  has  naturally  added  boldness  to  dex- 
terity. In  this  connection  it  is  meet  that  I  should  refer  to  the 
Politzer  bag,  the  most  valuable  adjunct  to  the  aurist's  armamentarium 
in  diagnosis  and  treatment  of  congestive  conditions  in  the  eustachian 
tubes  and  middle  ear.  Notwithstanding  its  inferior  importance, 
to  ^Meyer's  elucidation  of  adenoids  and  the  still  greater  revelation 
of  antisepsis  in  estimating  the  value  of  Politzerization,  so  called,  it 
were  well  to  remember  that  the  catheter  and  Valsalva's  method  ante- 
dated it  many  years,  and  the  Politzer  discovery  does  not  involve  a 
demonstration  of  the  improvement  through  inflation  of  the  middle 
ear  in  Eustachian  tube  catarrh.  The  fact  was  well  known  by  the 
atirists  of  the  time  of  Wilde  and  before,  and  Politzer  simply  demon- 
strated a  new  method  built  upon  the  old,  by  which  air  may  be  forced 
through  the  Eustachian  tubes  into  the  middle  ear  cavity.  It  was,  in- 
deed, an  improvement,  and  a  more  scientific  method  than  V^alsalva's, 
but  when  we  consider  that  all  this  was  well  known,  and  the  ease  with 
which  the  ear  may  be  inflated  by  means  of  these  several  methods, 
the  mystery  is  not  that  Politzer  discovered  inflation  by  a  rubber  bag, 
but  how  it  happened  that  it  was  not  discovered  by  some  of  his 
predecessors.  In  the  diagnosis  and  treatment  of  tubal  catarrh  and  in 
certain  nasal  obstructions,  Politzer's  bag  is  indispensable,  but  in  the 
large  majority  of  cases  the  catheter  is  far  more  effective  and  scien- 
tific. Catheterization  addresses  a  direct  and  concentrated  stream 
of  air,  vapor  or  fluid  through  the  tube  into  the  tympanum,  while 
the  bag  projects  a  distributed  and  rarified  current  of  air  or  vapor 
only.  The  modifications  of  Politzer's  method  are  much  more  sat- 
isfactory than  the  simple  bag  for  oflice  uses,  though  the  latter  is  a 
valuable  adjunct  at  the  bedside. 

In  summing  up  the  advances  made  in  otology  during  the  past  fifty 
years   I   conclude  that  they  almost  entirely  hinge  upon   antisepsis, 
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pathology,  bacteriology,  Jiistology  and  operative  technique.  Out 
of  these  have  grown  perfection  in  diagnosis,  and  a  clearer  realization 
of  the  necessity  for  drainage  and  cleanliness  in  suppurative  condi- 
tions and  an  improved  operative  technique  together  with  a  skill  and 
boldness  in  draining  cavities  containing  pus.  Pathology  and  its 
collateral  branches  add  to  our  knowledge  of  the  cause  and  course 
of  diseases  and  are  used  as  methods  for  the  arrest  and  eradication 
of  offending  matter.  Out  of  the  appreciation  of  etiology  has  come 
a  more  perfect  perception,  and,  leading  on,  these  have  developed 
accuracy  of  diagnosis  and  skill  in  operation  until  at  last  we  have, 
full  fledged,  a  specialty  recognized  as  one  of  dignity,  through  skill 
and  achievements. 

I  would  that  I  might  dwell  longer  upon  the  list  of  inventions 
and  discoveries  by  otologists,  but  however  we  may  have  arrived  at 
our  improvements  and  advances  they  are  admitted  and  are  perma- 
nent. Our  least  accomplishment  seems  to  have  been  in  the  treat- 
ment of  chronic  deafness  w^ithout  suppuration,  and  I  particularly 
refer  to  that  intractable  malady  known  as  sclerotic  deafness.  The 
various  operations  and  instruments  designed  to  improve  sclerotic 
deafness  are  all  of  doubtful  utility  and  those  wdio  are  treated  for 
this  disease  are  improved  just  about  as  much  as  they  were  fifty 
years  ago,  when  some  aurists  poured  glycerine  into  their  ears. 
We  have  learned  to  distinguish  between  catarrhal  deafness  and  a 
true  sclerotic  process,  but  in  naming  the  disease  have  not  named 
a  remedy.  Thus  it  is  that  this  common  class  of  sufferers  go  on 
and  on  until  finally  wearied  of  the  ineffectualness  of  treatments 
they  become  a  menace  to  our  material  success  and  a  reproach  to 
otologic  science.  And  what  has  been  said  of  sclerosis  can  be 
applied  to  internal  ear  diseases.  Here  again  we  have  added  a  little 
to  our  diagnosis  and  named  a  disease  or  tw^o  without  naming  a 
remedy. 

On  the  whole,  we  have  done  well,  considering  that  it  has  been 
many  years  less  than  fifty  since  this  branch  of  medical  science  at- 
tained the  dignity  of  a  distinctive  science  and  evoked  a  concen- 
trated eft'ort  of  a  large  body  of  workers.  Now^  that  all  of  medicine 
is  upon  such  a  scientific  basis  and  so  many  are  concentrating  their 
efforts  upon  otologic  science  entirely,  which  is  recognized  as  a 
department  of  medicine  of  vast  importance,  we  may  expect  that  in 
1953,  should  some  one  elect  to  write  an  account  or  resume  of  the 
progress  of  otology  in  the  interum  between  now  and  then — as  I 
have  tried  to  do  of  the  preceding  half  of  the  century — he  may  point 
to  a  large  list  of  achievements  by  otologists,  standing  distinctly 
upon  their  own  foundations,  and  not  elaborations  of  the  work  of 
others. 


NASO=PHARVNGEAL    FIBROMA— EXHIBITION    OF 
SPECIMENS  AND  NEW  FORCEPS.:^ 

BY  J.  A.  STUCKY,  M.D.,  LEXINGTON,  KY. 

Fibromata  of  the  naso-pharyngeal  space  are  entirely  different 
histologically  from  edematous  or  polypoid  growths,  and  vastly 
more  serious,  being  extremely  hard  and  vascular,  with  large  base — 
not  pedunculated,  but  broad  and  irregular — springing  from  the 
periosteum  or  fibrous  layer.  They  grow  rather  rapidly,  and,  having 
filled  the  space  in  the  naso-pharyngeal  vault  from  which  they 
have  their  origin,  they  invade  other  cavities,  after  causing  absorp- 
tion or  resorption  of  the  bony  structure  intervening,  sending  out 
arms  in  various  directions  along  the  lines  of  least  resistance. 
Prof.  IMoritz  Schmidt  has  found  only  one  case  in  every  2438  of 
naso-pharyngeal  growths.  They  are  even  less  frequently  found 
in  this  country.  Of  thirteen  cases,  seven  were  in  males.  The 
surface  of  the  growth  frequently  ulcerates,  which  leads  to  adhesions, 
which  complicate  operation  for  removal.  The  blood  supply  is  large, 
being  made  up  of  small  arteries.  As  a  result  of  this  free  arterial 
blood  supply,  the  hemorrhage  is  violent  and  alarming,  quickly 
rendering  conditions  for  a  time  critical,  unless  very  promptly 
controlled. 

The  ages  of  patients  I  have  seen  have  been  fourteen  and  sixteen 
years.  Zarincho,  quoted  by  Bensch,  gives  as  one  of  the  theories 
why  these  growths  are  found  in  the  young,  and  not  after  the 
twenty-fifth  year:  ''During  the  period  of  development,  for  un- 
known reasons,  the  periosteum  may  become  unable  to  form  bone 
over  a  circumscribed  area,  and  the  physiological  increase  of  nu- 
trition incident  to  the  development  of  the  body  at  this  period,  causes 
an  equal  amount  of  nourishment  to  be  carried  to  this  circumscribed 
area,  which  not  being  used  up  in  the  formation  of  bone,  leads  to 
hypertrophy  of  the  periosteum  at  this  point,  and  consequent  de- 
velopment of  the  fibroma."  This  seems  to  be  a  rational  explana- 
tion of  the  cause — and  the  arrest  of  the  development  of  the  skull 
after  the  twentieth  or  twenty-fith  year,  when  this  increased  nutri- 
tion ceases,  explains  the  cessation  of  development  of  growth  at 
this  time.     Bosworth  reports  cases  of  spontaneous  disappearance. 

The  fibromata  included  in  the  report  are  those  that  spring  from 


*  Read  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Qto-Latyngology, 
held  at  Indianapolis,  Ind.,  April  9,  10  and  11,  1903. 
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the  vault  of  the  pharynx  and  are  most  dangerous  because  of  their 
great  vascularity — the  origin  of  this  being  a  central  artery  coming 
from  deeper  structures.  Karl  Hirschberg  regards  these  as  "Reste," 
or  remains  of  the  cord,  and  has  reported  two  cases,  one  growing 
out  from  the  fossa  spheno-palatine,  developing  outwards  and  in- 
volving nearly  one-half  of  the  skull.     The  other  sprang  from  the 


Fig.  a.     Showing  posterior  surface  of  attachment. 


Fig.  b.     Showing  anterior  surface. 
Plato  I.    Case  I. 


Sphenoid  bone.  He  describes  them  microscopically  as  being  rem- 
nants of  the  cord,  in  one  case  having  more  of  the  appearance  of 
sarcoma,  while  in  the  other  that  of  fibro-sarcoma,  or  fibroma.  He 
regards  them  as  non-malignant,  as  they  do  not  infiltrate  other 
tissues.  Bensch  says  they  are  "clinically  and  not  anatomically 
malignant."    This  I  believe  to  be  true. 
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Cases  I  have  had  with  similar  history :  Mouth  breather,  g^rad- 
ually  becoming  worse  until  growth  becomes  so  large  as  to  inter- 
fere dangerously  with  respiration,  but  seriously  impairs  deglutition. 
Emaciation  from  want  of  nutrition,  and  weakness  from  frequent 
hemorrhage,  made  the  cases,  when  I  first  saw  them,  most  pitiable 
objects  to  look  upon.  In  the  two  cases  the  growth  protruded  into 
the  mouth,  was  smooth,  pinkish  color,  lobulated,  etc.,  was  attached 
to  the  entire  vault  of  the  pharynx,  one  arm  extending  into  the 
right  nares  until  it  protruded  through  the  nostril,  antrum  wall 
was  absorbed  and  antrum  filled  with  growth.  Electrolysis  had  been 
repeatedly  ^nd  thoroughly  used  for  months  before  radical  opera- 
tion was  performed. 

Before  resorting  to  this,  it  is  well  to  bear  in  mind  the  remark 
of  Driffenbach  in  his  recent  text :  ''Great  courage  is  required  to 
undertake  this  operation,  because  the  surgeon  is  almost  compelled 
to  choose  between  one  of  three  conditions :  Choking  +o  death  of 
the  patient  during  the  operation,  bleeding  to  death  at  the  time  of  the 
operation,  or  not  finishing  the  operation."  These  conditions  result 
from  difficulty  in  reaching  the  seat  of  growth.  The  cold  snare 
and  cautery  loop  were  faithfully  tried,  but  on  account  of  size,  shape 
and  location  of  attachment,  were  only  partially  successful,  and  in 
my  first  case,  the  aid  of  the  general  surgeon  w^as  called,  who  did 
the  external  operation.  I  now  believe  that  the  entire  operation 
should  be  done  by  the  rhinologist,  because  of  the  greater  dexterity 
which  he  acquires  by  daily  practice  within  naso-pharynx  and  nares. 
Furthermore,  I  believe  any  growth  having  its  attachment  within 
the  nares  or  naso-pharynx  can  be  radically  removed  through  natural 
openings,  without  any  external  incision,  by  use  of  snare  and  forceps. 

The  first  specimen  I  show  you  is  from  Case  1,  operated  upon 
May,  1894 — R.  H.  aet.  15 — mouth  breather — increased  difficulty 
began  one  year  ago — rapidly  grew  worse — at  this  time  nasal  res- 
piration impossible — pain  in  right  ear — speech  greatly  impaired, 
also  sense  of  taste  and  smell — deglutition  markedly  interfered  with 
— right  nasal  cavity  completely  blocked  up,  and  growth  protrud- 
ing through  the  anterior  nares.  Upon  opening  the  mouth  a  large 
pinkish  gray  tumor  completely  filling  the  pharyngeal  vault,  pushing 
the  velum  palati  forward  until  stretched  to  its  utmost,  and  extend- 
ing downward  until  half  of  pharynx  was  filled.  Electrolysis  had 
been  faithfully  used  without  appreciable  result.  Attempts  were 
made  to  remove  growth  by  ecraseures  and  snares  (made  for  the 
purpose)  both  through  the  nose  and  mouth,  but  these  w^ere  also 
ineffectual.  It  was  impossible  to  put  a  loop  around  the  base,  and 
the  external  operation  of  slitting  open  the  cheek  was  successfully 
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performed,  though  the  recovery  of  the  patient  was  Httle  short 
of  miraculous.  The  growth  shows  the  imprint  of  wire  used  in 
snare  of  extra  strength  and  size,  made  specially  for  the  case. 
The  wire  was  gradually  tightened  every  two  hours.    This  was  kept 


Plate  II.     Case  II.     (Exact  size.) 
The  largest  and  smallest  masses  removed  with  forceps. 


up  for  three  days  and  nights,  when  the  No.  3  piano  wire  broke 
without  cutting  through.  I  afterwards  succeeded  in  removing 
about  one-third  of  it  through  the  nose  by  twisting  and  pulling 
with  large  hemostatic  forceps.     The  external  operation  was  after- 
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Plates  III  and  IV. 

Microscopic  sections  of  growths  removed  from  cases  I  and  II. 
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wards  performed  by  Drs.  Barrow  and  Kinniard.  The  patent  made 
a  perfect  recovery  and  a  month  ago  showed  no  evidence  whatever 
of  any   recurrence. 

The  second  specimen  is  from  Case  No.  2,  W.  C.  aet.;  15.  About 
nine  months  ago  first  noticed  very  great  difficulty  in  breathing 
through  the  nose — his  parents  often  feared  he  would  choke  to  death 
in  his  sleep.  Previous  history  of  nasal  discharge;  Frequent  at- 
tacks of  sore  throat  and  recent  attack  of  measles  and  whooping 
cough;  since  then  the  tumor,  which  now  filled  the  entire  vault 
of  pharynx  and  left  nostril,  had  grown  very  rapidly.  Examination 
showed  same  conditions  as  in  Case  1,  except  the  left  nostril  was 
involved  and  not  the  right.  In  both  cases,  adhesions  were  very 
abundant,  to  the  septum,  turbinates,  velum  palati  and  posterior  wall 
of  the  pharynx.  In  this  case  no  attempt  was  made  to  use  the 
snare.  A  pair  of  cervix  forceps,  borrowed  from  the  gynecologist, 
were  used.  The  growth  was  firmly  grasped  through  the  mouth,  as 
close  as  possible  to  its  attachment  to  the  vault  of  the  pharynx,  and 
quickly  twisted  and  pulled,  the  violent  hemorrhage  being  controlled 
by  tampon  previously  prepared. 

There  is  one  point  about  the  last  case  operated  upon  that  I  am 
watching  with  interest.  Some  German  operators  claim  that  if 
we  destroy  the  larger  part  of  the  growth  that  the  remainder  is  ab- 
sorbed. I  did  not  get  all  of  the  growth  in  the  last  case  (a  piece 
as  large  as  a  grape  remained),  as  I  had  to  stop  on  account  of 
the  condition  of  the  patient.  Transfusion  of  normal  saline  solution 
was  used  with  gratifying  results. 

In  regard  to  the  operation,  if  the  growth  has  a  pedicle  around 
which  a  loop  of  heavy  wire  can  be  passed,  this  should  be  done,  and 
after  using  all  force  possible  (without  breaking  the  instrument) 
in  tightening  the  loop  and  strangulating  the  growth,  by  twisting 
and  pushing  and  pulling,  the  growth  is  separated  from  its  at- 
tachment and  removed.  This  can  be  done  where  the  fibroma 
is  pedunculated  and  the  snare  can  be  used,  while  the  hemorrhage  is 
very  free  for  a  few  seconds,  the  tampon  is  not  always  necessary. 

In  cases  like  the  last  ones  referred  to,  where  size,  shape  and 
location  or  attachment  did  not  permit  of  use  of  wire  loop,  the 
following   method    was    used : 

(1.)  Parts  cleansed  as  well  as  possible  with  syringe  anteriorly 
and  post-nasal. 

(2.)     Anaesthetic   administered. 

(3.)  Tape  pushed  through  nostril  and  brought  out  of  mouth,, 
to  which  was  attached  firm  gauze  tampon;  this  given  to  assistant 
to  hold. 
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(4.)     Mouth  gag"  securely  inserted  and  held  in  place. 

(5.)  Insertion  of  each  blade  of  forceps,  as  you  would  obstetric 
forceps,  being  guided  by  the  finger  so  as  to  engage  largest  and 
most  important  portion  of  the  attachment  as  high  up  as  possible. 

(6.)  iBlades  are  locked  and  patient  turned  well  onto  side,  and 
head  brought  to  edge  of  table.  Everything  being  in  readiness  to 
meet  any  possible  danger — transfusion  apparatus  with  normal  salt 
solution,   etc. 

(7.)  Growth  being  firmly  grasped,  by  a  quick  and  rapid  motion 
is  twisted  and  pulled  out.  The  terrific  hemorrhage  which  follows 
the  detachment  of  the  base  is  quickly  stopped  by  pulling  the  tampon 
well  into  the  post-nares  and  the  pharyngeal  vault  by  means  of  tape 
previously  introduced.  This  may  be  removed  in  twenty-four  to 
thirty-six  hours,   according  to   indications. 


Plate  V.     Case  3. 


(Exact  size.) 


Plate  VI.     Case  4. 


The  two  cases  I  have  operated  upon  have  almost  proven  true 
the  predictions  of  Driffenbach,  and  have  .led  me  to  devise  and 
have  made  the  forceps  which  I  show  you.  The  pattern  is  that 
of  the  adenoid  forceps,  the  blades  being  much  stronger,  with  a  tooth 
edge  specially  constructed  to  prevent  slipping.  A  lock  similar  to 
the  obstetric  forceps  is  used  so  as  to  facilitate  easy  and  quick 
manipulation,  the  ratchet  so  as  to  firmly  fix  the  handles  and  prevent 
the  shifting  of  the  blades. 

Given  another  case  like  either  of  the  ones  reported,  I  would 
first  ligate  the  external  carotid  artery  of  the  side  to  wliich  most 
of  the  growth  was  attached.  The  reports  of  Nicholson  of  Atlanta 
and  Keene  of  Philadelphia  have,  in  a  number  of  cases,  found  no  evil 
results   from   its   ligation.     On  the   contrary,   both  these   surgeons 
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emphasize  the  simplicity  and  effectiveness  of  the  operation.  Not 
only  in  such  cases  would  I  tie  this  artery,  but  in  any  case  where 
a  severe  hemorrhage  followed  or  was  likely  to  follow  any  operation 
within  the  nose  or  pharynx.  The  free  anastomosis  renders  control 
of  the  main  trunk  devoid  of  danger  to  the  life  of  the  tissues,  and 
assures  the  subsequent  return  of  circulation  to  the  extent  of  carrying 
on  proper  nutrition.  This  preliminary  operation  will  make  the  use 
of  the  tampon  unnecessary  and  prevent  the  so-called  surgical  shock. 
It  is  easily  and  quickly  done,  and  I  believe  ev^ery  throat  and  nose 
surgeon  should  be  prepared  to  do  it.  With  the  hemorrhage  con- 
trolled, the  operation  upon  the  two  cases  above  reported  would 
have  been  easily  performed  with  the  forceps  I  show  you  and  not 
have  been  the  bloodiest,  most  harrowing  and  uncertain  of  all  surgi- 
cal operations. 


Plate  VII. 

Forceps  for  removing  Fibroma. 


In  addition  to  my  own  cases,  I  want  to  show  specimens  from 
two  similar  cases  operated  upon  by  Dr.  T.  W.  Moore,  of  Hunt- 
ington, W.  Va.,  with  a  brief  history  of  each. 

Case  I.  Perry  McOoy,  age  18.  Tumor  was  first  noticed  four 
years  ago.  Patient  claims  to  have  suffered  with  intense  headache 
all  the  time  since  he  first  noticed  growth.  At  one  time  a  prong 
protruded  from  left  nostril,  which  was  removed  several  months 
before  I  first  saw  him.  Posterior  portion  of  left  nostril  was 
entirely  filled  with  tumor,  which  -seemed  to  be  wedged  therein. 
Could  pass  finger  about  it  in  pharynx.  After  packing  adrenalin 
solution  about  it  (1-2000)  I  could  move  it,  and  ascertained  that  its 
only  attachment  was  to  posterior  end  of  left  inferior  turbinate. 
After  one  hour's  work  I  succeeded  in  pas-sing  a  cautery  wire  over  it. 
It  was  removed  with  difficulty  after  it  was  detached,  and  this 
started  profuse  hemorrhage  that  was  controlled  by  packing  pos- 
teriorly. The  -small  growth  was  attached  about  the  junction  of  the 
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middle  and  posterior  thirds  of  the  same  turbinate.  It  was  removed 
with  the  cautery  snare  after  having  broken  No.  5  piano  wire  in 
steel  snare.  There  was  considerable  pus  flowing  from  the  sphe- 
noidal sinus,  but  patient  would  not  wait  to  have  it  treated,  and 
left  for  his  mountain  home  (fifty  miles  of  which  he  must  walk) 
six  days  after  the  removal  of  the  larger  tumor,  declaring  that  he 
felt  better  than  he  had  for  four  years.  Tumor  weighed  240  grains. 
Operation  performed  December  3,  1902.  Have  no  report  from 
patient  since  he  left  on  December  9,  1902. 

Case  II.  Lewis,  residence  near  Guyandotte,  W.  Va.,  age  12 
years.  Operation  December  17,  1902.  His  family  physician  dis- 
covered growth  one  year  ago.  During  this  time  he  has  been  trying 
to  absorb  it  by  electrolysis.  One  prong  protruded  from  left  nostril, 
one  edge  could  be  seen  below  velum  palati.  Under  chloroform 
I  slipped  a  cold  wire  over  tumor  through  mouth  and  removed 
by  traction,  it  requiring  considerable  force.  There  was  profuse 
hemorrhage  for  about  five  minutes,  stopping  spontaneously.  Tu- 
mor was  very  firm,  had  but  one  attachment — the  vault  of  the 
pharnyx — and  was  decaying  in  two  places,  probably  from  pressure. 
After  washing  it  weighed  14  drachms  avoir.  The  boy,  who  was  weak 
and  anemic,  gained  thirty  pounds  in  six  months,  developing  from 
an  undersized,  puny  child  into  an  extraordinarily  large  boy  of 
his  age. 

Following  is  report  of  examination  made  by  Dr.  D.  Brayden 
Kyle  of  Philadelphia: 

1517  Walnut  street,  Philadelphia,  March  28,  1903. 
Dear  Dr.  Stucky — 

Enclosed  please  find  report  on  specimens  which  you  sent  me. 
It  is  most  unusual  to  find  four  cases  so  nearly  alike.  I  would  be 
glad  to  have  a  reprint  of  your  article.    Your  friend, 

(Dictated.)  D.  Brayden  Kyle. 

To  Dr.  J.  A.  Stucky,  Lexington,  Ky. 

report  of  specimens  from  dr.  j.  a.  stucky. 

• 

Specimen  N^o.  I. — Sections  from  this  specimen  showed  certain 
areas  of  fibrous  tissue  resembling  very  much  in  character  the  fibrous 
tissue  due  to  inflammatory  action,  while  other  areas  were  of  the 
soft  variety,  showing  spindle  cells  and  fibrillae,  and  was  exceedingly 
vascular.  The  blood  vessels  had  very  thin  walls,  but  were  especially 
numerous.  Owing  to  the  difference  in  the  structure  of  the  tumor 
it  reacted  rather  curiously  to  the  stain.  I  think,  however,  that 
instead  of  this  peculiar  reaction  being  due  to  any  special  cellular 
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change,  it  entirely  depended  on  the  fact  that  the  more  dense  fibrous 
tissue  took  up  the  stain  much  more  slowly  than  the  softer  areas. 
While  the  distinct  fibrous  areas  were  very  small  and  not  at  all 
numerous,  it  gave  to  the  section  a  rather  odd  appearance.  At  no 
point  was  there  any  evidence  of  malignancy.  There  were,  however, 
a  few  areas  in  which  the  tissue  was  infiltrated  with  small  round 
cells,  but  from  the  appearance  of  the  surrounding  tissue  and  of 
the  blood  vessels  I  am  quite  certain  this  was  only  a  small  area  of 
inflammatory  infiltration,  and  was  not  sarcomatous.  I  would 
scarcely  call  the  tumor  an  angio-fibroma,  but  simply  a  highly 
vascular  fibroma,  as  there  is  a  distinct  difference  between  a  highly 
vascular  tumor  and  angioma. 

Specimen  N^o.  II. — Examination  of  this  specimen  showed  almost 
the  same  appearance  as  No.  1.  This  is  especially  true  of  the  con- 
nective tissue.  However,  the  tumor  was  much  more  vascular,  the 
vessels  being  very  small  and  numerous.  The  walls  of  the  blood  vessels 
were  fairly  well  formed  and  the  surrounding  tissue  showed  no  signs 
of  malignancy.  I  would  give  the  same  diagnosis  from  the  micro- 
scopic appearance  as  in  the  preceding  specimen,  that  of  vascular 
fibroma.  It  is  most  unusual  to  find  two  tumors  resembling  each 
other  so  closely  in  microscopic  appearance. 

Specimen  No.  III. — This  specimen  has  more  the  appearance  of 
the  myxo-fibroma.  Certain  areas,  however,  showed  broken  down 
tissue,  which  from  its  appearance,  and  the  appearance  of  the  tissue 
surrounding  the  area,  I  believe  to  have  been  an  area  of  hemorrhage 
followed  by  necrosis.  Some  areas  in  which  necrosis  had  not  taken 
place  supports  this  theory.  There  was,  however,  near  the  surface 
of  this  tumor,  certain  areas  of  small,  round  cell  infiltration  re- 
sembling very  much,  areas  seen  in  the  beginning  of  small,  round 
cell  sarcoma.  However,  I  am  inclined  to  think  that  it  was  nothing 
more  than  an  inflammatory  area,  as  in  no  instance  did  I  find  any 
blood  vessels  similar  to  those  found  in  the  sarcoma.  While  the 
tumor  was  fairly  vascular,  it  was  not  markedly  so  as  in  No.  1 
and  No.  2. 

Specimen  N^o.  IV. — This  was  almost  identical  with  No.  3,  with 
the  exception  that  the  epithelial  layer  was  slightly  thickened  and 
some  epithelial  cells  were  found  beneath  the  basement  membrane, 
giving  a  suspicion  at  least  of  epitheliomatous  infiltration.  While 
the  tumor  was  highly  vascular,  there  was  no  marked  alteration  in 
the  blood  vessel  walls. 


THE  TONSIL  SNARE.- 

15Y    AV.    H.    PETEIJS,    M.D..    M.S.,    A.C.,    LAFAYETTE,    IXD. 

Sonic  years  ago  I  presented  to  the  profession  a  tonsil  snare  which 
had  been  in  use  for  some  years  in  my  office.  The  snare  had  been 
thoroiig^hly  tested  by  several  intelligent  operators  for  a  period 
of  from  eight  to  ten  years,  and  the  results  had  been  so  satisfactory 
that  I  considered  them  worth  reporting.  These  snares  Iiave  come 
into  general  use.  ^Nlany  thousands  of  them  have  been  sold,  but 
of  late  I  have  had  so  many  inquiries  in  regard  to  the  matter,  and 
so  many  complaints,  that  I  have  thought  best  to  give  The  Laryn- 
GOSCorE  readers  the  benefit  of  the  answers  which  I  have  been  com- 
pelled to  write  so  often  to  individuals. 

In  the  first  place,  there  has  been  much  dissatisfaction  with  the 
snares  which  have  been  made  and  furnished  in  the  rharket,  many 
of  them  having  been  made  of  cast  iron,  some  of  brass,  and  some 
of  steel,  so  soft  and  inelastic  that  they  either  broke  or  quickly  lost 
their  shape.  Most  of  those  upon  the  market  are  altogether  too 
large  and  clumsy,  and  not  one  of  them  in  fifty,  possesses  the  quali- 
ties which  have  made  my  original  instrument  so  satisfactory  in  my 
own  hands.  The  instrument  is  not  a  very  large  one.  It  should 
be  made  of  the  best  of  steel,  very  stiff  and  inelastic,  and  in  every 
part  should  be  free  from  any  possibility  of  bending  or  yielding  in 
use.  To  be  satisfactory  the  snare  must  be  absolutely  rigid.  Per- 
sonally I  have  removed  many  thousand  tonsils  with  this  snare, 
and  it  has  never  failed  me  nor  disappointed  me. 

The  instrument  may  be  described  as  follows :  It  consists  of  a 
handle,  a  canula  with  fenestrated  tip,  several  of  which  are  furnished 
with  each  instrument,  and  a  screw  adjustment,  similar  to  that  found 
on  nearly  all  other  snares.  The  screw  adjustment  in  this  instru- 
ment, however,  has  never  been  used  by  me,  except  for  the  purpose 
of  taking  up  the  slack  wire  before  the  operation.  I  use  No.  7 
piano  steel  wire,  and  here  I  will  say  that  first-class  wire  is  very 
difficult  to  obtain  in  the  market.  The  best  grade  of  wire  is  highly 
polished  and  very  elastic,  and  possess  very  great  tensile  strength. 
There  is  no  danger  of  it  breaking.  Before  threading  the  snare, 
a  loop  should  be  formed  upon  the  wire  in  the  manner  first  suggested 
by  Dr.  A.  T.  Veeder  of  Pittsburg,  Pa.  One  of  the  canulas  should 
be  inverted,  and  the  two  ends  of  the  wire  passed  through  it  as 

*  Read  at  the  eighth  annual  meeting  of  the  Academy  of  Ophthalmology  and  Oto- Laryngology, 
held  at  Indianapolis,  Ind.,  April  !),  10  and  11,  19()3. 
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shown.  A  cork  should  be  passed  through  the  loop  of  the  wire 
thus  formed,  the  wires  are  then  drawn  in  tightly,  and  shoulders 
are  formed  whereby,  the  wire  fits  the  fenestrum  more  perfectly.  The 
complaints  which  have  been  made  in  the  past,  of  inability  to  fasten 
the  wire  satisfactorily,  have  been  entirely  overcome  in  the  present 
model.  The  ends  of  the  wire  must  be  very  firmly  twisted,  not  less 
than  seven  or  eight  twists  being  given  them. 

In  an  adult  the  operation  is  conducted  as  follows :  Cocaine  hav- 
ing been  applied  around  the  tonsil  and  in  its  crypts,  five  minutes 
are  given  for  it  to  take  effect.  In  the  meantime  the  canula  with 
the  wire  threaded  has  been  sterilized,  and  the  snare  prepared  for 
the  operation  as  showai   in  the  illustration,   all  of  the  slack  wire 


Fig.  I. 

having  been  taken  up  by  the  screw  adjustment.  In  an  ordinary 
tonsil  no  forceps  of  any  kind  are  necessary.  The  patient  is  seated  in 
an  ordinary  operating  chair,  and  the  tongue  is  held  down  either  by 
the  operator  or  by  the  patient  himself.  The  fenestrum  with  its 
guarded  wire  is  pressed  firmly  down  around  the  tonsil,  when,  with 
some  manipulation,  the  tonsil  will  soon  be  seen  to  start  forward 
through  the  loop.  This  movement  of  the  tonsil,  I  have  compared  with 
the  movement  of  the  eyeball  in  the  removal  of  an  eye,  when  after 
the  severing  of  the  recti  muscles,  the  speculum  is  pressed  down 
into  the  socket,  and  the  eye  starts  forward.  At  this  point,  the  opera- 
tor is  instructed  to  sever  the  nerve  with  his  scissors.  Just  so  in  the 
removal  of  a  tonsil,  when  the  tonsil  starts  forward  into  the  loop. 
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the  operator  closes  his  hand  upon  the  instrument,  severing  the  tonsil 
with  a  single  stroke. 

The  after  treatment  is  very  simple.  The  patient  is  instructed 
that  crackers  and  milk,  medium  boiled  eggs,  and  raw  oysters  can  be 
swallowed  with  very  little  pain,  and  the  patient  is  permitted,  if  he 
wishes  to  do  so,  to  suck  pieces  of  ice,  holding  them  well  back  into 
the  throat.  The  pain  and  soreness,  however,  are  not  very  great, 
and  I  have  never  bad  a  patient  hesitate  when  it  came  to  the  removal 
of  a  second  tonsil  at  a  later  sitting.  As  a  rule,  I  remove  only  one 
tonsil  at  a  time  in  an  adult,  and  in  the  great  majority  of  cases 
the  tonsil  is  completely  extirpated  with  a  single  application  of  the 


Fig.  II.     Showing  the  method  of  forming  the  wire  loop. 


snare.  In  some  cases  seizing  forceps  are  necessary,  and  when  so 
I  recommend  the  forceps  in  the  cut  which  were  designed  by  myself 
for  this  purpose  many  years  ago. 

In  little  children  I  almost  invariably  use  chloroform.  In  these 
cases  it  is  much  better  to  have  two  snares  steriHzed  and  ready,  and 
both  tonsils  are  removed  at  the  same  time.  I  do  not  believe  that 
the  time  which  has  been  required  in  my  office  for  the  removal  of 
both  tonsils  in  little  children  under  chloroform  has  averaged  ten 
seconds.  Immediately  following  the  removal  of  the  tonsils,  with 
only  such  iterval  as  is  necessary  to  drop  the  snare  and  seize  a 
suitable  Pynchon's  curette,  I  remove  the  pharyngeal  tonsil  when  it 
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is  present.  Every  step  of  the  three  operations  from  beginning: 
to  end  is  a  matter  of  but  one  or  two  minutes,  and  it  is  extremely 
rare  for  the  child  to  be  in  my  operating  room  more  than  fifteen  or 
twenty  minutes.  The  child  is  then  ordinarily  removed  to  a  room 
adjoining,  where,  if  so  inclined,  it  is  allowed  to  sleep  off  the  effect 
of  the  chloroform,  although  in  the  great  majority  of  cases  the  child 
is  completely  aroused  within  ten  or  fifteen  minutes. 

I  have  used  these  instruments  constantly  for  over  sixteen  years. 
In  my  experience  in  children  I  have  invariably  found  that  under 
an  anaesthetic  the  removal  of  both  tonsils  has  left  me  a  bloodless 
field,  or  practically  so,   for  the  removal  of  the  pharyngeal  tonsil, 


Fig.  III.     The  straiglit  canula. 

while  the  removal  of  a  single  tonsil  with  the  guillotine  generally 
leaves  the  mouth  so  full  of  blood  as  to  render  the  removal  of  the 
second  tonsil  somewhat  unsatisfactory.  In  adults  my  experience  has 
been  similarly  satisfactory.  On  one  occasion  a  patient  was  brought 
to  my  office  suffering  from  a  secondary  hemorrhage  following  a 
partially  removed  tonsil.  The  hemorrhage  had  intermittently  lasted 
for  two  days,  and  the  patient  was  in  a  serious  condition.  The  re- 
moval of  the  remnant  of  the  tonsil,  made  by  the  method  described 
above,  stopped  the  hemorrhage  imnlediately.  It  has  been  said  that 
the  words  ''always"  and  ''never"  have  no  place  in  medical  literature, 
and  it  is  probable  that  there  is  no  means  by  which  a  tonsit  may  be 
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removed  that  there  is  not  some  danger  of  hemorrhage.  Dr.  Bal- 
lenger  of  Chicago  has  reported  a  serious  hemorrhage  in  an  adult 
from  the  use  of  this  method  and  instrument.  Such  hemorrhages 
liave,  however,  occurred  from  the  slow  ecrasement  of  the  tonsil, 
and  from  the  use  of  the  galvano-cautery  loop,  and  were  numerous 
imder  the  old  guillotine  and  bistoury  methods.  Such  danger  follow- 
ing the  use  of  the  snare,  however,  is  very  remote,  and  may  be 
practically  disregarded. 

Here  I  will  make  a  suggestion.  I  do  not  know  whether  the  pro- 
cedure is  new  or  not.  I  have  used  it  repeatedly  with  the  greatest 
satisfaction,  when  from  any  cause  a  hypertrophied  tonsil  has  be- 
come inflamed,  and  its  increased  size  renders  it  more  troublesome. 
In  syphilitic  ulceration  and  in  ordinary  acute  follicular  inflamma- 
tion of  hypertrophied  tonsils,  I  invariably  remove  the  tonsil  imme- 
diately, and  have  had  as  yet  no  reason  to  regret  it.    Also  in  cases  of 


Fig.  IV. 

diphtheria,  or  where  a  child  has  been  exposed  to  diphtheria,  I  have 
made  it  a  practice  to  clear  away  the  obstruction  of  the  th'*oat  with 
very  little  ceremony. 

In  connection  w'ith  this  instrument,  I  wish  to  concede  to  Dr. 
A'eeder  the  credit  of  using  a  fenestrated  grooved  tip  for  the  tonsil 
snare.  While  my  own  work  preceded  his  by  some  two  years,  still 
my  snare  was  never  satisfactory  until  his  fenestrated  canula  came 
out.  I  have  altered  this  canula  at  the  present  time,  but  he  is  still 
entitled  to  the  credit  for  its  originality. 

In  small  and  prominent  tonsils,  especially  in  adults,  a  straight 
metal  tip  in  place  of  the  fenestrated  one  ,has  decided  advantages. 
A  wire  should  never  be  used  a  second  time,  and  it  is  a  positive 
advantage  to  keep  the  wires  in  a  straight  metal  tube,  rather  than 
in  coils. 

I  will  be  pleased  to  answer  any  questions  in  regard  to  these  in- 
struments or  the  method  described. 


SOCIETY   PROCEEDINGS, 


BRITISH  MEDICAL  ASSOCIATION. 

Seventy-first  Animal  Meeting,  held  at  Swansea,  July  28-^1,  ipo^. 

SECTION   OF   LARYNGOLOGY  AND  OTOLOGY.* 

Patrick  Watson  Williams^  M.D.,  President. 

Introductory   Remarks   by  the   President. — On  the   Position  of 
Laryngology  and  Otology  in  the  Medical  Student's  Curriculum. 

Gentlemen  : — My  first  and  pleasing  duty  as  President  of  this 
Section  is  to  extend  a  very  cordial  welcome  to  those  distinguished 
colleagues  who,  in  response  to  our  invitation,  have  come  from  afar 
and  at  considerable  personal  inconvenience  to  assist  us  with  their 
ripe  experience  in  the  various  questions  we  propose  to  discuss. 
Indeed,  it  is  the  generous  co-operation  which  our  foreign  confreres 
are  always  so  willing  to  afford  that  brings  home  to  us  the  practical 
importance  of  the  topics  that  are  here  discussed,  and  the  necessity 
for  the  more  systematic  training  of  medical  students  in  the  clinical 
examination  of  the  nose,  throat,  and  ear,  so  that  every  qualified 
practitioner  may  be  familiar  with  at  least  their  commoner  diseases, 
and  able  to  interpret  those  phenomena  which  in  their  pathological 
significance  directly  bear  on' general  medical  diagnosis. 

The  wish  so  earnestly  expressed  by  an  early  Elizabethan  dra- 
matist— 

I  would  you  had  a  window  in  your  heart, 
I  might  look  through  you: 

is  only  half-realized  to-day ;  but  in  our  own  territory  is  fulfilled  by 
those  special  devices  for  which  our  medical  forefathers  must  have 
longed.  It  is  easy  now  to  differentiate  an  enlarged  turbinate  body 
and  a  polypus,  or  to  distinguish  between  the  presence  of  ulcers  or 
other  intra-nasal  affections  and  accessory  sinus  disease,  as  sources 
of  nasal  discharge.  We  know,  too,  that  nasal  disease  accounts  for 
many  cases  of  recurrent  headache  still  often  erroneously  diagnosed 
as  functional  or  organic  nervous  disease,  while  outbreaks  of  diph- 
theria are  not  very  rarely  due  to  the  existence  of  latent  intra-nasal 
diphtheria  in  a  nurse,  servant,  or  teacher. 

Laryngoscopic  examination  as  an  aid  to  diagnosis  in  general  medi- 
cine is  not  less  valuable  than  the  examination  of  the  eye.     How  often 
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does  the  existence  of  a  vocal  cord  paresis  or  paralysis  prove  invalu- 
able in,  the  early  diagnosis  of  central  nerve  disease,  such  as  tables 
dorsalis  or  bulbar  paralysis,  while  every  laryngologist  knows  full  well 
that  the  larynx  will  frequently  yield  the  one  and  only  definite  phy- 
sical sign  pointing  to  the  existence  of  an  intrathoracic  aneurysm  or 
other  less  common  forms  of  intrathoracic  tumors.  The  distinction  be- 
tween a  simply  laryngitis  and  paresis  of  an  otherwise  healthy  vocal 
cord  is  not  a  difficult  matter,  and  yet  from  want  of  a  little  familiarity 
with  the  laryngoscope,  is  often  enough  beyond  the  ken  of  the  young 
practitioner. 

Therapeutical  success  in  medicine  depends  especially  on  the  recog- 
nition of  serious  disease  in  its  earlier  and  more  tractable  stages.  The 
importance  of  taking  things  in  time  was  voiced  by  Ovid  in  the  well- 
known  lines : 

Principiis  obsta;   sero  medicina  paratur, 
Cum  mala  per  longas  invaluere   moras. 

Happily  rendered  by: 

Resist  the  young  disease;   who  stays  too  long, 
His  leech  perchance  shall  find  the  foe  too  strong. 

(S.  T.  Irwin.) 

We  are  no  longer  content  to  await  the  development  of  the  grosser 
manifestations  of  advancing  laryngeal  tuberculosis  before  diagnosing 
the  disease  and  adopting  measures  for  its  arrest.  Every  practitioner 
should  realize  the  possible  clinical  import  of  simple  hoarseness,  and 
have  sufficient  knowledge  of  the  larynx  to  be  put  on  his  guard  ere  the 
thickening  of  a  cord,  or  the  localized  tumefaction  on  a  vocal  process, 
or  in  the  interarytenoid  fold,  has  either  spread  locally  or  has  masked 
the  existence  of  an  early  pulmonary  lesion  till  it  progresses  beyond 
the  possibility  of  cure. 

If  early  recognition  of  laryngeal  tuberculosis  has  done  a  good  deal 
towards  the  successful  treatment  of  this  disease,  far  more  is  it  essen- 
tial in  the  radical  extirpation  of  cancer,  and  I  am  certain  that  my 
colleagues,  who  are  about  to  address  us  on  this  topic  must  deplore 
the  lamentable  number  of  cases  that  pass  beyond  the  hope  of  relief 
simply  for  want  of  earlier  diagnosis. 

At  the  medical  examination  for  entry  into  the  navy  and  army  the 
teeth  are  carefully  inspected.  ^lany  candidates  are  thrown  out  for 
some  error  of  refraction  that  could  be  remedied  by  wearing  specta- 
cles, or  for  some  defect  in  chest  measurement  of  little  importance  in 
after-life,  and  so  forth,  yet  unless  the  candidate  is  obviously  deaf  the 
existence  of  serious  aural  disease  may  escape  observation.  Quite 
recently  a  young  gentleman  came  to  me,  directly  after  he  had  passed 
his  medical  examination  for  the  army,  on  account  of  deafness,  which 
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he  had  noticed  for  six  or  seven  years.  He  had  nerve  deafness,  and 
could  not  hear  the  watch  on  contact  on  one  side,  while  the  hearing 
on  the  other  was  11-60  only. 

It  is  an  old  saying  that  history  repeats  itself.  Although  we  cannot 
associate  the  term  science  with  the  semi-barbaric  empiricism  above 
which  the  healing  art  has  never  risen  whilst  linked  to  priestcraft,  yet 
in  this  ancient  Egyptian  temple  we  observe  that  inevitable  develop- 
ment of  scientific  progress,  which  in  latter  days  first  separated  the 
practice  of  medicine  and  surgery  and  has  now  further  subdivided 
each  into  the  several  special  departments  represented  in  the  numer- 
ous sections  of  our  own  annual  meetings.  The  training  of  our 
medical  students  should  certainly  include  the  investigation  and  treat- 
ment of  the  simpler  affections  of  the  special  regions,  so  that  in  due 
time  he  may  undertake  such  cases  in  his  own  practice,  and  be  com- 
petent to  act  as  did  the  High  Priest  of  Thebes  when  serious  diffi- 
culties arose — a  function  too  often  undertaken  for  themselves  by 
the  suffering  public. 

I  have  but  touched  on  one  or  two  of  the  more  striking  points  which 
show  how  essential  is  some  elementary  knowledge  of  laryngology 
in  general  practice,  and  to  support  my  plea  that  it  should  no  longer 
be  left  to  the  student's  discretion  whether  he  attends  the^  hospital 
clinics  or  not.  Practical  acquaintance  with  obstetrics,  diseases  of 
women,  and  ophthalmology  and  dermatology  is  demanded  of  him, 
and  in  fairness  to  the  student  those  who  are  responsible  for  the 
arrangement  of  his  curriculum  should  remedy  the  existing  defect. 

Post-graduate  teaching  is  an  altogether  different  matter,  and  while 
invaluable  as  a  means  of  extending  the  practitioner's  knowledge  of 
all  the  special  and  higher  branches  of  medicine  and  surgery  it  is 
beyond  the  reach  of  many  medical  men,  and  therefore,  it  should  not 
be  relied  on  as  the  chief  if  not  only  means  of  obtaining  elementary 
practice  in  the  treatment  of  any  regional  disease. 

Contrary  to  the  very  general  impression,  specialism  in  medical 
practice  is  not  a  recent  development,  for  we  learn  from  Ebers^  that 
in  Egypt  as  long  ago  as  the  thirteenth  century  B.  C.  there  was  a 
school  of  specialists  attached  to  the  College  of  Priests  in  Thebes. 
They  were  physicians  to  the  king,  and  were  consulted  in  all  serious 
cases.  *Tt  was  left  to  the  principal  of  the  medical  staff  of  the  sanc- 
tuary to  select  that  master  of  the  healing  art  whose  special  knowl- 
edge appeared  to  him  to  be  suited  for  the  treatment  of  the  case." 


Uarda,  vol,  ii,  p.  32. 
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Discussion  on  the  Operative  Treatment  of  Malignant  Diseases 
of  the  Larynx. 

Sir  Felix  Sp:mon  said:  The  history  of  radical  operations  for 
mahgnant  disease  of  the  larynx  is  of  comparatively  recent  origin. 
The  larynx  was  of  old  considered  as  an  organ  indispensable  to  life, 
a  view  not  to  be  wondered  at  considering  that  its  graver  organic 
diseases,  such  as  cancer,  tuberculosis,  tertiary  syphilis,  leprosy,  exter- 
nal injuries,  etc.,  if  unchecked,  practically  always  ended  fatally.  In 
accord  with  this  state  of  public  opinion  we  find  that,  until  the  demon- 
stration by  Professor  Czerny,  then  Billroth's  assistant,  in  1870, 
namely,  that  dogs,  from  whom,  under  proper  antiseptic  precautions, 
the  larynx  had  been  removed  in  toto,  could,  and  did,  survive  the 
operation  for  an  indefinite  period,  the  operative  treatment  of  malig- 
nant disease  of  the  larynx  was  limited  to  palliative  tracheotomy 
when  the  obstruction  caused  by  the  new  growth  threatened  to  extin- 
guish life  by  asphyxia.^ 

The  success  of  Czerny's  experiments  induced  Professor  Billroth, 
and  following  him  other  surgeons,  to  remove  the  entire  larynx  or 
large  parts  of  it  in  cases  of  malignant  disease,  and  it  will  be  remem- 
bered what  a  sensation  the  report  of  the  first  cases  thus  operated  upon 
created  at  the  time.  Unfortunately,  however,  the  results  did  not 
correspond  to  the  hopes  which  had  been  entertained.  Most  of  the 
patients  either  died  from  the  consequences  of  the  operation  itself  or 
succumbed  to  recurrence  soon  afterwards.  When  the  late  Dr.  Foulis 
presented  in  1881  his  tabulated  account  of  the  cases  of  total  and  par- 
tial laryngectomy  performed  until  1881,  he  had  to  confess  that  out  of 
25  cases  of  total  extirpation  of  the  larynx  so  far  performed  for  malig- 
nant disease,  not  one  of  the  patients  had  been  reported  alive  at  the 
end  of  the  first  year  after  operation,  whilst  only  two  of  them  had 
lived  to  9  and  10  months  respectively.  Of  the  6  cases  of  partial  ex- 
tirpation of  the  larynx  then  on  record,  one  patient  died  two  days 
after  the  operation,  two  succumbed  to  recurrence  within  six  months, 
two  others  died  within  the  first  year  from  affections  apparently  not 
connected  with  the  operation,  and  one  patient  only  was  alive  fourteen 
months  after  the  left  half  of  the  larynx  had  been  removed.  In  spite 
of  these  not  very  encouraging  results,  both  operations  continued  to 
be  practiced,  although  not  very  extensively,  until  improvements  in 
the  technique,  particularly  of  partial  extirpation  in  the  hands  of  Dr. 
Eugen  Hahn,  of  Berlin,  gradually  led  to  better  results  with  regard 
to  diminution  of  the  danger  of  the  operation  itself. 


*  It  is  true  that  in  1866  Sir  Patrick  Heron  Watson  of  Edinburgh  removed  a  syphilitic  Jarynx 
in  toto,  but  this  solitary  operation  became  only  known  to  the  world  in  1881  through  a  communication 
made  by  the  late  T)r.  Foulis  of  Edinburgh  to  the  Laryngological  Section  of  the  International  Medical 
Congress  of  London.     (Transactions  of  the  Sub -sect  ion  for  Diseases  of  the  Throat,  p.  57.) 
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Meanwhile  another  form  of  radical  operation — namely,  thyrotomy, 
with  removal  of  the  soft  parts  round  the  new  growth — had  not  fared 
better  than  the  more  serious  operations  just  mentioned.  In  1878 
Paul  Bruns  passed  a  most  destructive  criticism  on  the  efficiency,  and, 
indeed,  the  admissibility  of  thyrotomy  in  malignant  disease  of  the 
larynx.  It  must  be  confessed  that  the  statistics  on  which  he  based 
his  judgment  fully  justified  his  condemnation.  Out  of  19  cases  of 
cancer  of  the  larynx  which  had  been  treated  by  thyrotomy  until 
1887,  two  patients  died  shortly  after  the  operation ;  in  not  less  than 
sixteen  local  recurrences  occurred  either  immediately  after  the  opera- 
tion, or  very  few  months  afterwards ;  in  one  single  case  only  was 
recurrence  retarded  for  more  than  one  year,  and  in  one  case  death 
took  place  twenty-two  months  after  the  operation  from  cancer  of  the 
suprarenal  glands,  whilst  there  was  no  trace  of  recurrence  in  the 
larynx  itself.  On  the  strength  of  this  result,  Paul  Bruns  arrived  at 
the  conclusion  that  ''attempts  to  extirpate  the  disease  by  means  of 
thyrotomy  have  shown  themselves  to  be  altogether  insufficient  and 
useless." 

The  reasons  of  this  unsatisfactory  state  of  things  are  not  far  to 
seek.  Without  denying  that  additional  features  may  have  played  a 
role,  I  have  no  hesitation  in  saying  that  two  causes  above  all  others 
operated  in  rendering  radical  operations  in  those  early  days  so  very 
unsatisfactory.  In  the  first  place  our  clinical  knowledge  of  malig- 
nant disease  of  the  larynx  was  so  incomplete  that  the  diagnosis  was 
usually  only  made  at  a  time  when  operative  interference  of  any  kind 
had  extremely  little  chance,  and  even  then  but  too  frequently  en- 
deavors were  made  to  limit  the  operation  to  procedures,  such  as  thy- 
rotomy with  removal  of  the  soft  parts  only,  which,  although  excellent 
in  early  stages,  are  totally  insufficient  when  the  disease  is  more  ad- 
vanced. S'econdly,  the  technique  of  the  various  forms  of  operation 
so  far  discussed  was  still  in  its  infancy;  pulmonary  complications 
arising  from  the  inability  to  sufficiently  protect  the  lower  air  pass- 
ages against  the  entry  of  blood,  and  later  on  of  septic  matter  from 
the  wound,  were  of  appalling  frequency,  and  carried  away  by  far  the 
greater  part  of  the  patients  who  had  been  subjected  to  these  opera- 
tions. 

The  first  of  these  reasons  explains  the  failure  of  thyrotomy,  the 
second  one,  the  horrible  mortality  after  partial,  and  still  more  after 
total  extirpation  of  the  larynx,  and  although  the  latter  gradually 
decreased,  still  as  late  as  1888  the  statistics  of  Schwartz,  Scheier,  and 
Baratoux  showed  no  more  than  8  to  13  per  cent,  of  real  cures  after 
total  extirpation  for  malignant  disease  of  the  larynx. 
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An  unusual  opportunity  of  improving  this  unsatisfactory  state  of 
things  was  afforded  by  the  ilhiess  of  the  late  German  Emperor,  which 
for  a  time  concentrated  the  attention  of  the  whole  medical  world 
upon  malignant  disease  of  the  larynx.  It  is  true  that  already  some 
time  previous  to  this,  efforts  had  been  made  from  various  quarters, 
and  in  various  directions,  to  improve  both  our  diagnostic  and  our 
therapeutic  powers.  Thus,  as  already  stated,  the  late  Dr.  Eugen 
Hahn  had  in  various  respects  improved  the  technique,  particularly 
of  partial  extirpation  of  the  larynx,  and  had  by  the  invention  of  his 
excellent  sponge  canula  materially  diminished  the  risk  of  septic 
pulmonary  complications  after  operation,  whilst  I,  when  bringing 
the  case  of  the  late  Mr.  Montagu  Williams,  who  had  been  operated 
upon  by  Hahn,  before  the  Clinical  Society  in  1886,  had  drawn  atten- 
tion to  several  so  far  unknown,  or  at  any  rate,  undescribed  signs, 
which  had  enabled  me  in  a  number  of  cases  to  make  the  diagnosis  of 
malignant  disease  of  the  larynx  earlier  than  usual.  There  can,  how- 
ever, be  no  doubt  that  it  was  the  illness  of  the  then  Crown  Prince 
of  Germany,  and  the  discussion  connected  with  it.  which  led  to  a 
considerable  improvement  both  in  the  diagnosis  and  in  the  operative 
treatment  of  malignant  disease  of  the  larynx.  The  questions  whether 
innocent  laryngeal  growths  show  a  special  tendency  after  intralaryn- 
geal  operations  to  undergo  malignant  degeneration ;  whether  clinical 
observation  or  microscopic  examination  of  intralaryngeally  removed 
fragments  of  a  new  growth  ought  to  decide  our  action  ;  the  differen- 
tial diagnosis  between  innocent  and  malignant  tumors  of  the  larynx ; 
the  statistics  compiled  by  various  authors,  and  other  points  of  inter- 
est formed  for  a  time  topics  of  burning  universal  interest,  and  the 
collective  investigation,  which,  with  the  help  of  most  of  the  leading 
laryngologists,  I  instituted  into  these  points,  materially  contributed, 
I  venture  to  think,  towards  a  better  understanding  of  most  of  these 
mooted  questions.  Shortly  afterwards  (in  1889)  Mr.  Butlin  demon- 
strated that,  owing  to  our  diagnostic  improvements,  thyrotomy  ought 
to  be  reinstated  in  the  place  which,  owing  to  defective  diagnostic 
knowledge  and  imperfect  execution  it  had  lost. 

From  this  time  onward  curious  national  differences  developed 
concerning  the  whole  question  of  operative  interference  in  malignant 
disease  of  the  larynx.  Whilst  in  this  country,  operators,  trusting  to 
Butlin's  and  my  own  statements,  followed  in  the  same  lines,  and 
thereby  obtained  results  by  the  early  performance  of  thyrotomy  in 
suitable  cases,  which  are  as  gratifying  as  the  nature  of  the  terrible 
disease  with  which  we  have  to  deal  will  permit,  the  development  on 
the  European  continent,  and  in  America  was  a  widely  dift'erent  one. 
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The  old  truth,  that  it  is  more  difficult  to  reestablish  in  public  favor  a 
discredited  procedure  than  to  introduce  a  brand  new  one,  held  good 
again.  Up  to  the  present  moment,  with  the  exception  of  a  few 
Continental  specialists  and  surgeons,  such  as  Chiari,  Moure  and 
Schmiegelow,  who  have  worked  on  parallel  lines,  and  have  obtained 
similarly  gratifying  results  as  British  operators,  thyrotomy  is  still 
looked  upon  abroad  with  more  or  less  universal  distrust  and  appre- 
hension. On  the  other  hand,  in  Germany,  intra-laryngeal  operations 
in  early  cases  of  malignant  disease  of  the  larynx  have  been,  and  still 
are  warmly  recommended,  and  in  America  the  astounding  doctrine 
has  been  promulgated  that  as  soon  as  the  naked-eye  diagnosis  of 
malignant  disease  of  the  larynx  has  been  made,  not  only  the  whole 
larynx,  but  also  all  its  tributary  lymphatic  glands  should  be  at  once 
excised. 

Thus  we  are  as  far  from  a  concensus  of  opinion  on  the  principles 
which  ought  to  guide  us  in  operating  upon  malignant  disease  of  the 
larynx  as  we.  were  at  any  period  since  radical  operations  for  this 
class  of  diseases  were  introduced,  and  the  method  to  which  we  natur- 
ally look  for  help  and  guidance  under  such  circumstances,  for  exam- 
ple, the  statistical,  has  in  my  humble  opinion,  done  more  harm  than 
good  in  this  particular  question.  Let  me  justify  this  statement.  I 
am  myself  a  convinced  adherent  of  the  statistical  method,  but 'I  am 
at  the  same  time  fully  conscious  that  it  is  a  double-edged  weapon, 
and  that  by  putting  the  question  at  issue  wrongly,  or  by  employing 
statistical  material  without  close  scrutiny,  most  fallacious  results 
might  be  obtained.  It  is  not  difficult  to  prove  this  with  special  refer- 
ence to  our  subject. 

Statistics  might  be  employed  to  show  broadly  the  general  results 
so  far  obtained  by  a  particular  operation  by  simply  grouping  all  the 
cases  together  that  have  ever  been  operated  upon  by  that  method. 
There  is  not  a  word  to  be  said  against  this  so  long  as  there  is  only 
the  question  of  satisfying  the  reader's  curiosity  as  to  the  sum  of 
results  obtained,  but  when  it  is  desired  to  decide  the  value  of  a  par- 
ticular form  of  operation,  nothing  could  be  more  misleading  than  to 
simply  heap  together  all  such  operations  ever  performed  at  any  time, 
and  by  anybody,  and  to  draw  conclusions  from  the  bare  result  of 
such  an  indiscriminate  array  of  cases  as  to  the  real  efficacy  of  that 
operation. 

Some  years  ago  I  proved  this  contention,  when  Dr.  Sendziak 
grouped  together  all  cases  of  malignant  disease  of  the  larynx  ever 
treated  by  thyrotomy  from  the  introduction  of  that  operation  until 
the  date  of  the  publication  of  his  paper,  and  when  he  arrived,  as  he 
was  bound  to  do,  at  an  opinion  very  unfavorable  to  that  form  of 
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Operation.  By  critically  analyzing  his  statistics,  and  by  showing 
that  the  real  efficiency  of  thyrotomy  was  much  more  truly  shown  by 
the  results  of  single  observers,  who  have  had  the  opportunity  of 
acquiring  particular  experience,  than  by  wholesale  enumeration  of  all 
cases  ever  operated  lipon  by  that  method,  I  think  that  I  invalidated 
several  of  his  conclusions.  Unfortunately,  however,  my  criticism, 
the  justice  of  which  was  later  on  acknowledged  by  Sendziak  himself, 
has  shared  the  usual  fate  of  such  rectifications — that  is,  the  original 
statements  have  passed  into  most  surgical  and  laryngological  text- 
books, and  very  little  notice  has  been  taken  of  my  correction,  the 
result  being  that  thyrotomy  for  malignant  disease  of  the  larynx 
continues  to  be  looked  upon  with  considerable  distrust  abroad. 

Another  drawback  to  statistics  in  this  question  is  that  no  general 
principles  are  agreed  upon,  according  to  which  they  ought  to  be  pre- 
pared. Thus  the  views  of  authors  who  have  given  us  statistics  pn 
the  question  of  radical  operations  for  malignant  disease  of  the  larynx 
materially  differ  as  to  the  period  when  the  patient  may  be  looked 
upon  as  ''cured"  after  operation,  some  demanding  a  period  of  three 
years,  others  of  two,  whilst  I  from  large  experience  am  convinced 
that  unless  recurrence  takes  place  within  one  year  from  the  operation 
the  word  "cure"  can  safely  be  employed.  In  my  experience  of  18 
thyrotomies  for  microscopically  established  maligant  disease  of  the 
larynx  I  have  not  met  with  a  single  case  in  which  recurrence,  either 
local  or  elsewhere,  has  taken  place  after  more  than  one  }near  after 
operation 

Again,  artificial  subdivisions  are  being  made  by  some  statisticians 
as  to  whether  soft  parts  only  are  removed  at  the  operation,  or  whether 
fragments  of  cartilage  may  have  to  be  taken  away  at  the  same  time, 
the  former  class  alone  being  included  by  Sendziak  and  others  under 
the  heading  of  "thryotomy,"  whilst  to  all  ,cases  in  which  portions  of 
cartilage  had  to  be  removed,  the  proud  name  of  "partial  extirpation 
of  the  larynx"  is  granted.  Now  it  does  not  make  in  my  experience 
the  least  difference  in  the  gravity  of  the  operation,  the  course  of 
healing,  and  the  ultimate  result  whether  you  may  have  to  remove 
soft  parts  only,  or  whether  additional  small  parts  of  the  arytenoid 
cartilages  or  of  the  thyroid  or  cricoid  may  have  to  be  resected ;  yet 
by  separating  such  cases  from  the  rubric  of  thyrotomy,  and  quoting 
them  under  the  title  of  partial  extirpation  of  the  larynx,  a  number  of 
cases  which  rightly  belong  to  the  province  of  thyrotomy  are  artifi- 
cially removed  from  their  natural  position. 

Further,  in  many  of  these  statistics  carcinoma  and  sarcoma  of  the 
larynx  are  treated  in  different  chapters.  From  the  pathological 
point  of  view  this  course  is  correct  enough,  but  with  regard  to  the 
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indications  for  operation  itself,  and  its  results,  such  subdivision  is, 
according  to  my  personal  experience,  quite  unnecessary. 

The  result  of  all  this  is  that  the  material  is  broken  up  in  such  a 
curious,  and  I  honestly  believe,  unnecessary  and  undesirable  manner, 
as  to  ultimately  lead  to  very  erroneous  conclusions  as  to  the  value 
of  the  individual  forms  of  radical  operations  for  malignant  disease  of 
the  larynx.  I  have  on  various  occasions  dilated  upon  this  very  im- 
portant question,  and  would  like  to  do  so  more  fully  now  again,  but 
the  limited  time  at  my  disposal  prevents  me  from  doing  so,  and  I  can 
only  throw  out  the  above  suggestions  with  a  view  of  emphasizing 
the  fact  that  conclusions  drawn  from  an  indiscriminate  employment 
of  the  statistical  method  in  this  question  ought  to  be  received  with 
critical  caution. 

We  possess  at  present  five  different  operative  methods  of  dealing 
with  malignant  disease  of  the  larynx,  and  inasmuch  as  no  internal 
medication  of  any  kind  has  as  yet  enabled  us  to  cope  with  that  terri- 
ble disease,  the  only  questions  to  decide  under  such  circumstances  are : 
when  shall  we  operate,  and  what  method  shall  we  select  ? 

There  is,  I  think,  unanimity  amongst  those  w4io  know  anything 
about  the  subject,  that  as  a  general  principle  operation  should  be  at 
once  proceeded  with  if  the  case  lends  itself  at  all  to  operative  inter- 
ference as  soon  as  the  diagnosis  is  made.  It  is  unfortunately  true 
enough  that  not  only  the  public,  but  a  not  inconsiderable  proportion 
of  the  medical  profession  are  still  possessed  by  the  idea,  "once  cancer, 
always  cancer."  But  if  anything  could  be  calculated  to  rouse  these 
sceptics  from  their  present  pessimistic  attitude,  surely  it  ought  to 
be  the  brilliant  results  which  we  are  now  obtaining  just  in  cancer  of 
the  larynx  when  the  diagnosis  has  been  early  made,  the  suitable 
operation  been  selected,  and  no  precious  time  been  lost.  The  dictum 
of  my  unforgetable  teacher,  Virchow,  'Tf  cancer  be  at  its  onset  and 
often  for  a  long  time  a  local  disease,  it  must  be  possible  to  cure  it  at 
that  stage  by  local  treatment,"  ought  to  be  our  guidance  in  this  whole 
question. 

True,  we  must  distinguish  between  intrinsic  and  extrinsic  malig- 
nant disease  of  the  larynx,  the  former  comprising  the  true  interior 
of  the  larynx  from  the  ventricular  bands  downwards,  the  latter  the 
tumors  situated  on  the  aryteno-epiglottic  folds,  the  arytenoid  car- 
tilages, epiglottis,  and  the  posterior  wall  of  the  cricoid  cartilage. 

The  distinction  from  a  practical  point  of  view  is  all  important. 
The  intrinsic  form  remains  much  longer  a  purely  local  affection,  and 
shows  very  little  tendency  until  the  disease  is  nnich  advanced  to  infect 
the  neighboring  lymphatic  glands,  whilst  in  the  extrinsic  form  such 
glandular  infection  unfortunately  makes  its  appearance  as  a  rule  at  a 
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very  early  stage.  Upon  this  one  fact  depends  the  enormous  differ- 
ence between  the  two  forms  with  regard  to  prognosis,  extent  and 
danger  of  the  operation,  and  probability,  or  otherwise,  of  recurrence, 
and  it  is  Hkely  that  this  difference  will  ever  continue  to  exist  as  long 
as  we  are  compelled  to  combat  the  disease  by  operation ;  but,  whether 
extrinsic  or  intrinsic,  under  all  circumstances  must  it  be  our  aim  to 
establish  the  diagnosis  as  early  as  possible,  and  when  it  is  secured, 
or  even  in  a  few  cases  when  it  is  somewhat  doubtful,  to  proceed 
energetically. 

In  very  few  diseases  is  the  question  of  time  so  all-important,  in 
very  few^  does  the  loss  of  precious  time  revenge  itself  so  cruelly  as 
in  malignant  disease  of  the  larynx !  I  shall  have  a  few  more  words 
to  say  on  this  point  at  the  conclusion  of  my  observations,  but  wish 
now  to  pass  in  brief  review  the  various  forms  of  operation  at  our 
disposal. 

1.  There  is  first  of  all  tlic  intralaryngeal  method,  which  was 
recommended  for  more  general  use  in  Professor  B.  Fraenkel's,  of 
Berlin,  well-known  paper,  "Laryngeal  Cancer,  its  Diagnosis  and 
Treatment,-''  on  the  strength  of  several  successful  operations  per- 
formed by  himself.  I  did  not  refrain,  much  as  I  disliked  to  oppose 
the  views  of  not  only  an  intimate  personal  friend,  but  also  of  one  of 
the  most  prominent  laryngologists,  from  at  once  expressing  grave 
doubts  as  to  the  rationale  of  this  form  of  operation  in  cases  of  malig- 
nant disease  of  the  lar^nx.^  Since  then,  time,  so  far  from  effacing 
my  objections,  has  deepened  them,  and  on  an  occasion  like  this  it  is 
my  duty  to  give  again  fresh  expression  to  them.  Xot  that  I  doubt 
that  in  some  exceptioiial  cases  the  intralaryngeal  method  may  not 
achieve  enticing  triumphs  in  cases  of  malignant  disease  of  the  larynx ; 
but  it  is  not  with  the  splendid  exceptions,  but  with  the  general  prin- 
ciple of  the  application  of  a  method  that  I  have  to  deal  here.  And 
from  this  point  of  view  it  is  my  duty  to  say  that  in  my  humble  opin- 
ion the  intralaryngeal  method,  with  some  extremely  rare  exceptions, 
of  which  more  anon,  is  absolutely  unsuitable  for  the  radical  extirpa- 
tion of  malignant  disease  of  the  larynx,  and  that  its  employment  in 
cases  of  this  kind  is  diametrically-  opposed  to  and  irreconcilable 
with  the  principle  which  is  universally  acknowledged  as  the  guiding 
one  in  dealmg  with  malignant  growths  in  other  parts  of  the  body.  I 
fear  no  contradiction  when  I  say  that  this  principle  is  that  not  only 
the  tumor  itself,  but  an  area  of  healthy  tissue  in  all  directions  round 


2  Deut.  med.   Woch.,  Ig^J,  Nos.  1-6. 

3  See  my  concluding  remarks  in  the  report  of  the  Collective  Investigation  on  the  Question  of 
the  Transition  of  Benign  into  Malignant  Growths,  particularly  after  Intrala.yngeal  Operations  (Berlin : 
August  Hirschwald,  1S89,  pp.  1S7  et  seqj. 
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the  new  formation  ought  to  be  removed  in  order  to  make  the  opera- 
tion really  radical.  Now  I  make  bold  to  say  that  intralaryngeal 
operations  do  not  afford  the  least  guarantee,  by  however  skillful 
hands  they  may  be  carried  out,  that  this  first  and  most  indispensable 
demand  has  been  complied  with.  The  intralaryngeal  method  is 
excellently  adapted  to  the  removal  of  growths  from  the  surface  of 
the  laryngeal  tissues,  and  it  is  in  connection  with  such  growths  that 
it  celebrates  legitimate  triumphs.  But  it  is  characteristic  of  malig- 
nant neoplasms  that  they  not  merely  rise  from  the  surface,  but  above 
all  that  they  infiltrate  the  mother  soil,  and  I  maintain  that  with  this 
often  enough  insidious  infiltration,  the  intralaryngeal  method  is  not 
competent  to  deal.  When  first  I  raised  my  objection  to  Fraenkel's 
proposals,  I  stated  that  it  had  made  a  deep  and  ever-renewed  im- 
pression upon  me,  that  usually,  when  I  had  opened  the  larynx  in 
external  operations  for  malignant  disease,  I  had  found  that  the  affec- 
tion was  much  more  advanced  than  had  appeared  from  mere  laryn- 
goscopic  inspection.  Since  1889,  when  I  penned  those  lines,  my 
experience  in  this  class  of  cases  has  greatly  increased,  and  with  in- 
creased experience  the  fact  that  the  disease  is  almost  always  much 
more  advanced  than  one  would  have  thought  from  the  laryngoscopic 
inspection,  has  more  and  more  deeply  impressed  itself  upon  me. 
Under  these  circumstances  I  am  convinced  that  it  ought  not  to  be  the 
ambition  of  the  intralaryngeal  method  to  compete  with  really  radical 
operations  on  a  field  in  which,  by  the  nature  of  things,  no  general 
successes  can  be  obtained  by  it.  The  advantages  which  are  claimed 
for  it,  such  as  that  no  external  operation,  usually  so  much  dreaded 
by  the  patient,  is  required ;  that  the  patient  should  never  be  laid  up ; 
that  the  vocal  results  are  better  than  after  external  operation,  etc., 
in  my  opinion  sink  into  insignificance  in  comparison  with  the  dangers 
which  loss  of  precious  time  and  undue  postponement  of  really  radical 
operation  brings  about.  We  hear  occasionally  of  a  few  cases  which 
have  been  successfully  treated  by  the  intralaryngeal  method  and 
remained  well,  but  how  about  those  in  which  after  intralaryngeal 
treatment  ultimately  external  operation  became  unavoidable,  and 
which  then  had  to  be  much  more  extensive  than  it  would  had  the 
patient  at  once  been  subjected  to  external  operation?  Not  many 
cases  of  that  sort  will  be  found  recorded  in  contemporary  literature, 
and  yet  I  suspect  they  are  anything  but  rare.  Even  the  advantage 
claimed  for  these  cases  that  the  patient  is  never  laid  up  for  a  single 
day  is,  in  my  opinion,  more  than  counter-acted  by  the  need,  not  only 
of  usually  very  prolonged  attendance  until  the  growth  has  been  appar- 
ently completely  exterminated,  but  by  the  even  more  urgent  need  of 
the  patient  keeping  himself  for  an  almost  indefinite  period  under 
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observation  in  order  to  be  sure  that  this  happy  consummation  has 
been  really  arrived  at.  And,  personally,  I  must  say  that  after  what 
I  have  seen  of  malignant  disease  of  the  larynx,  I  should,  even  after 
an  apparently  successfully  intralaryngeal  operation  for  malignant 
disease,  never  feel  satisfied  in  my  own  mind  that  I  had  succeeded  in 
actually  radically  extirpating  the  growth,  and  that  I  do  not  think 
that  even  in  successful  cases  the  gain  is  commensurate  to  the  risk. 
I  will  not  deny  that  in  some  quite  exceptional  cases,  such  as  when 
malignant  disease  begins  at  the  tip  of  the  epiglottis  and  is  recognized 
whilst  it  is  still  quite  limited  to  the  peripheral  part  of  that  structure, 
removal  of  the  whole  epiglottis  by'  means  of  the  snare  or  of  the  knife 
from  within  may  not  be  legitimately  attempted,  but  although  I  have 
myself  reported  a  successful  case  of  intralaryngeal  removal  of  an 
epithelioma  of  a  vocal  cord — the  removal  had  been  intended  for  the 
purposes  of  a  microscopic  examination  of  the  growth,  and  unex- 
pectedly turned  out  to  be  radical — and  although  even  now  the  patient 
continues  well,  I  should  never  deliberately  try  to  remove  an  intrinsic 
cancer  or  sarcoma  from  the  larynx  by  intralaryngeal  operation. 

2.  Thyrotomy. — Speaking  before  an  audience  of  British  laryn- 
gologists  I  need  not  say  much  in  praise  of  this  operation,  the  advan- 
tages of  which  most  of  us  have  learned  to  appreciate  from  personal 
experience,  and  which  is  indicated  in  all  cases  of  intrinsic  malignant 
diseases  of  the  larnyx,  in  w^hich  the  diagnosis  is  made  at  a  time  when 
the  disease  is  not  too  extensive,  nor  apparently  too  deeply  infiltrating. 
I  firmly  believe  that,  under  such  circumstances,  thyrotomy  and 
thorough  removal  of  the  growth,  with  a  sufficient  circumference  of 
healthy  tissue,  and  accompanied — as  individual  cases  may  require — 
by  removal  of  small  fragments  of  cartilage,  in  the  neighborhood,  is 
positively  an  ideal  operation.  I  have  now  performed  twenty  thyro- 
tomies  of  this  character  in  cases  of  undoubtedly  malignant  disease  of 
the  larynx  (the  microscopic  examination  of  the  growths  was  in  all 
instances  made  by  Mr.  Shattock)  and  have  had  nineteen  recoveries, 
with  two — I  may  fairly  say  quite  doubtful — recurrences  and  one 
death  from  operation.  In  two  of  my  cases  the  operation  has  been 
too  recently  performed  to  allow  one  to  speak  of  lasting  cures. 
All  my  cases  having  occurred  in  private  practice,  I  have  had 
the  opportunity  of  following  up  to  the  present  moment  the  fates 
of  all  my  patients,  and  being  convinced  from  my  personal 
experiences  that  no  recurrence  need  be  feared  if  the  patient 
has  remained  well  for  a  full  year  after  the  operation,  I  can  now 
summarize  my  results  to  the  effect  that  out  of  eighteen  cases  of  un- 
doubtedly malignant  disease  of  the  larynx  which  I  have  operated 
upon  by  thyrotomy  between  June  2,  1S91,  and  July  29,  1902,  15,  that 


888  SOCIETY  PROCEEDINGS. 

is  85  per  cent,  are  now  alive  and  well,  whilst  the  vocal  results,  with  the 
exception  of  a  few  cases  in  which  it  was  necessary  to  remove  both 
vocal  cords,  are  surprisingly  good.  This  list  does  not  include  cases 
of  doubtful  malignancy,  of  which  I  have  operated  upon  four  by 
thyrotomy  with  one  recurrence,  nor  two  cases  in  which  the  disease 
was  found  to  be  tuberculosis,  nor  one  case  in  which  recurrence  took 
place  and  proved  the  papillamatous  nature  of  the  growth. 

I  hope  to  lay  a  full  report  of  all  my  personal  experiences  with 
regard  to  this  matter  during  the  coming  winter  before  the  Royal 
Medical  and  Chirurgical  Society,  but  on  the  present  occasion  I  felt 
that  it  would  not  be  right  to  monopolize  by  a  detailed  account  of  my 
own  experiences  the  time  allotted  to  me  for  the  introduction  of  the 
subject.  Anyhow,  I  hope  that  even  this  bald  account  of  my  results 
will  tend  to  convince  the  greatest  sceptic  that  if  this  operation  be 
restricted  to  the  cases  in  which  it  is  really  applicable,  its  results 
are,  as  I  have  called  them  in  the  syllabus  of  my  remarks,  "perfectly 
ideal."  But  in  order  to  obtain  such  results  the  following  conditions 
are  absolutely  essential : 

1.  The  operation  must  be  restricted  to  early  stages  of  intrinsic 
malignant  disease. 

2.  For  this  purpose  an  early  diagnosis  is  indispensable. 

3.  The  operation  when  performed  must  be  thorough,  that  is,  no 
sentimental  considerations  concerning  the  amount  of  vocal  power  to 
be  retained  by  the  patient  must  interfere  with  the  imperative  necessity 
of  removing  a  sufficient  area  of  healthy  tissue  round  the  new  growth 
in  all  directions.  A  violation  on  one  single  part  of  the  periphery  of 
the  new  growth  of  this  rule  may  frustrate  the  entire  purpose  of  the 
operation. 

4.  Should  it  be  found  after  opening  the  larynx  that  the  disease 
is  more  advanced  than  it  appeared  from  laryngoscopic  examination, 
it  is  the  duty  of  the  operator  not  to  limit  his  interference  to  the  opera- 
tion originally  contemplated,  but  to  perform  partial  laryngectomy, 
or  indeed  any  other  operation,  the  necessity  of  which  may  become 
apparent  when  the  extent  and  depth  of  infiltration  of  the  new  growth 
has  been  definitely  ascertained. 

If  these  demands  be  complied  with,  the  position  of  thyrotomy, 
as  being  the  operation  in  early  stages  of  intrinsic  malignant  disease 
of  the  larynx  will  remain  impregnable  so  long  as  we  have  to  fight 
malignant  disease  by  operation.  Of  course  I  do  not  mean  to  say  that 
even  if  all  these  rules  are  adhered  to,  a  lasting  cure  can  be  guaranteed ; 
such  a  statement  would  be  ludicrous,  seeing  the  insidious  nature  of 
malignant  disease,  and  the  impossibility  of  deciding  for  certain 
whether  or  not  before  the  operation  infectious  elements  may  have 
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emigrated  into  the  neighborhood.  The  practical  results,  however, 
obtained  by  so  many  British  operators,  and  by  Chiari,  Moure  and 
•Schmiegelow  on  the  Continent,  show  that  with  proper  selection  of 
cases  and  sufficient  energy  of  operation  most  satisfactory  results  are 
obtained.  But  if  in  any  of  the  points  named  above,  half-hearted 
concessions  are  made,  thyrotomy  is  as  likely  to  become  discredited 
again  as  it  was  when  Paul  Bruns  passed  his  stringent  criticisms. 
No  better  illustration  of  this  could  be  given  than  a  communication 
made  at  the  recent  International  Medical  Congress  at  Madrid.  On 
that  occasion  the  results  of  radical  operations  for  malignant  disease 
of  the  larynx  performed  in  a  Spanish  clinic  were  reported,  and  it  was 
stated  that  out  of  eight  thyrotomies  performed,  no  less  than  six 
ended  in  recurrence  from  within  one  month  to  two  years  after  opera- 
tion. The  reporter  arrived  at  the  conclusion  that  the  results  of 
thyrotomy  were  very  uncertain. 

This  report  appears  to  me  simply  deplorable.  In  the  absence  of 
details  I  cannot,  of  course,  venture  to  enter  upon  any  detailed  criti- 
cism of  the  cases,  but,  having  just  told  you  that  out  of  thyrotomies 
performed  by  myself  in  cases  of  undoubted  malignant  disease  of  the 
larynx,  recurrence — and  this  very  doubtful — only  took  place  in  two 
cases,  I  have  no  hesitation  in  saying  that  there  must  have  been  some- 
thing radically  wrong  either  with  the  selection  of  these  special  cases 
for  thyrotomy,  or  with  the  performance  of  the  operation.  No  other 
explanation  will  hold  good  when  such  discrepancies  occur  in  the 
results  of  one  and  the  same  operation  in  two  different  hands.  One 
of  the  most  regretable  incidents  in  connection  with  the  unsatisfactory 
Spanish  results  will,  of  course,  be  the  fact  that  these  cases  will  pass 
into  future  wholesale  statistics,  and  will  again  contribute  towards  dis- 
crediting the  operation  in  the  eyes  of  those  who  have  had  no  oppor- 
tunity of  acquiring  experiences  of  their  own. 

With  regard  to  the  technique  of  the  operation,  I  have  but  little 
to  add  to  the  description  which  I  gave  in  the  Lancet  in  1894.  Hav- 
ing now  treated  a  number  of  cases  by  immediate  complete  closure  of 
the  entire  wound,  I  have  not  seen  any  advantage  from  that  procedure, 
whilst  it  prevents  one  from  testing  the  patient's  power  of  swallow- 
ing after  the  operation,  and,  in  my  opinion,  increases  the  danger  of 
septic  complication.  I  have,  therefore,  returned  to  the  method  I 
described  in  1894 — that  is,  to  immediately  close  the  larger  upper  part 
of  the  wound,  and  leave  the  lower  part  open  for  two  or  three  days 
after  the  operation  until  all  danger  of  septic  complication  has  passed. 

Another  point  I  should  like  to  mention  is  this;  that  in  cases  in 
which  the  growth  was  situated  in  the  anterior  commissure,  and  in 
which  it  was  necessary  to  remove  the  anterior  parts  of  one  or  both 
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vocal  cords/  I  have  recently  repeatedly  stitched  their  posterior  ends 
to  the  vertricular  bands,  with  the  result  of  obtaining  much  better 
vocal  results  than  had  resulted  without  this  procedure. 

3.  Partial  Extirpation  of  the  Larynx. — By  partial  extirpation  I 
mean  an  operation  in  which  no  less  than  one  entire  wing  of  the 
thyroid  cartilage,  and  possibly  additionally  an  arytenoid  and  parts  of 
the  cricoid  cartilage  are  removed,  but,  I  do  not  include  in  this  cate- 
gory, as  I  have  stated  before,  cases  in  which  it  was  only  necessary 
to  take  away  small  fragments  of  these  cartilages. 

The  operation  in  itself  does  not  offer  any  greater  technical  difficul- 
ties than  mere  thyrotomy,  but  it  is  still,  I  think,  a  moot  question 
whether  the  after  treatment  may  be  conducted  on  exactly  the  same 
lines  as  that  operation — that  is,  whether  the  wound  may  be  at  once 
closed  in  almost  its  entire  length,  or  whether  it  should  be  kept  open 
at  first,  in  order  to  avoid  subsequent  stenosis  of  the  parts.  In  one 
case  I  have  followed  the  former  plan  without  any  unpleasant  amount 
of  narrowing  resulting,  but  I  do  not  venture  on  the  strength  of  so 
isolated  an  experience  to  recommend  a  general  adoption  of  this  plan, 
and  hope  that  the  subsequent  discussion  may  throw  some  light  upon 
this  question.  Altogether  I  am  convinced  that  partial  extirpation  of 
the  larynx  will  come  to  be  more  rarely  performed  in  proportion  to 
the  diagnosis  of  malignant  disease  being  arrived  at  more  and  more 
early,  experience  having  shown  me  that  even  in  cases  of  rather  exten- 
sive intrinsic  malignant  disease,  thorough  removal  of  the  growth  and 
soft  parts  around  it,  with  subsequent  energetic  scraping  of  the  base, 
is  sufficient  to  prevent  recurrence.  Only  if  the  new  growth  should 
be  found  to  have  actually  invaded  the  cartilages,  will  complete  re- 
moval of  the  latter  become  indispensable. 

4.  Total  Extirpation  of  the  Larynx. — As  the  result  of  a  very 
curious  misunderstanding  of  some  observations  which  I  made  as  far 
back  as  1881,  in  the  discussion  on  the  treatment  of  laryngeal  cancer 
in  the  Sub-Section  fOr  Diseases  of  the  Throat,  of  the  London  Inter- 
national Medical  Congress,  I  have  been  persistently  reported  as  an 
avowed  opponent  of  total  laryngectomy,  and  in  spite  of  repeatedly  ex- 
pressed disavowals  of  the  attitude  attributed  to  me,  in  which  I  again 
endeavored  to  clearly  define  my  views  concerning  that  operation,* 
the  legend  has,  I  regret  to  say,  recently  been  again  revived  in  Dr. 
Jonathan  Wright's  otherwise  excellent  history  of  laryngology  and 
rhinology.  The  author  actually  describes  Mr.  Butlin  and  myself  as 
"resenting  total  extirpation  as  unjustifiable,"  and  states  that  we  have 
of  late  years  reiterated  these  views.     I  take  this  opportunity  of 


4  Archiv  f.  Laryngologle,  vol.  vi.,  Heft  H;  Encyclopwdica  Medica,  vo!.  vi.,  xiii.,  Internat. 
Med.  Cong.,  Paris,  1900,  Section  de  T.aryngologie. 
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restating  that  we  have  done  nothing  of  the  kind.  Total  extirpa- 
tion is  an  operation  over  which,  however  much  I  may  admire  the 
skill  of  the  surgeon  who  saves  a  patient  from  an  otherwise  unavoid- 
ably painful  death,  I  cannot  grow  enthusiastic,  and  that  whatever  may 
be  done  to  alleviate  the  patient's  after-existence,  it  cannot  certainly 
be  described  as  a  pleasant  one.  But  I  have  never  denied,  nor  do  I 
now,  that  in  cases  in  which  the  disease  begins  in  a  situation  which 
a  priori  renders  it  impossible  to  eradicate  it  by  less  heroic  means,  such 
as  on  the  posterior  wall,  or  on  the  oesophageal  aspect  of  the  larynx, 
or  when  it  has  not  been  sufficiently  early  recognized  and  allowed  to 
grow  beyond  the  limits  of  thyrotomy  or  partial  extirpation,  its  per- 
fonnance  may  become  unavoidable  to  save  the  patient's  life.  If  my 
attitude  has  altered  at  all,  it  has  done  so  in  the  sense  of  my  looking 
more  favorably  upon  the  operation  since  by  the  general  adoption  of 
the  American  method  of  shutting  off  completely  the  lower  part  of  the 
trachea,  through  stitching  it  to  the  skin,  from  the  actual  field  of 
operation,  the  dangers  of  septic  complication  have  become  materially 
diminished,  and  since  by  the  invention  of  ingenious  prothectic  appli- 
ances, the  after-existence  of  the  patients  and  their  power  of  making 
themselves  intelligible  has  been  considerably  ameliorated.  Still  I 
cannot  say  that  I  am  enamored  of  this  operation,  and  I  think  that 
even  the  most  daring  surgeons,  as  whose  representative  we  have  the 
pleasure  of  welcoming  to-day  Professor  Gluck,  of  Berlin,  than  whom 
no  living  surgeon  has  obtained  more  brilliant  results  in  this  class  of 
operations,  will  agree  with  me,  that  it  ought  to  be  the  aim  of  every 
practitioner  to  recognize  the  disease  at  so  early  a  period,  that  we  may 
be  able  to  save  the  patient  by  thyrotomy,  instead  of  having  recourse 
to  total  extirpation.  That  the  latter  operation  will  ever  be  super- 
seded, so  long  as  our  treatment  of  malignant  disease  of  the  lar^'nx 
is  exclusively  surgical,  I  do  not  believe  for  a  moment,  because  in 
extrinsic  malignant  disease,  and  particularly  when  it  is  situated  on 
the  posterior  surface  of  the  cricoid  cartilage,  the  smaller  operations 
are  of  no  avail.  But  seeing — to  conclude  from  my  own  experience 
— the  incontestable  fact  that  intrinsic  malignant  disease  is  undoubt- 
edly far  more  frequent  than  extrinsic,  it  may  confidently  be  hoped 
that  by  an  earlier  recognition,  and  thorough  extirpation  by  means  of 
thyrotomy  of  the  former  variety,  the  number  of  cases  of  total  extirpa- 
tion may  become  more  reduced  in  number  as  years  pass  on.  With 
regard  to  the  technique  of  the  op)eration,  its  incidents,  its  general, 
immediate,  and  remote  results,  I  cannot  speak  from  personal  experi- 
ence, and  gladly  leave  this  part  of  our  subject  in  the  hands  of  its  most 
experienced  exponent.  Professor  Gluck. 
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5.  Subhyoid  Pharyngotomy. — Of  this  operation  I  have  but  to 
repeat  what  I  have  said  on  former  occasions.  It  is  suitable  for  cases 
in  which  the  disease  starts  from  the  epiglottis,  or  from  the  aryteno- 
epiglottidean  fold,  and  its  technique  is  an  easy  one,  whilst  it  affords 
a  good  view  of  the  field  of  operation.  A  curious  fatality  has,  how- 
ever, reigned  over  this  operation,  the  causes  of  which  have  not  as  yet 
been  sufficiently  elucidated.  It  may  be  hoped  that  with  further  ex- 
perience these  results  may  improve. 

6.  Palliative  Tracheotomy. — This  operation,  according  to  the 
present  state  of  our  knowledge,  ought  only  to  come  into  question 
when  either  the  disease  has  started  in  a  locality  in  which  nothing 
short  of  total  extirpation  of  the  larynx  could  come  into  play,  and 
when  the  patient  declines  to  submit 'to  that  operation,  or  when  the 
disease,  although  starting  in  a  more  favorable  locality  for  the  milder 
forms  of  operation,  has  unfortunately  not  been  recognized  early 
enough  to  allow  of  the  milder  forms  of  radical  operation.  But  I 
strongly  hold  that  in  view  of  our  present  results,  no  member  of  the 
medical  profession  ought  to  allow  a  patient  of  his,  afflicted  with 
malignant  disease  of  the  larynx,  to  drift  into  that  hopeless  condition 
when  palliative  tracheotomy  affords  the  only  means  of  prolonging  a 
deplorable  existence.  Should  it.  have  to  be  performed,  it  ought, 
needless  to  say,  be  done  as  far  down  as  possible  in  order  to  avoid 
that,  before  the  end  of  life,  the  disease  should  actually  extend  into  the 
tracheotomy  wound,  when  the  cannula  would  have  to  lie  in  a  fungat- 
ing  mass,  and  by  the  difficulties  connected  with  its  cleaning  and  rein- 
troduction  further  increase  the  sufferings  of  the  unfortunate  patient. 

In  conclusion  I  wish  to  make  a  few  observations  on  some  points 
intimately  connected  with  the  question  of  operative  treatment  in 
majignant  disease  of  the  larynx,  although  not  of  an  exactly  surgical 
nature. 

First  of  these  is  the  question  of  arriving  at  a  reliable  diagnosis  of 
the  disease. 

Eight  years  ago  Mr.  Butlin,  in  a  discussion  on  laryngeal  cancer  in 
the  Section  for  Disease  of  the  Throat  of  the  British  Medical  Associa- 
tion at  London,  stated  that  ''we  must  admit  that  there  are  three 
classes  of  cases :  the  first  in  which  any  one  and  every  one  can  make 
the  diagnosis ;  the  second  in  which  the  better  instructed  or  more  ex- 
perienced make  it,  and  others  do  not;  and  the  third  class,  in  which 
):he  conditions  are  so  obscure  that  no  one  can  make  the  diagnosis 
unless  the  larynx  is  opened,  and  in  some  of  which  it  is  even  then 
difficult  to  say  what  the  nature  of  the  disease  is."* 


5  British  Medical  Journal,  vol.  ii.,  1895,  p.  1034. 
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No  truer  words  were  ever  spoken,  and  the  description  then  given 
even  now  fully  applies.  Whilst  I  maintain  everything  that  I  have 
ever  taught  of  the  value  of  certain  early  signs  of  malignant  disease,  I 
am  as  ready  as  I  ever  was  to  admit  that  practically  none  of  these 
signs  taken  by  itself  is  absolutely  conclusive,  and  that  even  if  several 
of  them  should  occur  together,  the  possigility  of  a  diagnostic  mistake 
is  not  absolutely  excluded.  I  think  here  more  particularly  of  a  con- 
tingency of  which  I  have  seen  t\vo  examples  during  the  last  few 
years — namely,  of  malignant  disease  being  simulated  by  tuberculous 
tumors  of  the  larynx.  But  even  apart  from  this,  errors  are  possible 
between  benign  and  malignant  growths  occurring  in  older  persons. 
This  being  so,  most  of  us  hold,  and  I  think  quite  rightly,  that  when- 
ever possible,  fragments  of  the  suspicious  growth  should  be  removed 
from  within,  and  submitted  to  microscopic  examination  at  the  hands 
of  an  expert.  Should  this  examination  result  in  the  establishment  of 
the  presence  of  a  squamous-celled  carcinoma  or  other  unmistakable 
form  of  malignant  disease,  the  advantage  thus  gained  is  of  course 
great.  Unfortunately,  however,  it  is  not  ahvays  possible  to  remove 
pieces  from  within,  and  even  when  it  is,  the  evidence  of  the  micro- 
scopist  may  be  in  some  cases  doubtful,  whilst  in  others,  owing  to  non- 
characteristic  fragments  only  having  been  removed,  the  evidence 
may  be  directly  misleading. 

There  are  also  cases  on  record  in  which  the  clinical  aspect  and  the 
course  subsequently  taken  by  the  disease  were  irreconcilable  wath  the 
verdict  given  by  the  microscopist.  Under  these  circumstances  I  still 
hold  to  the  view  that,  whilst  the  microscope  may  be  of  infinite  value 
in  deciding  the  thorny  question  of  diagnosis,  its  role  in  this  question 
is  that  of  a  helpmate,  but  not  of  an  infallible  arbiter,  and  that  the 
clinical  observer  must  have  the  courage  of  his  own  opinions,  and  per- 
form an  exploratory  thyrotomy  in  suspicious  cases  even  when  the 
microscope  has  not  given  an  unambiguous  reply  as  to  malignancy. 
Even  after  opening  the  larynx,  as  Mr.  Butlin  has  quite  rightly  said, 
it  is  sometimes  not  possible  to  definitely  decide  what  kind  of  growth 
one  has  to  deal  with,  and  from  an  ethical  point  of  view  the  rather 
thorny  question  may  arise:  Hbw  to  treat  the  growth  under  such 
circumstances?  Personally,  I  do  not  hesitate  to  say  that  if  justified 
doubts  exists,  it  is  more  in  the  interest  of  the  patient  to  treat  the  sus- 
picious growth  with  its  surroundings  as  if  it  had  been  proven  to  be 
malignant.  True,  subsequent  microscopic  examination  may  and  will 
show  in  a  few  such  cases  that  the  growth  was  innocent,  and  that 
milder  measures  might  have  sufficed,  but  these  cases  are,  in  my  own 
experience,  very  exceptional  indeed,  and  ought  not,  I  think,  to  be 
allowed  to  outweigh  general  experience. 
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In  close  connection  with  the  points  just  discussed  is  one  final  ques- 
tion, the  importance  of  which  was  brought  home  to  me  rather  forcibly 
by  a  recent  case  of  my  own.  A  patient,  aged  about  60,  was  sent  to 
me  by  a  well-known  laryngologist,  with  the  diagnosis  of  malignant 
disease  of  the  larynx.  On  laryngoscopic  examination  an  irregular, 
snow-white,  sharply  pointed  papillomatous-looking  growth  was  seen 
to  occupy  the  posterior  part  either  of  the  right  vocal  cord  or  of  the 
posterior  part  of  the  ventricular  l^and,  and  of  the  interior  surface  of 
the  right  arytenoid  cartilage.  It  seemed  also  possible  that  all  these 
three  parts  might  be  affected.  There  could,  however,  obviously  be 
no  deep  infiltration,  as  the  movements  of  the  right  cord  were  perfect. 
Seeing  the  situation,  and  the  appearance  of  the  growth,  as  well  as  the 
age  of  the  patient,  I,  too,  had  no  doubt  that  the  disease  was  malig- 
nant, and  recommended,  as  the  original  adviser  had  done,  immediate 
operation.  Our  advice  was  followed.  When  I  opened  the  larynx 
I  found  that  the  growth  occupied  the  whole  posterior  part  of  the 
right  vocal  cord  and  the  inner  aspect  of  the  right  arytenoid  cartilage. 
I  removed  the  right  vocal  cord,  and  the  anterior  part  of  the  right 
arytenoid  cartilage,  with  an  area  of  healthy  tissue  around  the  growth. 
The  patient  made  an  uninterrupted  recovery,  left  the  home  exactly 
one  week  after  the  operation,  and  his  voice  within  a  short  time 
became  almost  normal. 

The  growth  was  sent  to  Mr.  Shattock,  who,  to  my  greatest  sur- 
prise, reported  that  he  did  not  consider  the  growth  a  carcinoma,  but 
a  papiHoma  with  a  somewhat  pronounced  horny  covering  of  epithe- 
lium. On  my  urging  the  clinical  reasons  for  strongly  suspecting 
malignancy,  Mr.  Shattock  replied  that,  although  the  growth  could 
not  be  readily  classed  as  a  carcinoma,  nevertheless  it  was  just  such  a 
tumor  as  might  at  any  time  take  a  malignant  character,  not  being  a 
common  papilloma,  with  closely  pressed,  rounded  projections,  but 
with  projections  more  pointed,  and  covered  with  an  excess  of  squa- 
mous epithelium.  The  histological  and  clinical  characteristics  were 
not  really  as  discordant  as  might  at  first  appear. 

I  of  course  considered  it  my  duty  to  at  once  communicate  the  result 
of  Mr.  Shattock's  examination  to  the  patient's  general  medical  attend- 
ant, and  we  earnestly  discussed  the  question  whether  any,  and  if  so 
what,  information  should  be  given  to  the  patient  himself.  Three 
courses  obviously  were  open. 

1.  To  tell  the  patient  that  the  microscopic  examination  had  re- 
sulted in  a  demonstration  that  the  growth  was  non-malignant,  and  to 
say  nothing  further. 

2.  To  state  the  result  of  the  microscopic  examination,  but  to  add 
that  this  had  not  dispelled  the  clinical  fears. 
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3.  To  say  nothing  lor  the  present,  and  to  wait  until  all  fears  of  a 
recurrence  had  disappeared. 

After  careful  consideration  it  was  decided  to  adopt  the  third  course, 
as  the  kindest  to  the  patient,  and,  in  our  joint  opinion,  the  wisest  in 
view  of  the  situation.  We  could  not  honestly  tell  the  patient  that 
the  result  of  the  microscopic  examination  had  superseded  the  clinical 
diagnosis,  as  neither  of  us  believed  this,  and  to  tell  him  of  the  doubts 
besetting  his  case  would  have  meant  to  produce,  whilst  he  had  been 
quite  reconciled  to  his  affection  being  malignant,  a  condition  of  men- 
tal unrest  positively  detrimental  to  his  health.  In  accordance,  there- 
fore, with  our  decision,  I  only  told  the  patient  on  his  direct  question 
as  to  what  had  been  the  result  of  the  microscopic  examination,  that  it 
had  shown  the  growth  not  to  be  of  the  most  malignant  type. 

I  saw  the  patient  six  months  after  operation,  when  the  condition 
of  his  larynx  was  first-rate,  and  his  voice  was  almost  normal. 

Xot  quite  six  months  after  this  I  found  to  my  great  disappoint- 
ment that  the  anterior  part  of  the  internal  scar  was  occupied  by  a 
white,  warty,  flat  new  growth,  which  much  reminded  one  of  the 
original  tumefaction,  and  was  very  suspicious  looking.  A  fortnight 
later  this  growth  w^as,  if  anything,  a  little  larger,  and  the  neighbor- 
hood of  its  posterior  part  looked  very  angry  and  red.  Endeavors 
were  made  to  remove  a  fragment  for  microscopic  purposes,  but  the 
neoplasm  was  so  flat  that  no  piece  of  sufficient  size  for  that  purpose 
could  be  grasped  with  forceps.  A  consultation  was  subsequently 
held  with  Mr.  Butlin,  who,  being  put  in  full  possession  of  all  the 
facts  of  the  case;  unhesitatingly  stated  that  he  considered  the  new 
growth  to  be  of  a  malignant  type,  and  suggested  speedy  repetition  of 
thyrotomy.  Before,  however,  following  this  advice,  which  entirely 
coincided  with  my  own  view,  I  then  considered  it  my  duty  to  tell  the 
patient  of  Mr.  Chattock's  favorable  opinion  of  the  nature  of  the 
growth  primarily  removed,  and  myself  suggested  that  still  further 
opinion  should  be  taken,  in  order  to  satisfy  the  patient's  friends  that 
the  course  proposed  w^as  the  correct  one. 

A  monster  consultation  was  then  held  in  which  no  less  than  six 
medical  men  took  part,  and  in  which  the  unanimous  opinion  was 
arrived  at  that  the  growth  was  most  probably  malignant,  and  should 
under  all  circumstances  be  removed  forthwith.  The  patient,  how- 
ever, who  had  until  that  moment  been  perfectly  ready  to  follow  my 
advice,  suddenly  upbraided  me  before  my  colleagues  for  having  done 
him  a  great  wrong  by  not  telling  him  at  once  of  the  favorable  verdict 
of  the  microscopist,  and  left  in  a  huff.  This  happened  about  eight 
months  ago.  I  have  not  since  seen  him,  and  am  not  able  to  say  any- 
thing about  the  present  condition  of  matters,  but  I  have  heard  that 
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SO  far  he  seems  none  the  worse  for  the  condition  of  his  larynx. 
From  the  scientific  aspect,  the  case  of  course  presents  features  of 
unusual  interest :  Was  the  original  growth  benign  or  malignant  ? 
Which  was  right — clinical  observation  or  the  microscope?  Again, 
did  the  undoubted  recurrence  represent  the  return  of  an  originally 
innocent  or  of  a  malignant  growth,  or  was  it  possibly  a  keloid?  It 
must  be  remembered  that  the  original  growth  was  situated  on  the 
posterior  part  of  the  right  vocal  cord  and  the  arytenoid  cartilage, 
whilst  the  present  neoplasm  is  situated  in  the  anterior  aspect  of  the 
scar  close  to  the  anterior  commissure.  But  quite  apart  from  the 
scientific  aspect,  the  ethical  question  forces  itself  upon  our  attention : 
What  is  one  to  say  to  the  patient  under  circumstances  such  as  those 
described  ?  Having  thought  a  good  deal  about  this  knotty  question, 
I  still  think  that  the  course  I  pursued  was  the  right  one.  All  the 
members  of  the  medical  profession  who  have  been  engaged  in  the 
case  have  agreed  with  my  view,  but  I  thought  this  a  proper  occasion 
to  bring  the  whole  question  involved  before  a  wider  forum,  and  shall 
be  glad  to  hear  what  course  the  members  of  this  section  think  ought 
to  be  followed  under  similar  trying  circumstances  to  those  described. 
Finally,  let  me  once  more  express  my  conviction  that  the  operative 
treatment  of  malignant  disease  of  the  larynx,  if  pursued  on  the  lines 
which  are  at  present  generally  followed  by  British  observers,  will 
yield  the  more  satisfactory  results  the  sooner  the  diagnosis  is  made, 
and  the  earlier  and  the  more  thoroughly  operation  is  carried  out. 

{To  he  continued.) 


Tuberculosis  of  the  Middle  Ear,  With  the  Report  of  a  Case. — 

Z.  L.  Leonard  (New  York)— The  Medical  News,  July,  1903. 

The  inference  which  the  author  draws  from  this  case,  is  that  the 
origin  of  the  tuberculosis  was  in  the  ear,  and  the  fact  that  both  ears 
were  affected  would  point  to  the  view  that  the  disease  began  in  the 
vault  of  the  pharynx  and  extended  upwards.  There  is  no  doubt 
that  the  lungs  were  secondarily  involved.  The  lesson  to  be  learned 
is  that  we  should  make  it  a  routine  practice  to  submit  to  the 
microscopist  for  a  diagnosis,  the  products  of  unhealthy  discharges, 
not  alone  from  the  upper  air  passages  but  from  the  ears  as  well. 

F.  C.  E. 
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THE  REMOVAL  OF  OBSTRUCTIONS  AND  CICATRICIAL 

CONTRACTIONS   OF  THE  NOSE  BY  THE 

PLASTIC  METHOD.* 

BY  JOHN   O.   ROE^   M.D.,  ROCHESTER,  N.   Y. 

Obstructions,  congenital  narrowing,  cicatricial  contractions  and 
occlusion  of  the  nasal  passages  are  so  frequently  met  with  in  our 
daily  work  that  it  may  seem  superfluous  to  attempt  a  discussion  of 
5uch  commonplace  occurrences.  But  as  these  seemingly  simple 
maladies  often  tax  to  the  utmost  our  patience,  our  skill  and  even  our 
ingenuity  in  dealing  with  them,  perhaps  some  suggestions  regarding 
their  treatment  may  not  be  without  interest. 

The  anterior  nasal  openings  are  most  frequently  narrowed  or  ob- 
structed by  cicatricial  contractions  that  have  resulted  from  injuries 
or  burns,  or  from  ulcerative  processes  such  as  syphilis,  lupus  and 
smallpox.     In  some  cases  the  atresia  may  be  congenital. 

In  the  anterior  portion  of  the  nose  cicatricial  obstructions  in  the 
form  of  synechise,  the  result  of  inflammatory  or  ulcerative  processes, 
are  most  frequently  met  with.  These  synchiae  may  occur  in  any 
portion  of  the  nasal  passages,  from  the  vault  to  the  floor,  from  the 
vestibule  to  the  posterior  portion  of  the  septum  and  turbinated  bodies, 
uniting  any  of  the  different  structures  normally  separate. 

They  may  consist  in  the  adherence  of  the  upper  surfaces,  occluding 
the  vault  entirely,  or  the  lower  portion,  contracting  the  floor,  or  even 
the  entire  passage,  or  they  may  be  limited  to  bands  of  cicatricial  tissue, 


*  Read    before    the    twenty- fifth    annual   meeting  of  the  American   Laryngological   Association, 
Washington,  D.  C,  May  14,  1903. 
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extending  across  at  some  intermediate  place,  the  most  frequent  site 
being  between  the  middle  turbinated  body  and  the  septum. 

In  the  treatment  of  these  conditions,  when  the  atresia  is  located  at 
the  anterior  nasal  orifice,  dilatation  by  means  of  conical  plugs,  ex- 
panding bougies,  or  instruments,  is  commonly  advised  and  employed. 
In  the  case  of  synechise  in  the  interior  of  the  nose,  the  methods  em- 
ployed are  division  or  removal  of  the  adhesion  of  contraction  by  the 
knife,  scissors  or  punch-forceps,  and  the  interposition  of  a  metallic, 
hard  rubber  or  celluloid  plate,  or  -similar  substances,  or  gauze  or  cot- 
ton, or  the  simple  passing  of  a  probe  or  sound  frequently  between  the 
parts  to  keep  them  separated  until  the  opposing  surfaces  are  healed. 

In  the  majority  of  cases  the  result  is  unsatisfactory,  on  account  of 
the  length  of  time  the  appliance  is  required  to  be  worn  to  prevent  a 
recurrence,  and  on  account  of  the  readiness  with  which  the  bands 
re-form  or  re-adhesion  takes  place,  or  contractions  go  back  to  their 
old  conditions  after  these  attentions  are  discontinued. 

In  all  operations  within  the  nasal  passages  the  important  precau- 
tion must  be  taken  to  avoid  wounding  opposite  surfaces  since  in  some 
cases  synechiae  have  followed  or  have  been  caused  by  operative  pro- 
cedures in  the  nose.  This  accidental  complication  can  be  avoided  by 
operating  on  one  side  of  the  passage  only  at  one  time,  so  as  to 
maintain  the  mucous  membrane  of  the  opposite  wall  intact  until  the 
site  of  the  operation  is  thoroughly  healed  before  operating  upon  the 
opposite  wall,  -should  the  latter  be  necessary.  This  is  very  essential 
in  all  cases  in  which  the  surfaces  are  not  so  widely  separated  but  that 
the  formation  of  a  band  is  possible  after  the  operation. 

In  order  to  secure  this  condition  after  operations  for  the  removal 
of  synechiae  or  other  contractions  of  the  passages  in  which  opposing 
raw  surfaces  are  unavoidable,  it  occurred  to  me  that  the  denuded  sur- 
face on  one  side  might  be  covered  with  skin  or  mucous  membrane  or 
healed  tissue  taken  from  the  surface  of  the  contraction  or  band  or 
wall  of  the  passage,  so  that  reunion  of  the  surfaces  would  be  impos- 
sible. 

This  plastic  method  of  dealing  with  these  conditions  in  the  interior 
of  the  nose  was  suggested  By  my  subcutaneous  plastic  work,  that  has 
so  much  interested  me  in  connection  with  the  correction  of  nasal  de- 
formities. This  method  I  have  now  employed  for  a  considerable 
time,  and  the  excellent  results  obtained  have  induced  me  to  present  it 
for  your  consideration. 

Before  I  employed  this  method  the  plan  that  gave  me  the  best 
results  in  the  treatment  of  synechiae  was  to  touch  one  side  with  the 
galvano-cautery  after  the  band  had  been  cut  away,  for  the  reason 
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that  cut  and  cauterized  surfaces  do  not  readily  grow  together.  In 
the  case  of  slender  bands  this  method  is  simple  and  effective,  but 
where  the  cut  surfaces  are  extensive  and  the  passage  narrow  the 
method  of  covering  one  side  with  mucous  membrane  is  far  superior. 
In  each  case,  however,  the  method  must  be  modified  to  meet  the  re- 
quirements of  the  conditions  present. 

In  the  treatment  of  contracted  conditions  of  any  portion  of  the 
nasal  passages,  whether  located  in  the  vestibule  or  elsewhere,  if  we 
attempt  to  enlarge  the  passage  by  simply  cutting  out  the  inside  of  the 
contraction,  we  not  only  fail  to  obtain  the  desired  result  but  the 
effect  is  to  increase  the  difficulty  by  reason  of  diminishing  the  amount 
of  skin  or  mucous  membrane  on  the  interior  of  the  ring,  so  that  when 
healing  takes  place  the  opening  becomes  smaller  than  before  the 
operation.     In  dealing  with  such  contractions,  therefore,  we  must  not 


only  increase  the  extent  of  skin  surface  or  mucous  membrane,  but 
we  must  interpose  on  one  side  of  the  passage  at  least  an  unbroken 
surface  of  skin  or  mucous  membrane,  to  prevent  the  union  of  the 
surfaces.  This  is  particularly  true  if  the  contraction  is  located  in 
one  of  the  angles  of  the  passages;  for  if  there  is  no  such  area  of 
sound  skin,  or  mucous  membrane  at  the  junction  of  the  two  sides  to 
arrest  the  reunion  of  the  surfaces  (as  is  necessary  in  the  case  of 
webbed  fingers  to  prevent  their  reunion  when  separated),  nothing 
can  prevent  the  surfaces  from  gradually  growing  together  again,  no 
matter  how  widely  separated  by  plugs  or  dressing  for  an  indefinite 
period  of  time  they  may  be. 

In  order  to  explain  more  clearly  the  plastic  method  employed  for 
the  correction  of  these  different  conditions,  I  have  attempted  to  show 
by  these  diagrammatic  illustrations  the  different  steps  in  the  opera- 
tions. 
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In  atresia  of  the  anterior  nasal  passage,  Figure  1  represents  a  con- 
tracted condition  of  the  upper  portion  of  the  opening  and  the  vesti- 
bule. 

Figure  2  shows  the  line  of  the  incisions  'for  correcting  this  condi- 
tion. 

The  incision  ''AA"  represents  the  method  for  making  the  flap  of 
skin  to  be  turned  up  into  the  apex  of  the  opening  after  the  redundant 
tissue  has  been  removed. 

The  line  "BB"  shows  the  incision  for  the  removal  of  this  tissue, 
and  also  represents  the  flap  after  it  has  been  turned  up  into  the  apex 
of  the  opening  and  stitched  there  by  very  fine  horse-hair  sutures. 

"C"  represents  the  flap  made  from  a  portion  of  the  redundant  skin 
removed  and  turned  back  to  cover  the  denuded  border  at  that  point. 
This  flap  is  also  stitched  in  place  by  fine  horse-hair  sutures. 


;U.. 

■^-^.. 
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In  this  operation  the  only  portion  of  the  opening  uncovered  by 
skin  or  mucous  membrane  is  the  portion  of  the  septum  at  *'A,"  where 
the  end  of  the  flap  has  been  removed.  This  is,  however,  of  such 
limited  extent  that  the  skin  and  mucous  membrane  readily  spread 
over  it,  requiring  no  further  attention. 

Figure  3  represents  a  condition  of  atresia,  occupying  the  lower 
portion  of  the  vestibule,  which  is  dealt  with  in  a  manner  similar  to 
that  occupying  the  upper  portion  of  the  vestibule,  just  described. 

The  line  "AA,"  Fig.  4,  shows  the  incision  for  raising  the  flap,  to 
fill  in  the  lower  border  when  the  redundant  tissue  has  been  removed. 

"BB"  represents  the  flap  in  place,  and  *'C"  the  portion  of  skin 
turned  inward  into  a  place  prepared  for  it,  so  as  to  cover  the  denuded 
wall  at  that  point. 

These  flaps  are  also  stitched  into  place  with  fine  horse-hair  -sutures. 
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It  is  needless  to  say  that  the  whole  operative  procedure  should  be 
done  with  strictly  aseptic  precautions.  Sometimes  the  coaptation  and 
union  of  the  flaps  is  facilitated  by  gentle  pressure  from  the  packing 
of  the  nostril  for  a  few  days,  and  the  aseptic  condition  of  the  nostril 
is  also  thereby  more  easily  maintained. 

The  packing  employed  should  be  cotton  previously  soaked  in  a 
1/3000  bichloride  solution  and  squeezed  nearly  dry  before  inserting. 
This  is  far  preferable  to  gauze  which  owing  to  its  porosity  soon 
becomes  saturated  with  secretions  or  discharges  that  quickly  decom- 
pose and  become  septic. 

The  operation  for  the  removal  of  synechiae  is  performed  in  a  sim- 
ilar manner  by  utilizing  the  mucous  membrane  of  the  band  for  cov- 
ering the  denuded  surface  on  one  side  of  the  nostril  where  the  band 
has  been  cut  away. 


When  the  synechia  is  limited  in  extent  or  thickness  a  flap  from  one 
side,  preferably  the  upper  side,  is  sufficient  to  cover  the  surface 
where  one  of  the  ends  of  the  band  has  been  cut  away.  The  flap  is 
raised  by  a  small  knife  similar  to  a  tenotomy  knife  with  its  point 
curved  in  the  flat,  and  double  edged,  thus  enabling  the  operator  to  go 
part  way  round  the  band  with  the  knife  and  thereby  secure  a  broader 
flap.  When  this  is  done  the  remaining  portion  of  the  band  had  best 
be  removed  before  either  end  of  the  flap  is  cut  loose. 

Figure  5  represents  synechiae  between  the  middle  turbinated 
bodies  and  the  septum  and  the  method  of  making  the  flaps  for  cov- 
ering the  denuded  surfaces  on  one  side  of  the  passages  after  the 
bands  have  been  cut  away. 

On  the  right  hand  side  of  the  drawing  is  shown  a  condition  in 
which  but  one  flap  only  (preferably  from  the  upper  side  of  the  band) 
is  required  for  covering  the  denuded  space  on  the  septum. 
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''AB"  shows  the  Hne  of  incision  for  making  the  flap.  *'AC"  shows 
the  flap  appHed  against  the  septum  where  the  band  has  been  cut  away 
at  "DD." 

On  the  left  hand  side  is  represented  a  more  extensive  synechia,  in 
which  the  flap  from  both  the  upper  side  *'EF"  and  the  lower  side 
"GH"  is  required  to  cover  the  denuded  surface  on  the  septum. 
"EG"  shows  the  two  flaps  placed  against  the  septum  and  stitched 
together  at  "I"  with  fine  horse-hair  sutures  after  the  synechia  has 
been  cut  away  at  "JJ." 

The  -side  to  which  the  flap  should  be  left  attached  depends  upon 
the  condition  and  position  of  the  parts.  If  the  septum  is  not  bent  in 
this  direction  and  sufficient  underlying  tissue  can  be  removed  to  make 
a  place  for  the  flap,  it  is  far  preferable  to  place  it  on  the  septum ;  if 
not  so  placed,  it  should  be  placed  against  the  turbinated  body  or  the 
outer  wall  of  the  nose,  as  the  case  may  be. 
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By  the  turning  of  the  flap  downward  instead  of  upward  it  is  much 
more  readily  held  in  place,  and  its  union  can  be  very  much  facilitated 
by  lightly  packing  the  jiostril  or  by  inserting  a  Simpson's  Bernays 
intra-nasal  plug.  In  using  such  a  plug,  one  of  a  size,  to  exert  only 
gentle  pressure  when  expanded  should  be  very  carefully  selected. 

In  those  cases  in  which  the  band  is  very  wide  and  covers  a  large 
extent  of  surface,  a  flap  taken  from  one  side  of  the  band  is  insuffi- 
cient unless  the  incision  is  carried  high  upon  the  opposite  wall.  In 
this  case  flaps  should  be  taken  from  both  the  upper  and  lower  sides 
of  the  synechia,  which,  after  the  synechia  has  been  removed,  can  be 
cut  loose  at  one  end,  turned  in  and  -stitched  in  place  with  fine  horse- 
hair sutures.  Simpson's  Bernays  intra-nasal  plug  is  then  introduced 
as  in  the  other  cases.     These^  stitches  can  readily  be  inserted  with 
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the  small  curved  needles  which  I  have  devised  for  this  and  similar 
work  held  by  a  handle  into  which  different  size  needles  can  be  in- 
serted. They  are  firmly  held  in  the  handle  by  a  clamp  extending 
through  it  which  is  very  easily,  and  quickly  tightened  by  a  screw  at 
the  posterior  end.  These  needles  which  I  show  you  here,  Figure  6, 
I  have  found  very  serv^iceable  for  intra-nasal  plastic  work.  They 
have  a  double  spiral  curve  so  as  to  permit  the  insertion  of  the  stitch 
at  right  angle  to  the  shaft  of  the  needle  and  in  a  very  small  space. 
They  are  made  for  me  in  a  very  admirable  manner  by  George  Tie- 
mann  &  Co.,  101  Park  Row,  New  York. 


In  the  treatment  of  synechiae  occupying  the  vault  of  the  passage 
the  plan  of  operation  for  the  covering  of  one  side  with  mucous 
membrane  is  similar  to  that  for  restoring  the  skin  to  one  side  of  the 
vault  of  the  vestibule  in  the  first  case  described.  This  operation, 
however,  is  made  more  difficult  owing  to  the  normal  narrowing  of 
this  portion  of  the  passage.  The  flaps  in  this  region  are  usually  best 
held  in  place  with  packing  carefully  applied  or  with  a  small,  properly 
fitted  Simpson's  Bernays  plug  or  tampon.  In  the  lower  portion  of 
the  passage,  owing  to  the  wider  and  more  ample  space,  stitching  the 
flaps  is  readily  done,  although  careful  packing  of  the  passage  ordi- 
narily is  quite  sufficient  to  hold  the  flaps  in  place  until  united. 
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This  plastic  method  can  be  employed  for  preserving  the  mucous 
membrane,  in  operations  for  the  removal  of  hypertrophied  turbinated 
bodies,  bony  or  cartilaginous  .spurs  from  the  septum,  excrescences,. 
etc.  By  first  raising  a  flap  of  the  mucous  membrane  -sufficiently 
thick  to  be  certain  of  retaining  its  vitality,  or  by  sawing  or  cutting 
from  below  upwards  just  through  the  bone  or  cartilage  and  peeling 
it  out,  the  flap  thus  formed  from  the  upper  side  is  allowed  to  fall 
into  place  covering  the  wound.  By  this  method  no  open  wound  is 
left  and  the  parts  heal  very  speedily  if  maintained  aseptic. 

In  this  connection  I  will  mention  a  'simple  but  effective  operation 
for  collapsed  alse,  so  frequently  the  cause  of  obstruction  of  the  anter- 
ior nasal  openings. 


Fig.  6.    Needles. 

Collapsed  alae  may  be  caused  by  a  variety  of  conditions.  The 
most  frequent  are  paralysis  of  the  dilating  muscles  of  the  alae  and  a 
deformed  and  collapsed  condition  of  the  lateral  shield  cartilage. 
Sometimes  a  bent  or  dislocated  triangular  cartilage  will  so  obstruct 
the  entrance  of  the  nostril  that  the  current  of  air  on  inspiration  will 
suck  the  alae  in  against  the  septum. 

A  normally  expanding  condition  of  the  alae  can  be  made  by  simply 
incising  the  shield  cartilage  from  the  inside  through  the  skin  at  the 
point  of  the  greatest  depression,  and  removing  a  small  wedge-shaped 
portion  of  the  cartilage  with  the  base  of  the  wedge  toward  the  inter- 
ior of  the  nose.  Then  by  'Stitching  these  edges  together  with  one  or 
two  horse  hair  sutures,  as  the  case  may  require,  the  ala  is  given  the 
outward  bulge  characteristic  of  a  normal  nose. 

2S  Clinton  Avenue,  North. 


THE  PRESENT  STATUS  OF  THE  TREATMENT 
OF  MASTOIDITIS.* 

BY  GEO.  F.  KEIPER,  A.M.,  M.D.,  LAFAYETTE,  IND. 

Eye  and  Ear  Surgeon  to  St.  Elizabeth  Hospital;  St.  Joseph  Orphan  Asylum;  Children's  Home;   Indiana. 
State  Soldiers'  Home;  U,  S.  Pension  Bureau;  etc. 

Mastoiditis  and  its  treatment  have  been  for  the  past  thirteen  or 
fourteen  years  a  fruitful  theme  for  thoughtful  discussion.  Numerous 
Articles  from  able  pens  have  been  contributed  and  we  now  pause  and 
contemplate  what  the  present  status  of  the  treatment  of  the  disease 
is.  In  order  to  arrive  at  some  conclusions,  the  essayist  addressed 
some  questions  to  leading  otologists  of  this  country  and  Canada. 
Numerous  replies  have  been  received  which  are  tabulated  in  the 
table  herewith  submitted.  A  great  number  of  the  replies  received 
do  not  reveal  the  writers'  names.  By  exclusion  the  essayist  thinks 
that  he  has  located  some  but  others  he  could  not,  and  only  those 
names  appear  in  the  table  who  signed  their  answers  and  those  whom 
the  writer  feels  sent  answers.  The  questions  submitted  are  as  fol- 
lows : 

(1)  Your  treatment  for  acute  mastoiditis,  especially  concerning 
the  application  of  heat  and  cold  or  both  to  the  mastoid  process  ? 

(2)  How  long  do  you  apply  cold  to  the  mastoid  before  resort- 
ing to  operation  or  heat  ? 

(3)  If  you  use  heat,  how  do  you  apply  it? 

(4)  Do  you  make  an  exploratory  operation  for  mastoiditis? 

(5)  In  what  proportion  of  your  cases  of  mastoiditis  have  you 
found  operation  necessary? 

It  is  but  fair  before  submitting  the  answers  to  these  questions  that 
I  give  the  results  of  my  own  experience. 

In  acute  mastoiditis  my  preference  has  always  been  for  dry  heat. 
I  believe  that  according  to  the  recognized  principles  of  surgery  that 
in  Such  cases  we  want  diapedesis  and  not  stasis.  To  accomplish  this 
end  we  need  an  increase  in  the  size  of  the  blood  vessels  to  more 
readily  remove  the  obnoxious  products  of  inflammation,  and  as 
Nancrede  well  says  in  his  "Principles  of  Surgery,"  "The  only  means 
which  will  produce  this  local  increase  in  the  size  of  the  veins  is  heat, 
and  a  moderate  degree  of  this,  such  as  can  be  comfortably  endured." 
The  heat  relieves  the  pain  and  does  not  mask  the  symptoms.     Cold 


*  Read  at  the  Eighth  Annual  Meeting  of  the  Academy  of  Ophthalmology  and  Oto- Laryngology, 
Indianapolis,  April  9  to  11,  1903. 
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may  do  the  first,  but  it  does  mask  important  symptoms.  Cold  will 
diminish  the  caliber  of  the  vessels,  but  the  vitality  of  the  cells  are 
impaired  and  the  leucocyte's  activity  is  diminished.  Hence  stasis  and 
thrombosis  of  the  vessels  at  the  seat  of  inflammation.     (Nancrede.) 

A  case  reported  to  the  section  of  Laryngology  and  Otology  of  the 
American  Medical  Association  at  its  Saratoga  meeting  shows  the  bad 
effect  of  long  continued  application  of  cold.  It  had  been  applied 
continuously  for  one  month,  the  patient  still  suffering  pain,  but  with- 
out tenderness  over  the  mastoid  when  examined  for  the  first  time  by 
the  writer.  Yet  when  operated  upon  the  whole  process  was  necrotic, 
the  tegmen  eroded  and  a  subsequent  operation  revealed  a  large  brain 
abscess  in  the  temporo-sphenoidal  lobe  which  had  been  missed  in  the 
first  operation,  though  searched  for  because  of  the  symptoms  of 
brain  abscess. 

Many  who  use  cold  externally  also  use  hot  douches  frequently 
repeated  within  the  external  auditory  canal — a  fairly  good  compro- 
mise. In  the  application  of  the  heat  no  better  means  of  its  applica- 
tion can  be  found  than  in  the  little  Japanese  pocket  stove.  It  is  light, 
will  burn  for  two  to  three  hours  at  a  constant  temperature,  and  can 
be  closely  applied  to  the  head  of  our  patient  by  a  bandage.  This 
cannot  be  said  of  the  hot  water  bottle  or  the  bran  bags.  The  amount 
of  heat  passing  out  into  the  tissues  can  be  nicely  regulated  by  wrap= 
ping  it  with  a  handkerchief  or  gauze.  We  cannot  expect  much  of 
result  by  using  the  hot  water  bottle  or  the  Leiter  coil.  We  must 
have  something  which  can  be  closely  applied  to  the  head  and  which 
will  keep  a  constant  temperature  for  hours  at  a  time. 

As  Dench  in  a  recent  article  points  out  an  exploratory  operation 
is  not  amiss  when  needed  to  clear  up  a  diagnosis.  The  mastoid 
operation  is  simple  and  it  is  rarely  the  misfortune  of  a  competent 
surgeon  to  lose  a  case  from  operation  for  simple  mastoiditis. 

It  is  the  experience  of  the  writer  that  operation  is  necessary  only 
in  about  one  out  of  eight  cases,  using  the  treatment  outlined  above 
together  with  such  general  remedies  as  any  case  may  call  for,  e.  g., 
blood  letting,  paracentesis  of  the  drum,  etc.  Having  thus  briefly 
given  his  views,  the  writer  will  briefly  pass  over  the  view  of  author- 
ities who  have  not  answered  these  questions,  but  whose  answers  may 
!be  found  in  their  writings. 

In  the  American  Journal  of  Medical  Sciences,  April,  1902,  B.  A. 
Randall  believes  that  in  the  abortive  treatment  of  acute  mastoiditis 
heat  is  superior  to  cold. 

Alderton  in  Posey  &  Wright's  new  work  on  ''Diseases  of  the  Eye, 
2^ose,  Throat  and  Ear,"  advocates  the  douching  of  the  external 
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auditory  canal  with  hot  water  and  the  external  application  of  heat 
to  the  mastoid  process. 

Politzer  in  his  late  work  on  "Diseases  of  the  Ear"  advocates  cold. 

Dench  advocates  heat  in  preference  to  cold , 

Barr  prefers  heat . 

Roosa  in  his  work,  published  in  1885,  prefers  poultices. 

Burnett  in  "Diseases  of  Ear,  Nose  and  Throat"  by  Barnett,  Ingalls 
and  Newcomb  evidently  believes  in  immediate  operative  interfer- 
ence.    (P.  168.) 

Clarence  J.  Blake  in  "Burnett's  System  of  Diseases  of  the  Ear, 
Nose,  and  Throat"  (1893),  advocates  the  use  of  cold  over  the  mas- 
toid together  with  paracentesis  of  the  drum  membrane. 

McBride  in  "Diseases  of  the  Throat,  Nose  and  Ear"  (1894),  advo- 
cates the  use  of  cold. 

Bishop  in  his  book  advocates  the  local  application  of  cold. 

Horace  G.  Miller  in  "American  Text  Book  of  Diseases  of  the  Eye, 
Ear,  Nose  and  Throat,"  advocates  the  use  of  dry  heat. 

Pritchard's  "Diseases  of  the  Ear,"  recommends  the  avoidance  of 
cold  applications  and  in  "deep  mastoiditis"  the  use  of  hot  applica- 
tions with  the  other  treatment  which  he  recommends. 

Bacon  in  his  "Manual  of  Otology"  recommends  cold  in  early 
stages. 

In  his  work  on  "Diseases  of  the  Ear"  (1886),  Pomeroy  gives 
preference  to  poultices. 

In  mastoid  abscesses  and  their  treatment  Broca  and  Lubet- 
Borbon  recommend  cold.  Sargeant  F.  Snow  is  a  firm  believer  in 
the  very  prolonged  application  of  cold  to  the  mastoid  process,  but 
also  recommends  hot  water  injections  by  a  fountain  syringe.  Mark 
Hovell  prefers  cold  by  the  means  of  the  Leiter  coil. 
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CHRONIC  TONSILLITIS. 

BY  GILBERT  D.    MURRAY,   M.D.,  SCRANTON,   PA. 
Fellow  of  the  American  Laryngological,  Rhinological  and  Otological  Society. 

In  presenting  this  paper  on  Chronic  Tonsillitis  I  am  dealing  with 
a  subject  that  is  familiar  to  you  all,  and  one  upon  which  much  has 
T)een  written,  it  would  therefore  be  out  of  place  for  me  to  consume 
valuable  time  going  into  detail. 

The  causes  generally  given  for  diseased  tonsils  are :  heredity, 
rheumatic  habit,  the  exanthemata,  diphtheria,  syphilis  and  strumous 
diathesis,  the  trouble  often  making  its  appearance  at  a  very  early 
age.  Three  years  ago  I  had  the  pleasure  of  presenting  to  this 
society  a  paper  entitled  "Some  Observations  upon  the  Common 
Diseases  of  the  Throat  and  of  the  Naso-  and  Oro-Pharynx,"  in  which 
I  endeavored  to  show  that  diseased  tonsils  can  proceed  from  micro- 
organisms first  present  in  the  mouth.  The  process  of  infection  in  a 
given  case  can  be  explained  as  follows : 

The  child  contracts  a  series  of  colds,  during  which  the  mouth  is 
apt  to  be  open,  particularly  when  the  patient  sleeps.  This  not  only 
impairs  the  health  by  reason  of  imperfect  respiratory  effort,  but 
also  the  unnatural  breathing  causes  too  great  a  ventilation  in  the 
mouth.  The  particles  of  food  in  the  recesses  of  the  teeth  together 
with  the  dry  epithelium  lining  the  mouth  set  up  in  the  open  mouth 
lactic  acid  fermentation.  This  acid  medium  precipitates  from  the 
saliva,  solid  matter,  which  is  deposited  upon  the  tongue,  gums  and 
teeth,  making  the  mouth  more  susceptible  to  the  invasion  of  micro- 
organisms. Eventually  the  teeth  become  brittle,  then  carious,  the 
gums  also  become  sensitive  in  places  and  appear  badly  nourished. 
This  unhealthy  condition  finally  reaches  Waldeyer's  Ring  where  it 
usually  finds  a  favorable  place  for  development  in  the  lacunae  or 
crypts  of  the  tonsils.  The  constant  swallowing  of  the  filthy  and  foul 
smelling  material,  lowers  the  vitality  of  the  child  and  disturbs  the 
digestion. 

When  chronic  tonsillitis  is  present  in  childhood  there  is  usually  the 
following  history :  If  the  tonsils  are  enlarged  we  find  mouth  breath- 
ing and  the  attendant  symptoms  such  as  snoring  and  restless  sleep ; 
repeated  attacks  of  tonsillitis  with  the  swelling  of  the  glands  of  the 
neck  and  fetor  of  the  breath  in  the  morning.  But  if  the  tonsils  are 
hidden  or  submerged,  a  less  frequent  condition  in  childhood,  there  is 
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a  coated  tongue,  a  tendency  to  constipation,  carious  teeth,  and  very 
•often,  trachoma  of  the  lids. 

By  the  submerged,  degenerate  or  hidden  tonsil,  which  was  first  de- 
scribed by  Pynchon  in  1898,  we  mean  a  tonsil  that  has  undergone 
degeneration,  or  that  is  as  Pynchon  puts  it,  "the  aftermath  of  tonsil- 
lotomy." It  often  recedes  so  as  to  be  entirely  hidden  by  the  pillars 
•of  the  fauces,  being  only  brought  into  view  when  the  patient  gags. 
It  must  not  be  understood,  however,  that  a  submerged  tonsil  is 
necessarily  a  small  tonsil  as  it  sometimes,  although  hidden,  encroaches 
on  the  faucial  area  as  much  as  a  cubic  inch  more  or  less  on  each  side. 
The  submerged  tonsil  is  more  of  a  menace  to  the  general  condition 
and  health  of  the  patient  than  the  enlarged  globular  tonsil,  and  its 
pernicious  effects  seem  to  be  in  inverse  ratio  to  its  size. 

In  adults  where  the  tonsils  are  enlarged  and  globular  projecting 
often  to  a  size  sufficient  to  fill  up  the  faucial  space,  there  is  a  loss  of 
the  resonance  of  the  voice,  a  history  of  occasional  follicular  tonsil- 
litis and  symptoms  of  obstruction.  The  patient  suffers  very  little  in 
the  general  health,  except  as  the  obstruction  interferes  with  breathing. 

On  the  other  hand  when  the  chronic  tonsillitis  is  present  in  the 
submerged  tonsil  there  are  usually  two  or  more  of  the  following 
symptoms :  A  general  physical  debility  with  post-nasal  catarrh, 
recurrent  colds,  disagreeable  taste  in  the  mouth,  loss  of  appetite  for 
the  breakfast  meal,  vomiting  in  the  morning  during  the  effort  to 
clear  the  throat,  constipation,  headache,  cough,  bad  breath,  hoarse- 
ness, recurrent  quinsy  or  follicular  tonsillitis,  the  throat  is  most  sus- 
ceptible to  the  night  air,  glands  in  the  neck  are  sensitive  and,  the 
voice  tires  easily.  Generally  the  patient  complains  little  or  not  at  all 
of  the  throat.  If  the  pillars  are  bound  down  to  the  tonsil  we  have 
symptoms  of  middle  ear  trouble  for  the  reason  that  the  posterior 
pillar  contains  the  palato-pharyngeal  muscle  which  regulates  the 
patency  of  the  Eustachian  tube. 

Upon  examination  if  the  tonsil  is  hidden  it  is  well  to  separate  the 
pillars  by  means  of  cotton  on  a  probe  and  mop  the  faucial  spaces  with 
some  little  pressure.  This  will  generally  cause  the  escape  of  a 
purulent  material  or  of  solid  cheesy  masses  which  emit  a  very  dis- 
agreeable odor.  It  sometimes  happens  that  in  mopping  nothing 
visible  can  be  expressed,  but  the  disagreeable  odor  will  be  present. 
The  saliva  in  the  immediate  neighborhood  is  frothy,  and  there  is 
always  a  red  arch  extending  from  the  upper  portion  of  the  posterior 
pillar  forward  over  the  anterior  pillar  down  its  entire  length.  This 
redness  generally  outlines  the  diseased  organs  beneath.  (Described 
by  Pynchon,  Journal  American  Medical  Association,  March,  1903.) 
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The  tongue  is  furred,  the  breath  is  foul,  the  fibrillae  at  the  base  of  the 
tongue  are  frequently  elongated.  A  wad  of  muco  purulent  discharge 
strings  down  back  of  the  pharynx.  There  is  tartar  on  the  teeth,  and 
frequently  receding  spongy  gums.  The  complexion  is  rather  pasty, 
and  I  have  frequently  noticed  seborrhoea  of  the  scalp  and  face,  and 
trachoma  of  the  eyelids  as  attendant  symptoms.  The*  faucial  pillars 
are  greatly  enlarged  and  often  adhere  to  the  tonsil. 

Where  the  submerged  tonsil  is  enlarged  it  is  usually  hidden  by  a 
triangular  band  extending  from  the  anterior  pillar  obliquely  down- 
ward and  backward  to  the  posterior  pillar.  This  band  is  known  as 
the  Plica  Triangularis;  and  it  binds  down  the  tonsil  leaving  but  a 
small  portion  of  the  upper  plane  of  the  tonsil  in  view.  Consequently 
we  have  a  ciil  de  sac  opening  at  the  top,  and  in  which  is  encapsulated 
the  tonsilar  tissue.  I  have  frequently  found  a  large  deposit  probably 
one  half  a  teaspoon ful  of  cheesy  matter  locked  up  in  this  cul  de  sac 
within  the  body  of  the  tonsil.  It  sometimes  happens  that  when  these 
cheesy  masses  burrow  back  and  above  into  the  supra-tonsilar  spaces 
and  the  areolar  tissue  about  the  tonsil  purulent  inflammation  or 
quinsy  is  set  up.  The  locality  in  which  this  burrowing  takes  place 
will  determine  the  point  of  election  for  lancing  the  abscess  in  quinsy. 

Thirteen  pairs  of  enlarged  tonsils  were  examined  by  my  colleague. 
Dr.  J.  M.  Wainwright,  for  the  purpose  of  ascertaining  whether  or  not 
they  were  tubercular,  with  negative  results.  There  was,  however, 
an  absence  of  acinous  mucous  glands  usually  present  in  tonsils, 
there  was  a  general  proliferation  of  the  small  round  lymphoid  cells, 
no  marked  increase  in  the  connective  tissue,  blood  vessels  seemed  to 
be  scarce,  oedema  of  the  mucous  membrane.  Dr.  E.  O.  Sisson 
(Laryngoscope,  March,  1903)  examined  a  number  of  specimens  of 
small  submerged  tonsil  and  found  that  the  pathological  histology 
of  the  submerged  form  did  not  differ  markedly  from  other  forms  of 
tonsillar  hypertrophy.  He  found  broad  bands  through  the  glands 
leaving  little  lymphoid  cells  scattered  through  it,  causing  the  speci- 
mens to  assume  the  appearance  of  a  scirrhous  carcinoma. 

As  regards  treatment  much  can  be  done  in  the  way  of  washes  and 
mopping,  provided  the  crypts  are  slit  open  and  cauterized  and  the 
pillars  separated  from  the  tonsil.  An  adult  patient  can  be  taught  to 
keep  the  throat  free  from  the  collection  of  cheesy  masses.  I  have 
devised  an  instrument  for  this  purpose  made  by  Charles  Lentz,  of 
Philadelphia.  (Half  size  cut  of  which  see  below.)  Many  prepara- 
tions can  be  used  such  as  3  per  cent  camphor ;  menthol  in  alboline ; 
iodine  and  glycerine ;  and  silver  nitrate,  grains  Ix  ad  ^i.  Liq. 
Eucalyptus  Comp.  Wyeth  and  preparations  on  that  order  are  usually 
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more  agreeable  to  the  patient  and  quite  efficient.  Strict  instruction 
is  given  to  the  patient  to  have  the  teeth  cleaned  and  polished,  and 
where  the  ginns  recede  it  is  well  to  daily  mop  each  tooth  with  an 
alkaline  antiseptic,  borax  grs.  x  ad  g^  o^  Liq.  Eucalyptus  Comp. 
(alkaline)  may  be  used.  The  patient  is  instructed  to  brush  the  ton- 
gue with  soap  and  water  as  religiously  as  the  teeth  going  well  back 
to  the  fauces  in  the  process. 

It  is  generally  conceded  that  where  there  is  a  diseased  gland  it 
should  be  removed.  The  method  of  this  removal  is  varied  according 
to  the  taste  of  the  operator,  and  should  be  done  whenever  permitted. 
Some  physicians  prefer  different  forms  of  tonsillotomes.  These  are 
good,  but  they  have  their  limitations.  When  the  faucial  pillars  are 
adhered  to  the  tonsil  they  ought  first  to  be  separated  before  an 
attempt  is  made  to  remove  such  tonsil  with  tonsillotome.  I  wish 
to  protest  against  the  "snatching"  in  this  operation  without  proper 
care  being  taken  to  have  the  instrument  properly  placed,  and  where 
the  tonsil  is  short  to  assist  by  making  traction  on  the  same  with  a 
tenaculum.  Some  operators  prefer  the  instrument  sharp,  others 
prefer  it  dulled  to  prevent  hemorrhage,  some  like  the  cold  wire  snare. 
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Others  the  electro-cautery  snare,  some  again  the  tenaculum  and 
scissors,  I  have  seen  one  operator  use  London  paste,  others  prefer  to 
enucleate.  But  where  we  have  to  deal  with  a  small  submerged  and 
pillar-adhered-tonsil,  I  have  found  the  method  suggested  by  Pynchon 
to  be  the  most  practicable.  The  tonsil  is  pulled  well  out  into  the 
fauces  by  means  of  the  tenaculum  and  dissected  away  from  its  pillars 
by  a  cautery  kinife.  This  operation  sometimes  necessitates  the  cut- 
ting away  of  the  plica  triangularis  from  the  anterior  pillar  in  order 
to  make  traction  on  the  tonsil  and  dissect  it  from  its  base. 

The  arguments  against  the  removal  of  the  tonsils  are,  the  imgain- 
ary  danger  of  impotency,  the  general  feeling  that  they  were  put 
there  for  some  other  reason  than  to  be  taken  out,  and  lastly  the  dan- 
ger of  hemorrhage.  In  a  series  of  cases  collected  by  Desire  cited  by 
Sisson  (Laryngoscope,  1903),  out  of  20,000  tonsillotomies  there 
were  nine  severe  cases  of  bleeding.  Mackenzie  only  reports  one  case 
where  bleeding  actually  endangered  life.  Bishop  of  Chicago  reports 
one  case  of  severe  hemorrhage,  occurring  in  practice.  Jonathan 
Wright  tabulated  forty  cases  which  he  found  on  the  records  of  the 
librarian  of  the  surgeon  general's  office. 
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I  have  had  three  alarming  cases  in  my  own  practice  and  one  severe 
case  in  consultation  with  brother  practitioners.  The  first  was  that 
of  a  girl  of  fourteen  whose  tonsils  bled  for  an  hour  or  so  in  my 
office,  but  she  made  good  recovery.  The  tonsils  were  removed  by 
tonsillotome.  The  next  case  was  also  medium  sized  tonsil  removed 
by  the  dulled  tonsillotome;  patient  bled  moderately  off  and  on  the 
day  of  the  operation.  Against  my  wishes  he  insisted  upon  walking 
home  and  had  an  attack  of  bleeding  on  reaching  his  house.  This 
attack  stopped  of  its  own  accord  before  I  saw  him.  Six  days  later 
he  began  to  bleed  again  and  continued  at  intervals  for  two  or  three 
days.  Only  after  the  patient  was  etherized  and  the  wound  sewed 
did  it  stop.  The  most  alarming  case  I  have  had  was  that  of  a  man 
aged  forty-five  whose  tonsil,  medium  sized,  was  removed  by  cautery 
dissection.  After  the  operation  it  continued  to  bleed  without  spurt- 
ing, notwithstanding  the  use  of  all  available  styptics,  getting  worse 
and  worse  for  six  hours  when  the  hemorrhage  was  so  bad  the  patient 
was  with  difficulty  etherized  and  six  stitches  take  in  the  wound  before 
it  was  controlled.  I  am  convinced  that  the  last  two  cases  cited  were 
those  of  haemophilia. 

Every  physician  who  does  much  of  this  work  is  bound  to  run 
across  just  such  cases.  Notwithstanding  the  danger  involved,  it  is 
our  duty  to  operate  where  we  are  certain  that  the  tonsillar  gland  is  a 
menace  to  the  general  health,  but  it  is  well  before  so  doing  to  look 
into  the  physical  condition  of  the  blood  of  the  patient. 

In  conclusion  emphasis  is  laid  on  the  following  points : 

First.  That  the  teeth  should  receive  attention  from  infancy,  also 
that  the  tongue  when  coated  should  be  cleaned  as  carefully  as  the 
teeth. 

Second.  That  the  mouth  is  a  primary  cause  of  tonsillitis  and 
ought  to  receive  simultaneous  treatment  with  the  throat. 

Third.  That  offensive  breath,  from  micro-organisms  present  in 
the  mouth  and  throat,  can  be  eliminated  through  the  personal  effort 
of  the  patient. 

Fourth.  That  bad  taste  in  the  mouth,  particularly  before  meals 
suggests  infection  of  the  tonsils,  decomposing  epithelium  debris  on 
the  tongue,  gums,  teeth  and  oro-pharynx — one  or  all.  This  filth  (in 
which  Sternberg  found  42  different  varieties  of  micro-organism) 
ought  to  be  cleaned  and  sterilized  several  times  daily  by  the  patient. 

Fifth.  Diseased  tonsils,  not  necessarily  enlarged  and  often  hidden, 
no  longer  act  as  a  barrier  to  disease,  but  rather  as  a  germ  incubator 
and  ought  to  be  removed. 

Sixth.  No  method  of  removing  the  tonsil  is  a  safe-guard  against 
dangerous  hemorrhage  when  one  operates  on  a  bleeder. 


THE   PRESENT  STATUS  OF  THE   DUNBAR  HAY   FEVER 

THERAPY. 

BY  F.   W.   BAILEY,   M.D.,  ST.   LOUIS,   MO. 

By  common  consent,  the  term  "hay  fever"  has  been  accepted  by  the 
medical  profession  as  a  synonym  for  the  many  terms  which  for  the 
last  century,  have  been  applied  to  that  form  of  disease  which  attacks 
the  upper  respiratory  tract,  both  periodically  and  irrespective  of  sea- 
sons, characterized  by  a  sudden  onset,  turgescence  of  the  mucosa  of 
the  nasal  fossae  and  adjacent  cavities,  irritating  discharges  there- 
from, sneezing  and  occasionally  asthmatic  paroxysms. 

The  three  conditions,  (1)  a  neurotic  predisposition,  (2)  a  local 
lesion  and  (3)  an  exciting  cause,  have  been  enumerated  by  many 
authors,  as  including  all  the  possible  etiological  factors.  Under  the 
first  may  be  classed  idiosyncrasy,  vaso-motor  derangements  and 
heredity.  Under  the  second,  lowered  vitality,  either  local  or  general ; 
the  former  including  spurs,  deflections,  hypertrophies  and  all  local 
malformations,  the  latter  constitutional  aflfections,  while  the  third 
mentioned  cause,  by  elaborate  and  ingenious  experiments,  has  been 
proven,  to  the  satisfaction  of  the  experimenters,  to  be  the  pollen  of 
flowering  plants.  There  are  yet  those  who  firmly  contend  that  me- 
chanical irritants  are  sufficient  exciting  cause,  and  still  others  who 
support  the  micro-organism  theory  of  Helmholz. 

With  a  determination  to  establish  beyond  a  doubt  the  true  cause 
of  hay  fever,  Professor  W.  P.  Dunbar,  Director  of  the  State  Institute 
for  Hygiene  of  Hamburg,  who  had  for  years  been  investigating  hay 
fever,  instituted  and  personally  conducted  an  elaborate  set  of  experi- 
ments, the  text  of  which  will  follow. 

By  his  extensive  investigations  he  had  learned  that  each  hay  fever 
patient  exhibited  a  marked  susceptibility  to  the  pollen  of  certain 
plants,  while  that  of  other  plants  had  no  effect  whatever ;  that  these 
hay  fever  patients  were  sensitive  to  the  poison  at  all  seasons  of  the 
year;  that  not  only  were  they  susceptible  when  the  pollen  was 
brought  into  contact  with  the  nasal  mucosa,  but  that  the  rectal  and 
urethral  mucosa  as  well,  reacted  to  the  poison;  he  also  determined 
that  the  active  principle  of  the  pollen  producing  an  attack  is  soluble 
in  the  normal  alkaline  secretions,  such  as  is  secreted  by  the  salivary 
and  lachrymal  glands  and  nasal  mucosa  and  is  also  soluble  in  the  nor- 
mal blood  serum. 
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In  his  chemical  laboratory,  Professor  Dunbar  succeeded  in 
separating  from  the  pollen,  (a)  a  starchy  body,  (b)  an  ethereal 
oleaginous  substance  and  (c)  the  true  toxic  substance  which  he  has 
isolated  in  the  form  of  a  white  powder  and  which  he  believes  to  be  a 
complex  proteid. 

This  toxin  he  produced  by  extracting  crushed  pollen  at  98.4°  F. 
with  saline  solution  and  adding  alcohol,  whereupon  the  toxin  is 
precipitated. 

Upon  applying  it  in  small  quantities  to  the  mucosa  of  the  eye  and 
nose  of  people  predisposed  to  hay  fever,  he  obtained  a  typical  reaction 
with  all  the  local  symptoms  characteristic  of  hay  fever ,^  while  by  con- 
trol experiments  he  demonstrated  that  the  same  amount  of  toxin  had 
no  effect  whatever  on  subjects  not  predisposed  to  the  disease.  Nor  is 
it  essential  that  the  toxin  be  applied  directly  to  the  mucosa.  To 
demonstrate  this,  Professor  Dunbar  injected  1/10  c.c.  of  a  solution 
of  pollen  toxin  with  one  c.c.  of  water,  into  the  forearm  of  a  hay  fever 
patient.  Symptoms  appeared  within  one  minute.  Dizziness,  fol- 
lowed in  quick  succession  by  violent  sneezing,  coughing  and  a  feel- 
ing resembling  the  onset  of  an  acute  bronchitis,  nasal  irritation  with 
rapid  turgescence  and  complete  occlusion  of  the  nares,  itching  of  the 
gums,  conjunctival  congestion  and  severe  lachrymation,  venous 
congestion  of  the  face  and  neck,  a  profuse  perspiration,  and  lastly 
the  appearance  of  a  superficial  urticaria. 

In  about  six  hours,  slight  improvement  began,  dyspnoea  slowly 
disappeared  and  the  facial  odema  diminished.  At  the  site  of  injec- 
tion a  hard  red  spot  appeared,  increasing  in  size  until  the  entire  fore- 
arm was  swollen  and  indurated.  This  was  relieved  by  elevation  and 
a  moist  pack,  disappearing  entirely  at  the  end  of  the  fifth  day. 

Under  varied  conditions  this  experiment  was  repeated  on  several 
hay  fever  patients  with  the  same  typical  result,  while  control  experi- 
ments on  patients  free  from  hay  fever  attacks,  produced  no  reaction, 
even  when  enormous  amounts  of  the  toxin  were  injected. 

With  this  important  basis  of  information.  Professor  Dunbar  began 
to  apply,  in  a  truly  scientific  manner,  that  knowledge  which  we  have 
gained  of  antitoxin  and  sero-therapy.  By  injecting  the  toxines  of 
the  various  pollens,  in  gradually  increasing  doses,  into  the  circulation 
of  rabbits,  goats  and  horses,  he  succeeded  in  producing  an  antitoxin, 
which  when  applied  to  the  parts  which  previously  had  been  subjected 
to  the  toxin  and  were  undergoing  a  typical  attack  of  hay  asthma,  pro- 
duced immediate  amelioration  of  all  the  symptoms,  continuing  to 
complete  disappearance. 

Upon  these  same  hay  fever  patients,  he  was  able  to  dissipate  the 
attack  entirely,  either  by  direct  application  of  the  antitoxic  serum 
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or  by  subcutaneous  injection  of  the  same,  or  to  control,  by  either 
method,  an  attack  occasioned  by  either  the  injection  or  local  applica- 
tion of  the  toxin,  but  concludes  that  light  attacks  can  be  easily  con- 
trolled by  the  local  method,  while  more  severe  ones,  where  a  large 
amount  of  the  toxine  has  been  absorbed,  will  react  more  favorable  to 
the  treatment  by  subcutaneous  injection. 

At  this  stage  of  the  investigation.  Professor  Dunbar  felt  it  desir- 
able to  have  the  result  of  his  experiments  verified  by  other  investiga- 
tors. At  his  request,  Sir  Felix  Semon,  Physician  Extraordinary 
to  King  Edward  VII,  with  the  aid  of  Dr.  Dunbar's  assistant,  Dr. 
Prausnitz,  took  up  the  experimental  work. 

He  reports  results  quite  similar  to  those  obtained  by  Professor 
Dunbar.  His  work  was  somewhat  extensive  and  was  reported 
in  full  in  the  March  and  April  numbers  of  the  British  Medical  Jour- 
nal.    The  following  conclusions  are  drawn  from  his  investigations : 

1.  There  can  be  no  doubt  that  Professor  Dunbar  has  succeeded 
in  extracting  from  the  pollen  of  certain  grasses  a  toxin,  which,  when 
injected  subcutaneously,  or  instilled  into  the  eyes  and  nostrils  of  peo- 
ple predisposed  to  hay  fever,  produces  the  characteristic  subjective 
and  objective  symptoms  of  the  disease. 

2.  The  toxin,  when  instilled  into  the  eyes  or  nostrils  of  people  not 
predisposed,  produced  in  most  cases  no  symptoms  whatsoever,  the 
exceptions  showing  only  slight  susceptibility. 

3.  The  effects  of  the  toxin  in  people  suffering  from  hay  fever 
are  as  varying  in  intensity  as  are  the  attacks  of  the  affection  itself, 
both  with  regard  to  the  local  and  constitutional  s\Tnptoms. 

4.  Professor  Dunbar's  Antitoxin  produces  immediate  disappear- 
ance of  the  subjective,  and  after  a  few  minutes,  great  amelioration 
of  the  objective  symptoms. 

5.  A  mixture  of  equal  parts  of  the  toxic  solution  (1  to  500)  and 
the  antitoxic  serum,  suffices  to  neutralize  the  specific  effects  of  the 
toxin. 

6.  The  effects  of  the  antitoxin  appear  in  some  instances  to  be 
suffisient  to  prevent  a  reappearance  of  the  subjective  symptoms, 
while  in  others  repeated  instillations  were  necessary  to  produce  ulti- 
mately the  return  to  normal  conditions. 

Sir  Felix  Semon,  in  closing  his  able  discourse,  warns  the  profes- 
sion against  any  undue  enthusiasm  or  premature  hopes  as  to  the 
infallibility  of  this  antitoxin  and  his  view  is  no  doubt  in  full  accord 
with  that  of  the  discoverer.  It  has  not  yet  been  definitely  proved 
whether  the  serum,  as  prepared  at  present,  will  arrest  or  prevent 
genuine  attacks  of  hay  fever,  or  that  the  subject  can,  through  its 
application  or  injection,  be  temporarily  or  permanently  immunized. 
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It  is  without  doubt  a  long  step  in  the  right  direction,  and  with  the 
elaboration  and  perfecting  Professor  Dunbar  and  his  worthy  con- 
freres can  accomplish,  will  place  the  profession,  sooner  or  later,  in 
a  position  to  more  successfully  cope  with  this  aggravating  malady, 
if  not  really  enable  them  to  overcome  it  entirely  by  immunization. 

It  must  not  be  inferred,  from  the  extensive  research  conducted  by 
Professoi:  Dunbar,  Sir  Felix  Semon  and  their  associates,  that  they 
in  any  degree  undervalue  the  necessity  of  proper  surgical  attention 
to  the  nasal  tract,  when  indicated;  nor  that  other  debilitating  influ- 
ences, constitutional  derangements,  etc.,  which  lower  resistance  and 
invite  disease,  should  be  neglected,  but  it  is  evident  that  these  earnest 
workers  are  making  a  persistent  endeavor  to  place  in  the  hands  of 
the  physician  a  therapy,  which  will  give  relief  to  thousands  of  un- 
fortunates. 

We  shall  watch  the  progress  of  Professor  Dunbar's  researches 
most  carefully  and  keep  the  profession  apprised  of  all  advances, 
through  the  columns  of  The  Laryngoscope. 

3858  Westminster  Place. 


Three  Cases  of  Atrophic  Rhinitis  Successfully  Treated  with  Ben- 
zoyl=Acetyl-Peroxide  (Acetozone).     A  Preliminary  Report. 

— James  M.  Brown — Medicine^  J^ly?  1903. 

From  the  author's  introductory  remarks  it  is  assumed  that  he  looks^ 
upon  atrophic  rhinitis  as  a  disease  of  microbiotic  origin. 

Case  I.  was  a  patient  14  years  old;  length  of  time  under  treat- 
ment not  mentioned.  An  alkaline  solution  for  freeing  the  nostrils  of 
secretions  and  crusts  was  used,  followed  by  a  spray  of  acetozone — 
one-half  per  cent  of  pure  acetozone  in  a  neutral  inorganic  oil.  There 
has  been  no  crust  formation  for  a  month. 

In  the  second  and  third  cases  the  patients  were  under  treatment 
for  about  six  months.  The  same  treatment  as  in  the  first  case  was 
carried  out,  with  the  result  of  the  disappearance  of  crusts  in  the  one 
case  for  several  months,  and  in  the  other  ''the  crustiness  and  dis- 
charge have  almost  entirely  ceased." 

Stein. 
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NEW   YORK   ACADEMY   OF   MEDICINE. 

SECTION    ON    LARYNGOLOGY  AND    RHINOLOGY. 

Stated  Meeting,  October  28,  1903. 

Walter  F.  Chappell,  M.D.,  Chairman. 

Cases  of  Submucous  Resection  of  the  Septum. 

Dr.  Felix  Cohx,  in  connection  with  his  paper,  presented  the  fol- 
lowing cases : 

The  first  patient  was  a  young  man  who  had  been  operated  on  in 
1893  for  deviation  of  the  septum.  There  was  no  perforation,  and 
nasal  respiration  was  free.  The  second  patient  was  a  boy  of  fifteen, 
operated  on  in  October,  1902,  for  deviation  of  the  right  side.  The 
third  was  a  young  man  of  nineteen,  operated  on  in  January,  1903. 
He  had  been  operated  on  for  hare  lip  when  young,  and  probably  in 
connection  with  this  malformation  a  deviation  on  one  side  and  a 
protuberance  developed.  The  fourth  patient  was  a  boy  who  had 
been  operated  on  because  of  complete  stenosis  on  the  left  side.  The 
operation  was  done  three  wxeks  ago.  The  fifth  was  a  colleague, 
operated  on  last  April.  An  Asch  operation  had  been  done  on  him 
previously  in  Syracuse  by  Dr.  Halsted.  There  was  a  posterior  de- 
formity, which  was  removed.  There  was  no  perforation.  The 
sixth  patient  was  a  boy  operated  on  in  March,  1902.  Although 
there  was  a  perforation  it  had  given  no  trouble.  The  seventh  patient 
was  a  young  girl  with  a  very  large  perforation  of  the  septum  fol- 
lowing the  operation,  which  was  done  last  July.  In  spite  of  this  she 
was  quite  comfortable. 

Dislocation  of  the  Columnar  Cartilage. 

Dr.  Harmon  Smith  presented  a  little  boy  who  had  been  operated' 
on  because  of  a  dislocation  of  the  columar  cartilage  and  thickening 
of  the  anterior  end  of  the  triangular  cartilage  of  the  septum.  A' cut 
was  made  posteriorly,  inferiorly  and  anteriorly  to  the  deviation 
and  flap  of  mucous  membrane  preserved.  The  cartilage  was  then 
cut  away  with  a  scalpel  and  slight  pressure  was  made  with  dental 
rubber  and  a  piece  of  Bernays  sponge.  Although  the  operation  had 
been  done  only  three  days  union  of  flap  had  taken  place. 
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Dk.  Smith  also  presented  for  Dr.  Douglas  a  young  man,  who 
gave  a  history  of  congenital  stenosis  of  the  left  nares.  On  looking 
into  the  nose,  a  marked  exostosis  was  found  posteriorly  and  an 
apparent  synechia  with  the  inferior  turbinal.  The  young  man  had 
not  been  able  to  breathe  through  the  left  nares,  and  there  was  a  foul 
discharge  from  that  side. 

Dr.  Luc*s  Forceps. 

Dr.  Thomas  J.  Harris  exhibited  a  model  of  one  of  the  forceps 
recommended  by  Dr.  Luc,  of  Paris,  for  the  removal  of  the  ethmoid 
septa  en  masse.  Dr.  Luc  claimed  to  be  able  to  remove  all  of  the 
ethmoid  bone  desired  as  far  as  the  sphenoid.  The  speaker  said  that 
he  had  found  the  instrument  very  useful  for  breaking  down  the 
ethmoid  bone,  because  it  did  the  operation  in  a  cleanly  manner. 

A  Factor  in  the  Etiology  of  Distorted  Septa. 

Dr.  Charles  E.  Quimby  read  a  paper  with  this  title.  He  ex- 
pressed the  opinion  that  deflected  and  distorted  septa  were,  in  many 
cases,  developmental  defects.  It  was  well  known,  he  said,  that  in 
these  cases  there  was  quite  constantly  a  lack  of  symmetry  of  the 
facial  skeleton,  yet  this  fact  was  often  overlooked.  Asymmetrical 
facial  development  was  found  quite  frequently  with  triangular  shaped 
teeth  and  irregular  dentition.  Failure  in  the  development  of  the 
facial  skeleton  was  frequently  extreme,  and  asymmetry  was  so  con- 
stant as  to  be  easly  recognized  by  the  eye  alone.  .In  many  cases  the 
superior  maxillary  bones  united  at  an  unduly  acute  angle,  the  vomer 
and  triangular  cartilage  failing  of  proper  articulation  with  the  max- 
illary, palatal  or  ethmoid  bone.  With  an  abnormally  acute  angle 
between  the  lines  of  pressure  between  the  maxillary  bones,  the  ver- 
tical resultant  was  increased.  If  the  opposing  septal  resistance  were 
at  the  same  time  weakened  by  imperfect  articulation,  further  dis- 
tortion of  these  tissues  became  a  mechanical  necessity.  "If,  at  the 
same  time,  there  was  an  eruption  of  triangular  teeth,  all  of  the  ex- 
pansive forces  that  normally  came  from  the  growth  of  the  teeth 
were  lost.  His  attention  had  first  been  called  to  this  subject  by  a 
girl  of  eight  or  ten  who  suddenly  developed  mouth -breathing.  Ex- 
amination showed  a  deflection  of  the  septum  and  irregular  develop- 
ment of  the  teeth,  and  a  narrowing  of  the  alveolar  arch.  Not  being 
satisfied  with  the  advice  given  by  a  dentist,  he  had  undertaken  to 
regulate  the  teeth  himself  by  means  of  plates  bearing  on  the  bicuspid 
and  molar  teeth  and  connected  by  a  jack  screw.  Very  soon  the  child 
herself  noticed  a  freer  nasal  respiration,  and  examination  showed  a 
distinct  separation  of  the  alveolar  arch  and  a  lessening  of  the  nasal 
•deflection. 
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Di{.  H.  L.  Swain,  of  New  Haven,  opened  the  discussion  on  the 
foregoing  papers.  He  said  that  Dr.  Quimby's  suggestion  seemed  to 
him  very  important,  for  this  factor  had  not  been  fully  appreciated 
by  rhinologists  generally.  At  a  recent  meeting,  the  speaker  said, 
he  had  called  attention  to  the  fact  that  among  dentists  the  idea  was 
prevalent  that  the  greatest  care  should  be  given  to  the  first  teeth  in 
order  to  preserve  the  horizontal  arch.  Disturbance  of  the  arch 
came  to  pass  in  cases  in  which  the  deciduous  teeth  were  early  re- 
moved. The  permanent  molars  came  in,  and  not  having  the  other 
teeth  in  front  to  keep  them  in  place,  they  slipped  forward.  Hence, 
the  second  teeth  could  not  find  adequate  space  between  the  two 
molars.  This  resulted  in  a  split-up  arch,  and  the  keystone  being 
thus  broken  down,  the  sides  of  the  arch  had  no  support  in  front,  and 
those  forces  which  tended  to  bend  the  palate,  and  perhaps  shape  it, 
acted  all  the  more  vigorously,  with  the  result  that  a  high-arched 
palate  was  formed,  \'-shaped  in  both  the  vertical  and  horizontal 
directions.  He  did  not  believe  that  it  occurred  more  frequently  in 
cases  with  triangular  teeth,  although  the  deformity  of  the  palate  and 
triangular  teeth  were  often  associated. 

Regarding  Dr.  Cohn's  results,  he  wished  to  say  that  they  were 
most  admirable.  Personally  he  had  not  given  this  operation  much 
attention  in  the  past,  but  was  now  tempted  to  give  it  a  trial. 

Dr.  R.  C.  Myles  said  he  had  been  particularly  interested  in  Dr. 
Ouimby's  paper,  because  two  years  ago  Dr.  Black,  of  Milwaukee, 
had  informed  him  that  he  had  been  using  practically  the  same  method 
in  a  series  of  cases  in  order  to  correct  deviations  of  the  septum.  So 
far  as  he  knew,  those  observations  had  not  yet  been  published. 

With  regard  to  submucous  resection  of  the  septum,  it  seemed  that 
rhinologists  had  given  this  subject  very  little  attention.  The  paper 
read  at  New  Orleans  by  Dr.  Freer  was  quite  complete.  Dr.  Ingals 
was  the  first  to  use  it  in  America.  Dr.  Myles  said  that  he  had  been 
working  in  this  field  for  eight  or  ten  years.  Chiefly  with  the  anterior 
end  of  the  cartilage  in  the  vestibule  region.  His  own  results,  pub- 
lished some  years  ago,  had  been  uniformly  good,  the  wounds  healing 
up  in  about  three  days  and  without  any  perforation.  Removal  of 
the  mucosa  near  the  vestibule  generally  lead  to  the  formation  of 
annoying  crusts.  He  had  recently  made  use  of  this  method  in  a  very 
trying  case  in  which  he  and  others  had  performed  unsuccessful 
operations.  The  submucous  operation  in  this  case  was  completelv 
successful.  The  perichondrium  evidently  threw  out  a  material  simi- 
lar to  cartilage,  and  the  mucous  membrane  wall  became,  in  conse- 
quence, decidedly  stiffer.  The  perichondrium  elevator  should  be 
Xised  very  carefully  if  one  would  avoid  perforations. 
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Dr.  Wendell  C.  Phillips  said  that  some  years  ago,  in  preparing- 
a  paper  to  read  before  a  dental  society,  he  had  had  occasion  to  ob- 
serve a  number  of  cases  with  the  object  of  ascertaining  what  relation 
the  development  of  adenoids  bore  to  the  high-arched  palate.  At 
that  time,  a  number  of  casts  were  made  in  his  clinic,  and,  to  his  sur- 
prise, he  found  that  patients  having  a  very  highly  arched  palate  were 
apt  to  have  very  regular  teeth  and  a  straight  septum,  and  to  be  free 
from  adenoids.  He  had  come  to  the  conclusion  that  at  least  there 
could  be  no  one  cause  for  all  these  conditions,  and  that  isolated  cases 
argued  very  little  as  regards  the  etiology.  He  was  certainly  very 
greatly  surprised  to  find  that  it  was  possible  to  have  a  perfectly 
straight  septum  and  a  very  high  arch. 

Dr.  T.  Passmore  Berens  agreed  with  Dr.  Quimby  that  one  of  the 
causes  of  deflected  septum  was  mechanical  in  its  nature.  It  was 
well  known  that  the  deflection  of  a  deviated  septum  was  given  it  by 
the  direction  of  the  nasal  ridge  of  the  superior  maxilla. 

He  had  been  rather  surprised  to  hear  Dr.  Cohn  say  that  the  sub- 
mucous operation  was  not  done  very  commonly,  for,  personally,  he- 
had  used  it  for  many  years  in  selected  cases.  The  results  presented 
by  the  reader  of  the  paper  were  very  good  as  regards  the  correction 
of  the  occlusions  of  one  side  or  the  other.  In  two  of  the  cases, 
he  thought  a  better  result  would  have  been  accomplished  if  another 
method  had  been  selected. 

Dr.  Emil  Mayer  said  that  he  was  especially  pleased  to  note  that 
in  presenting  his  report  on  the  resection  operation.  Dr.  Cohn  had 
given  credit  to  other  methods  of  operation,  and  did  not  condemn 
every  other  method  as  valueless  except  the  one  he  practices,  as  is  too 
frequently  done. 

In  mentioning  the  various  operative  procedures,  the  reader  of  the 
paper  failed  to  mention  the  operation  known  as  the  Gleason= Watson, 
which  is  a  method  of  value  in  certain  cases. 

While  the  speaker  did  not  wish  to  be  understood  as  employing  one 
method  of  operation  to  the  exclusion  of  all  others,  yet  he  would  say, 
that  the  largest  number  of  deviations  of  the  cartilaginous  septum 
could  in  his  opinion  be  best  cared  for  by  the  operation  of  Asch. 

In  drawing  the  parallel  between  the  two  methods  the  speaker 
wished  to  call  attention  to  three  cardinal  points.  1st.  duration  in 
the  resection  method,  the  time  required  is  anywhere  from  twenty 
minutes  to  two  hours;  in  the  Asch  operation  a  comparatively  few 
seconds.  2nd.  pain;  in  the  resection  operation,  the  speaker  was 
credibly  informed  by  a  patient  who  had  the  resection  operation  done 
that  the  last  forty  minutes  of  his  operation  was  a  torture ;  the  Asch 
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Operation  is  painless.  3rd.  Perforations ;  the  writer  a^  inits  20  per 
cent  of  perforations  in  his  own  cases,  while  others  acknowledge  'i»J 
per  cent;  a  very  fair  estimate  would  not  place  it  higher  than  2  per 
cent  in  the  Asch. 

Dr.  L.  a.  Coffin  said  he  had  enjoyed  both  papers  very  much,  and 
wished  to  congratulate  Dr.  Quimby  upon  his  courage,  independent 
action  and  results.  He  did  not  think,  however,  that  the  fact  that  so 
operating  on  the  teeth  and  jaw  as  to  draw  down  the  palatine  arch, 
proved  at  all  that  the  high  arch  was  the  cause  of  the  deflected 
septum.  A  straight  line  is  the  shortest  distance  between  two  points. 
If  with  any  deviated  septum  you  would  lower  the  arch  the  septum 
must  straighten. 

Hte  had  in  mind  a  boy  who  had  a  remarkably  angular  mouth,  and 
yet  there  was  absolutely  no  deviation  of  the  septum.  The  results 
obtained  by  Dr.  Cohn  were  certainly  excellent.  It  would  have  been 
interesting  could  one  have  seen  these  cases  before  operation.  He 
did  not  feel  like  spending  an  hour  or  two  on  the  submucous  opera- 
tion, and  inasmuch  as  Dr.  Cohn  has  assured  us  that  perforations  are 
perfectly  harmless,  he  should  be  inclined  to  perforate  at  once,  and 
save  time. 

Dr.  J.  W.  Gleitsmann  said  that  some  years  ago  he  had  read  a 
paper  before  this  section  upon  the  influence  of  the  arch  of  the  palate 
upon  the  septum.  At  that  time  he  had  stated  that  when  there  was 
mouth  breathing  there  was  rarification  taking  place  in  the  nasal 
passages,  and  the  tongue  was  pressed  upward  against  the  maxilla 
and  prevented  the  spreading  outward  of  that  bone.  Many  measure- 
ments of  skulls  had  been  made,  but  the  only  result  seemed  to  be  the 
conclusion  that  the  majority  of  septa  were  not  straight.  The  results 
obtained  by  Dr.  Cohn  were  certainly  good,  but  he  seriously  objected 
to  the  possibility  of  perforation,  particularly  as  those,  produced  by 
this  operation  were  larger  than  with  the  Asch  operation.  If  perfora- 
tions were  to  be  made  intentionally  this  should  be  done  very  care- 
fully and  skillfully;  certainly  if  the  obstruction  were  far  back  the 
breathing  would  not  be  improved  by  a  perforation  made  anteriorly. 
In  one  very  obstinate  case  in  which  he  had  tried  all  sorts  of  methods 
for  healing  a  perforation,  he  had  at  last  succeeded  by  the  persistent 
use  of  vaseline. 

Dr.  W.  Freudenthal  said  that  many  years  ago  he  had  tried  the 
submucous  resection,  but  the  results  were  <^o  poor  that  he  had  not 
done  it  again  until  recently.  If  certain  constitutional  diseases,  such 
as  diabetes,  tuberculosis  or  syphilis,  should  develop  later  in  life,  these 
perforations  might  prove  very  annoying.    He  had  been  veiy  much 
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interested  in  Dr.  Qiiimby's  paper,  yet  the  result  obtained  by  him  was 
so  unusual  that  he  felt  the  case  could  only  be  looked  upon  as  excep- 
tional and  as  proving  nothing. 

Dr.  Harmon  Smith  said  that  he  had  attempted  several  times  to 
remove  cartilaginous  spurs  and  save  the  mucous  membrane,  but  had 
often  found  it  difficult  to  do  this  without  perforating  the  flap.  Cer- 
tainly, union  took  place  more  rapidly  after  such  an  operation. 

Dr.  Quimby  'Said  that  he  had  recognized  many  causes  for  deflected 
septa,  and  the  presentation  of  one  did  not  deny  the  existence  of 
others.  It  was  more  accurate  to  speak  of  the  narrow  alveolar  arch 
than  of  the  high  palatine  arch,  as  a  causal  factor.  He  believed  it 
was  perfectly  possible  to  have  a  symmetrical  development  of  all  the 
bones  with  irregular  dentition  and  at  the  same  time  a  perfectly 
straight  septum,  but  that  did  not  prevent  those  developmental  defects 
from  being  the  cause  of  distorted  septum  in  other  cases. 

Dr.  Felix  Cohn,  in  closing  the  discussion,  thanked  Dr.  Swain 
and  the  other  gentlemen  for  their  kind  reception  of  the  submucous 
method  of  resection  of  the  septum.  While  he  fully  agreed  with  Dr. 
Berens  that  two  of  the  cases  presented  an  external  deformity  due  to 
the  asymmetry  of  the  nasal  bones,  one  must  bear  in  mind  that  the 
submucous  reception  only  attempts  to  correct  internal  deformities, 
but  that  in  accordance  with  Dr.  Berens'  suggestion  he  might  be  in- 
clined to  attempt  the  correction  of  the  external  deformity  in  con- 
junction with  the  submucous  resection. 

In  reply  to  Dr.  Coffin,  he  only  could  state  that  the  cases  exhibited 
were  cases  of  complete  stenosis,  but  that  it  was  hardly  necessary  to 
lay  much  stress  on  this  fact,  as  it  is  really  easier  to  operate  upon  a 
great  deformity  than  a  very  small  lateral  or  S-shaped  deviation,  and 
for  obvious  reasons,  because  one  can  get  more  readily  at  the  cartilage 
and  mucous  membranes  when  the  deviation  is  very  great.  He  would 
in  answer  to  Dr.  Mayer,  however,  distinctly  repeat  that  it  was  not 
his  object  to  recommend  the  submucous  resection  in  opposition  to 
other  methods,  or  even  the  ''ash"  operation ;  on  the  contrary,  he 
rather  believes  that  for  cases  of  very  slight  deviations,  which  require 
an  operation,  the  "ash"  operation  gives  very  good  results.  But  he 
nevertheless  believes  that  in  time  the  tendency  will  be  to  perform 
the  submucous  resection  more  frequently,  and  at  the  expense  of  the 
"ash"  or  other  orthopaedic  operations  for  septal  deviations.  For  the 
reason  that  in  most  cases  of  deformity  of  the  septum  there  is  a  plus 
of  tissue,  which  it  is  a  mathematical  impossibility  to  attempt  to  crowd 
into  the  median  line.  Such  an  attempt  is  contrary  to  all  physical 
laws,  and  the  assertions  that  the  tubes  might  prciJ'ice  a  resorption  of 
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the  exuberating  cartilage  are  not  held  out  by  facts.  A  tube  which 
would  press  sufficiently  to  produce  a  resorption,  if  that  zvere  possible, 
would  do  great  damage  to  the  other  parts  of  the  nose.  It  is  hardly 
necessary  to  refer  to  all  the  other  advantages  of  the  submucous 
resection  in  comparison  with  orthopaedic  metho'ds. 

In  regard  to  the  objections  made  to  the  occasional  perforations,  he 
would  only  refer  to  his  experience  and  to  the  experience  of  others, 
like  Dr.  French,  who  a  few  years  ago  ventilated  the  subject  of  the 
perforations  of  the  septum  thoroughly.  While  it  w^ould  be  pleas- 
anter  if  we  could  avoid  perforations  in  all  cases,  they  really  did  no 
harm ;  and  we  must  not  forget  that  in  chosing  between  two  evils,  we 
are  generally  inclined  to  choose  the  lesser,  and  most  people  will  even 
chance  a  perforation  rather  than  endure  the  annoyances  often  caused 
by  deformities  of  the  septum. 


Nervous  Symptoms  Caused  by  Hypertrophy  of  the  Lingual 
Tonsils. — Jankelvitch — Rev.  Hebd.  de  Laryngol,  D'Otol.  et 
de  Rhinol,  April  25,  1903. 

The  author  enumerates  the  different  symptoms  provoke(^  by  this 
condition,  especially  in  women,  and  asks  if  the  lingual  tonsil  is  alone 
sufficient  to  develope  these  nervous  troubles,  or  if  there  must  be  a 
special  nervous  predisposition  for  the  evolution  of  such  affections. 

The  symptoms  in  the  cases  reported  were  the  sensation  of  a  for- 
eign body  in  the  mouth,  pharyngeal  tenesmus  and  reflex  cough.  In 
the  first  case,  the  patient  had  a  constant  desire  to  swallow;  in  the 
second,  to  spit  out  some  foreign  body.  This  patient  claimed  that 
she  could  not  prevent  such  attempts.  During  the  menstrual  period, 
the  foreign  bodies  appeared  to  increase  in  size,  the  patient  believing 
herself  affected  with  cancer  (cancrophobia).  Most  of  the  cases 
observed  were  between  the  ages  of  40  and  45  years,  that  is  about  the 
time  of  the  menopause. 

The  cauterization  of  the  lingual  tonsils  was  sufficient  in  these  cases 
to  radically  cure  an  affection  which  had  resisted  all  the  resources 
of  the  Salpetriere.  W.  Scheppegrell. 


BRITISH  MEDICAL  ASSOCIATION. 

Seventy-first  Annual  Meeting,  held  at  Swansea,  July  28-ji,  190^. 

SECTION  OF  LARYNGOLOGY  AND  OTOLOGY. 

Patrick  Watson  Williams^  M.D.,  President. 
( Continued  from  page  8g6. ) 

Professor  Gluck  said :  Your  great  countryman  Abernathy  said : 
"''Every  operation  which  mutilates  is  a  black  spot  on  surgery."  This 
humane  thought  found  expression  in  the  conservative  and  plastic 
surgery  of  John  Hunter  and  Astley  Cooper,  and,  in  a  broader  sense, 
in  the  chloroform  narcosis  of  Simpson  and  the  modern  treatment  of 
wounds  by  Lord  Lister — the  great  and  merciful  medical  gifts  which 
England's  spirit  has  given  to  humanity.  My  own  endeavor  has  been 
to  build  up  the  surgery  of  the  larynx  under  the  auspices  of  laryn- 
gological  advisers  whose  diagnosis  and  subtle  technique  I  admired, 
and  whose  conservative  principles  I  tried  to  take  as  a  guide  in  the 
major  surgery  of  these  organs.  Our  first  object  must  be  to  save  life ; 
our  next  to  leave  the  patient  in  such  a  physical  condition  that  the  life 
«o  saved  is  worth  living. 

I  will  first  describe  the  operation  suitable  for  diffuse  papilloma, 
some  cases  of  syphilis,  and  for  circumscribed  cancer  of  the  vocal 
•cords.     The  steps  are  as  follows: 

1.     A  low  tracheotomy  is  done. 

2.>  A  median  incision  is  made  through  skin  and  fascia,  the  sternal 
muscles  are  retracted,  and  the  larynx  is  exposed. 

3.  The  thyroid  cartilage  and  crico-thyroid  membrane  are  divided 
in  the  middle  line,  and  the  two  halves  are  retracted  with  hooks. 

4.  A  solution  of  cocaine  and  antipyrin  (5  per  cent),  and  carbolic 
acid  (1  per  cent),  in  distilled  water,  is  applied  to  the  interior  of  the 
larynx,  and  the  growth  is  removed  with  scissors,  knife,  or  thermo- 
cautery, and  plugs  of  iodoform  gauze  are  placed  in  the  larynx  and 
fixed  with  a  few  points  of  suture  through  the  cartilage 

5.  Between  the  fourth  and  sixth  days  the  plugs  ^re  removed 
(under  anaesthesia).  If  necessary  the  suspected  region  is  cauterized, 
and  the  wound  is  stitched  up. 

6.  About  the  tenth  day  the  sutures  are  removed,  and  the  tracheal 
cannula.  In  the  third  week  healing  is  complete,  and  the  patient  is 
allowed  to  speak. 
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I  can  only  confirm  Sir  Felix  Semon's  admirable  results.  I  have 
patients  who  were  operated  upon  fourteen  years  ago,  and  who  are 
able  to  lecture  regularly. 

With  regard  to  operations  for  cancer  of  the  larynx  (extrinsic  or 
intrinsic)  and  for  tumors  of  the  tongue  and  pharynx,  it  is  well 
known  that  with  the  older  methods  the  mortality  of  such  operation 
was  very  high,  most  of  the  cases  dying  from  septic  pneumonia 
(pneumonia  ah  ingesti).  I  have  got  rid  of  this  source  of  danger  by 
resecting  the  trachea  and  stitching  the  distal  cut  end  of  that  tube  to 
a  button-hole  in  the  skin,  thus  interposing  between  the  wound  and 
the  lungs  a  living  organic  bearer,  an  impermeable  diaphragm  which 
renders  the  inspiration  of  foreign  bodies  impossible. 

In  order  to  give  you  an  idea  of  my  technique  I  will  describe  shortly 
how  a  hemilaryngectomy,  a  total  laryngectomy,  and  a  pharyngectomy 
are  carried  out  according  to  my  procedure. 

If  a  hemilaryngectomy  is  intended  then  first  tracheotomy  is  per- 
formed as  low  down  as  possible,  and  a  Hahn's  cannula  is  introduced 
in  order  to  prevent  the  running  down  of  blood  into  the  windpipe. 
Then  one  makes  a  cut  in  the  middle  line  from  the  hyoid  bone  to  the 
lower  edge  of  the  cricoid  cartilage.  From  the  ends  of  this  cut  two 
further  cuts  continue  on  the  diseased  side  4  cm.  horizontally  out- 
wards. The  skin  flap,  which  is  thus  outlined,  is  reflected.  There- 
upon the  soft  parts  are  separated  on  the  outside  from  the  diseased 
half  of  the  larynx.  Then  I  split  the  larynx  from  the  bottom  in  the 
middle  line,  divide  the  thyrohyoid  membrane  at  the  upper  edge  of 
the  thyroid  cartilage,  and  proceed  in  the  same  way  at  the  lower  edge 
of  the  cricoid  cartilage,  and  cut  the  plate  of  the  cricoid  cartilage 
through  in  the  middle  line  behind.  With  that  the  diseased  part  of  the 
larynx  is  loosened  out  The  defect  thus  created  is  so  covered  with 
the  skin  flap  that  its  edges  are  sewn  above  to  the  mucous  membrane 
of  the  sinus  pyriformis,  and  below  to  the  trachea,  and  in  the  middle 
to  the  plate  of  the  cartilage.  A  large  tampon  of  iodoform  gauze  is 
introduced  into  the  cavity  of  the  larynx.  It  must  press  tightly 
against  the  under-surface  of  the  skin  flap,  and  prevents  the  entrance 
of  food  particles  into  the  air  passages.  Finally,  the  Hahn  cannula 
is  exchanged  for  a  common  cannula.  If  the  whole  larynx  is  to  be 
removed  then  there  is  no  preliminary  tracheotomy.  I  make  an  in- 
cision in  the  middle  line,  from  the  hyoid  bone  to  the  lower  edge  of  the 
cricoid  cartilage.  The  larynx  is  denuded  in  front  and  on  both  sides, 
the  muscle  attachments  cut  off  close  to  the  larynx.  The  thyroid 
gland  is  separated  laterally  and  downwards  from  the  larynx.  The 
superior  laryngeal  artery  is  tied  on  both  sides  before  its  entrance  into 
the  larynx.     Thereupon  I  place  the  patient  so  that  the  head  hangs 
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down  over  the  edge  of  the  table,  and  cut  through  the  membrane  be- 
tween the  thyroid  cartilage  and  the  hyoid  bone,  then  I  introduce  a 
gauze  tampon  through  the  wound  upwards,  into  the  pharynx  to 
prevent  saliva  from  entering  the  wound,  draw  the  entrance  of  the 
larynx  forwards  in  front  of  the  wound,  and  separate  the  oesophagus 
from  the  poster  surface  of  the  larynx,  till  the  whole  larynx  is  denuded 
up  to  the  lower  edge  of  the  cricoid  cartilage,  and  can  be  drawn  out  of 
the  wound.  Finally  a  4  to  5  cm.  long  transverse  cut  is  made  deep  down 
in  the  jugulum  (episternal  notch)  and  from  this  transverse  cut  the 
skin  is  loosened  upwards  into  the  upper  wound,  so  that  a  skin  bridge 
4  to  5  cm.  wide  is  created.  Then  I  pass  two  strong  threads  through 
the  trachea,  cut  the  larynx  close  above  the  threads,  straight  off,  and 
draw  the  tracheal  stump  on  the  threads,  under  the  skin  bridge  to 
front.  The  tracheal  opening  is  now  placed  in  the  transverse  skin 
wound  in  the  jugulum,  like  a  button-hole,  and  it  is  definitely  fixed 
here  by  sewing  its  edge  all  around  to  the  edges  of  the  skin  wound. 
The  opening  in  the  pharynx  is  closed  by  one  or  more  rows  of 
sutures,  all  the  pockets  of  the  mouth  cavity  are  tightly  packed  with 
iodoformized  gauze  strips,  and  the  skin  is  sewn  together  over  the 
gauze.  To  feed  the  patient  one  introduces  an  India-rubber  tube 
through  the  nose  into  the  oesophagu§. 

In  order  to  extirpate  the  larynx  with  the  pharynx,  I  expose  first, 
as  I  have  described  in  laryngectomy,  the  whole  larynx,  and  place  the 
patient  so  that  the  head  hangs  down  backwards  over  the  edge  of  the 
table.  I  then  divide  the  membrane  between  the  hyoid  bone  and  the 
larynx,  and  draw  the  entrance  of  the  larynx  forward  in  front  of  the 
wound.  The  inner  surface  of  the  pharynx  is  now  well  seen,  and 
one  can  divide  without  difficulty  the  side  walls  and  the  anterior  edge 
of  the  pharynx  straight  through  above  the  tumor.  Next  I  push  for- 
ward into  the  loose  tissues  between  the  pharynx  and  oesophagus  and 
the  vertical  column,  and  detach  the  pharynx  from  the  vertebral 
column  till  I  have  reached  the  lower  pole  of  the  tumor.  I  cut  the 
oesophagus  straight  off,  as  far  as  possible  below  the  tumor,  and  then 
loosen  the  aesophagus  from  the  wall  of  the  trachea  for  a  short  dis- 
tance. The  larynx  is  then  divided  from  the  trachea  just  as  in  the 
laryngectomy,  and  the  tracheal  stump  pulled  under  the  skin  bridge 
and  into  the  button-hole  in  the  jugulum,  where  it  is  firmly  stitched. 
The  wound  is  closed  towards  the  mouth  by  sewing  the  pharynx  walls, 
or  if  one  has  cut  off  the  pharynx  very  high,  by  packing  with  iodo- 
form gauze.  An  India  rubber  tube  is  placed  in  the  oesophagus  to 
feed  the  patient.  The  hollow  of  the  mouth  is  stuffed  with  iodoform 
gauze,  and  the  skin  sewn  together  over  it. 
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• 

If  cancerous  glands  have  to  be  removed  in  laryngectomy  or  pharyn- 
gectomy,  my  procedure  varies  according  as  the  glands  are  adherent 
to  the  organ  or  movable.  I  extirpate  movable  glands  through  an 
incision  which  is  made  at  the  anterior  edge  of  the  sterno-mastoid. 
From  this  cut  one  can  remove  the  glands,  and,  if  necessary,  pieces 
of  the  jugular  vein  and  carotid  artery  without  a  communication 
originating  with  .the  laryngectomy  wound. 

The  wound  heals  by  first  intention,  which  is  of  importance,  for  if 
the  large  vessels  or  their  ligatured  ends  are  lying  free  in  a  suppurat- 
ing wound,  then  hemorrhage  may  easily  occur.  If  the  glands  are 
adherent  to  the  larynx,  I  remove  them  along  with  it.  If  one  has  to 
deal  with  large  glandular  tumors,  and  if  one  must  remove  the 
muscles,  or  the  vessels  with  them,  then  transverse  incisions  must  be 
employed  in  addition  to  the  vertical  cut.  I  try  to  protect  the  vessels 
or  their  ligatured  ends  in  these  cases  by  covering  them  with  skin 
flaps  and  stitching  over.  In  this  manner  the  vessel  region  is  separ- 
ated from  the  large  wound,  and  one  is  protected  against  bleeding. 

As  explaining  my  method  of  laryngectomy  for  particular  cases  I 
will  describe  two  operations  in  their  particular  stages  more  minutely : 

Case  1. — Total  Extirpation  of  the  Larynx,  the  Epiglottis,  Resection 
of  the  Pharynx,  Extirpation  of  Diseased  Lymphatic  Glands. 

1.  Incisions. — Two  crosscuts  were  made,  the  upper  close  above 
the  hyoid  bone,  the  lower  one  close  below  the  cricoid  cartilage,  ex- 
tending from  the  middle  of  the  right  to  the  posterior  edge  of  the  left 
musculus  sterno-cleido-mastoideus.  Along  the  posterior  edge  of  the 
left  sterno-mastoid  both  these  incisions  were  connected  by  a  long 
cut.     The  flap  was  reflected  to  the  right. 

2.  Exposure  of  the  Larynx. — The  left  sterno-mastoid  was  cut 
across  at  the  level  of  the  two  horizontal  cuts,  the  omo-hyoid  was  cut 
where  it  passes  from  under  the  sterno-mastoid.  Then  I  worked 
forward  under  the  sterno-mastoid,  and  tried  to  push  the  muscle  with 
the  mass  of  indurated  lymphatic  glands  which  lay  before  and  under 
it  away  from  the  large  vessels.  This  was  easily  managed  with  the 
carotid,  but  the  glands  were  so  closely  adherent  to  the  jugular  vein 
that  I  preferred  to  tie  the  vessel  above  and  below  the  glandular  mass 
and  divide  it.  Thereupon  first  left  and  then  right  the  sterno-hyoid 
and  sterno-thyroid  were  cut  through  near  the  lower  edge  of  the 
cricoid  cartilage.  The  ligature  of  both  superior  thyroid  arteries  fol- 
lowed above  the  origin  of  the  crico-thyroid  artery.  I  could  now, 
after  dividing  the  dense  fascia,  which  binds  it  to  the  front  surface 
of  the  trachea  push  the  broad  isthmus  of  the  thyroid  gland  upwards 
till  the  upper  four  tracheal  rings  were  exposed ;  the  latter  were  also 
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exposed  laterally  so  that  the  whole  circumference  of  the  trachea  was 
free  with  the  exception  of  the  posterior  surface,  where  it  remained 
for  the  time  being  connected  with  the  oesophagus.  Finally,  the 
sterno-hyoid,  omo-hyoid,  and  thryo-hyoid  were  cut  off  right  and  left 
at  their  insertions  into  the  hyoid  bone,  and  at  the  same  time,  the 
anterior  laryngeal  arteries  were  ligatured  and  divided  on  both  sides. 

3.  Division  of  the  Trachea — The  ligamentum  crico-tracheale  was 
cut  through  with  a  free  hand,  two  threads  were  passed  through  the 
front  wall  of  the  trachea,  and  a  sharp  hook  was  inserted  in  the  lower 
edge  of  the  cricoid  cartilage,  the  thread  ends  and  the  hook  were 
pulled  forward,  and  thus  the  cross  wound  in  the  trachea  was  made 
to  gape.  Next,  I  divided  the  trachea  all  around  from  the  lower 
edge  of  the  cricoid  cartilage,  and  stripped  the  oesophagus  with  the 
finger  from  the  posterior  surface  of  the  trachea  for  about  2  cm.  I 
could  now  draw  the  tracheal  stump  easily  up  to  the  level  of  the  skin. 
Then  first  the  anterior  circumference  of  the  trachea  was  sewn  with  a 
few  stitches  to  the  skin  and  the  lower  edge  of  the  large  square  skin 
flap  was  brought  into  its  natural  position  again,  and  the  edge  of  the 
tracheal  stump  was  sewn  to  it.  By  this  means  the  tracheal  opening 
was  bordered  round  with  skin,  and  shut  off  from  the  rest  of  the 
wound.     For  further  narcosis  I  used  a  common  cannula. 

4.  Removal  of  the  Larynx. — I  worked  in  above  the  hyoid  bone, 
cut  through  the  insertion  of  the  mylo-hyoid  and  genio-hyoid  muscles 
on  both  sides,  also  the  glosso-epiglottic  ligaments  (median  and 
lateral),  and  came  thus  in  front  of  the  epiglottis  into  the  pharynx, 
and  at  once  packed  the  mouth  cavity  full  by  way  of  the  wound  with 
a  long  strip  of  gauze.  Further,  I  cut  through  the  hyoid  bone  with 
strong  scissors  on  both  sides  internally  to  the  attachment  of  the 
digastric  muscle.  By  now  drawing  the  hyoid  bone  upwards  with  a 
sharp  hook,  I  had  a  good  view  of  the  posterior  surface  of  the  epiglot- 
tis, the  sinus  pyriformis,  and  the  larynx  entrance.  I  saw  the 
carcinoma  which  on  the  left  side  occupied  the  whole  sinus  and  the 
ligamentum  aryepiglotticum.  I  divided  it  from  the  horns  of  the 
hyoid  .bone,  and  at  the  same  time  the  mucous  membrane  was  cut 
through  with  it ;  then  followed  on  both  sides  the  division  of  the  con- 
strictors of  the  pharynx,  together  with  the  mucous  membrane,  and 
finally  the  front  wall  of  the  oesophagus  at  the  level  of  the  upper  edge 
of  the  cricoid  cartilage  was  cut  through  crosswise.  Only  the  front 
surface  of  the  oesophagus  remained  to  be  stripped  off  from  the 
larynx,  which  was  easily  done  with  a  blunt  dissector. 

5.  Closing  the  Wound. — The  closing  of  the  oesophagus  pharynx 
wound  was  a  matter  of  great  difficulty,  for  the  strain  on  the  stitches 


SOCIETY    PROCEEDINGS.  933 

which  drew  up  the  front  wall  of  the  oesophagus  to  the  base  of  the 
tongue  was  very  great.  Still  the  junction  was  effected  at  last  in  a 
cross  direction.  A, union  lengthwise  was  not  possible,  because  only 
about  5  cm.  broad  strip  of  the  back  wall  of  the  throat  remained,  out 
of  which  one  could  not  form  a  sufficiently  long  tube.  Before  closing 
the  wound  of  the  mucous  membrane  a  soft  India  rubber  tube  was 
passed  through  the  nose  into  the  oesophagus.  To  support  the 
mucous  membrane,  the  remaining  stumps  of  muscle  and  strips  of 
fascia  were  joined  as  far  as  possible  by  a  second  layer  of  stitches. 
For  this  the  rather  high-lying  upper  horns  of  the  thyroid  gland  were 
also  used.  Then  the  principal  flap  of  skin  was  drawn  back  to  its 
former  position  and  sewn,  which  had  already  been  done  at  its  lower 
edge  in  fastening  the  trachea.  For  drainage  two  gauze  strips  were 
led  out  at  the  lower  corners  of  the  wound.  A  light  compressive 
bandage  was  applied. 

Case  2. — 'A  Tumor  which  zvas  supposed  to  have  begun  in  the  Left 
Ary-epiglottic  Ligament,  and  which  now  reached  in  the  Left 
Wall  of  the  Throat  nearly  up  to  the  Tonsil,  Ulled  the  Sinus 
Pyriformis,  and  extended  into  the  Oesophagus,  zvhere  one  could 
feel  the  Uppermost  Edge  from  the  Mouth  with  the  Index  Finger. 
Operation.  Part  1. — Incision  in  the  middle  line  beginning  a  little 
above  the  hyoid  bone,  and  reaching  to  the  episternal  notch.  Skin 
and  fat  were  cut  through  at  one  stroke,  exposing  the  hyo-thyroid 
membrane,  the  thyroid  cartilage,  and  the  cricoid  cartilage.  Ligature 
of  the  crico-thyroid  artery.  The  deep  layer  of  the  cervical  fascia, 
where  it  joins  in  front  of  the  isthmus  of  the  thyroid  gland,  was 
divided  transversely,  and  the  isthmus  of  the  thyroid  gland  was 
pushed  upwards  till  the  upper  tracheal  rings  were  exposed.  Trans- 
verse incision  through  skin  and  platysma  up  to  the  anterior  edge  of 
the  sterno-mastoid  on  both  sides.  Ligature  of  anterior  Jugular  vein. 
The  sterno-hyoid,  omo-hyoid,  and  thyro-hyoid  were  cut  close  oif 
under  the  hyoid  bone.  The  sterno-thyroid  and  sterno-hyoid  were 
divided  at  the  lower  edge  of  the  cricoid  cartilage.  The  sterno-thyroid 
was  divided  at  its  insertion.  The  stumps  of  the  muscle  remained  in 
connection  with  the  skin  flaps,  and  on  both  sides  were  separated  from 
the  larynx  with  the  skin  flap,  and  drawn  outwards  with  blunt  hooks. 
The  upper  pole  of  the  thyroid  gland  appeared  on  both  sides  to  be 
attacked  by  the  tumor.  I  tied  the  superior  thyroid  artery  on  both 
sides,  and  divided  it  between  two  ligatures.  Then  the  upper  part  of 
the  thyroid  gland  was  cut  off  on  both  sides.  The  slight  bleeding 
from  the  cut  surfaces  was  stopped  by  a  few  stitches.  The  lower 
halves  of  the  thyroid  glands  were  pushed  away  from  the  cricoid  car- 
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tilage  and  trachea.  The  superior  laryngeal  artery  was  tied  on  both 
sides  in  front  of  the  horn  of  the  thyroid  cartilage,  where  the  hyo- 
thyroid  membrane  is  inserted.  Therewith  the  whole  of  the  front 
side  of  the  larynx  lay  exposed. 

Part  2. — Dividing  the  larynx  from  the  hyoid  bone.  Transverse 
division  of  the  pharynx  with  the  head  hanging.  I  pulled  the  hyoid 
bone  with  sharp  hooks  forward  and  upwards  and  divided  the  thyro- 
hyoid membrane  close  to  its  lower  edge.  I  then  advanced  with 
small  cuts  to  the  posterior  surface  of  the  hyoid  bone  upwards  and 
backwards  and  opened  thus  the  cavity  of  the  pharynx  between  the 
base  of  the  tongue  and  the  front  surface  of  the  epiglottis.  The  cut 
was  widened  on  both  sides  close  to  the  lower  edge  of  the  hyoid  bone 
up  to  where  the  upper  horn  of  the  thyroid  cartilage  and  the  lateral 
thyro-hyoid  ligament  are  connected  with  the  greater  cornu  of  the 
hyoid  bone.  I  could  then  draw  forward  the  larynx  (the  head  hang- 
ing) so  that  its  entrance  was  directed  upwards  and  left  the  breathing 
air  a  free  passage  safe  from  the  flowing  in  of  blood.  It  was  now 
evident  that  if  the  incision  was  carried  at  the  level  of  the  hyoid  bone 
horizontally  cross-wise  through  the  throat  wall  and  onwards,  that  on 
the  right  side  it  would  extend  well  into  healthy  parts,  but  on  the 
left  side  the  upper  edge  of  the  tumor  would  remain.  Nevertheless  I 
decided  to  proceed  in  this  manner,  as  with  the  narrowness  of  the 
space  it  would  be  very  difficult  before  removing  the  larynx  to  get 
around  the  upper  pole  of  the  swelling  along  the  side  wall  of  the 
throat.  Therefore  on  both  sides  the  thyro-hyoid  ligaments  were  cut 
through.  I  then  worked  with  the  finger  into  the  deeper  parts  be- 
tween the  internal  carotid  and  the  constriction  of  the  pharynx,  and 
penetrated  into  the  space  filled  with  loose  connective  tissue  behind 
the  back  wall  of  the  pharynx,  the  finger  of  the  other  hand  working 
in  the  same  direction  from  the  other  side ;  and  when  they  met,  the 
pharynx  all  around  was  loosened  and  could  be  cut  off  cross-ways. 
The  bleeding  was  slight  and  readily  controlled  by  pressure. 

Part  3. — Division  of  oesophagus  and  trachea.  Whilst  the  larynx 
was  continually  drawn  gently  forwards  and  upwards  I  loosened 
with  the  finger  the  pharynx  and  the  uppermost  part  of  the  oesophagus 
from  the  front  of  the  vertebral  column  till  I  had  reached  the  level 
of  the  uppermost  tracheal  rings.  Here  was  the  extreme  edge  of  the 
tumor,  as  one  could  plainly  feel  through  the  oesophagus  wall.  Next, 
the  larynx  was  pulled  strongly  forward,  so  that  the  tracheal  rings  in 
the  jugulum  (episternal  notch)  rose  to  the  level  of  the  skin  wound. 
A  strong  needle,  with  thick  thread  was  pushed  through  the  edge  of 
the  skin  close  to  the  angle  of  the  wound,  through  the  trachea,  catch- 
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mg  a  broad  piece  of  the  tracheal  wall,  and  so  out  again  through  the 
skin  about  1  cm.  from  the  point  of  entry.  Hiaving  done  the  same  on 
the  other  side,  a  piece  of  iodoform  gauze  was  placed  under  the  thread 
between  the  skin  and  trachea,  and  then  both  threads  were  firmly 
knotted.  Above  the  threads  I  divided,  from  front  to  back,  first  the 
trachea  and  then  the  oesophagus,  tranversely. 

Part  4. — Removal  of  the  remains  of  the  tumor  from  the  left  side 
of  the  throat  wall.  I  divided  with  a  strong  pair  of  scissors  the  hyoid 
bone  in  the  middle.  The  left  half  was  drawn  forwards.  Then 
(with  hanging  head)  the  upper  edge  of  the  tumour  could  be  well 
seen.  I  cut  around  it  in  healthy  tissues,  and  finished  the  extirpation 
by  peeling  the  tumor  out  with  the  finger  from  above  and  behind.  The 
left  half  of  the  hyoid  bone  was  removed  with  it. 

Part  5. — Care  of  the  wound.  In  the  trachea  a  common  cannula 
was  placed;  in  the  oesophagus  a  soft  India  rubber  tube,  which  was 
led  out  in  front  through  the  wound.  Around  the  stump  of  the 
oesophagus  strips  of  iodoform  gauze  were  lightly  packed.  The  an- 
terior wall  of  the  oesophagus  was  fixed  to  the  posterior  wall  of  the 
trachea  with  a  few  stitches.  In  the  upper  part  of  the  wound  I 
fastened  the  mucous  membrane  of  the  base  of  the  tongue  and  the 
side  wall  of  the  pharynx,  as  far  as  this  was  possible,  to  the  external 
skin  by  knotting  the  threads  over  strips  of  iodoform  gauze.  The 
closure  towards  the  cavity  of  the  mouth  consisted  of  a  large,  strong 
ball  of  sterilized  gauze.  This  plug  and  those  which  filled  out  the 
rest  of  the  wound  were  prevented  from  falling  out  by  drawing  the 
edges  of  skin  over  them  with  a  few  stitches.  Fixing  the  anterior 
wall  of  the  oesophagus  to  the  posterior  wall  of  the  trachea  with  some 
deep  stitches  is  in  long  operations  of  advantage.  By  this  means  one 
gains  a  thicker  tissue  wall  for  plastic  work  later  on.  In  some  cases 
the  whole  thryoid  gland,  4  to  6  tracheal  rings,  and  the  retro-tracheal 
glands  have  been  removed.  I  prefer  now,  wherever  possible,  instead 
of  prophylactic  resection  of  the  trachea,  as  above  described,  to  carry 
out  the  operation  without  opening  the  air  passages  and  only  at  the 
end  after  the  larynx  has  been  lifted  with  the  trachea  out  of  the  wound, 
to  fix  the  unopened  trachea,  at  the  lower  angle  of  the  wound  to  the 
skin  circularly  with  stitches.  If  we  proceed  in  this  way  the  operation 
is  finished  by  cutting  away  the  diseased  larynx  from  the  already 
fixed  trachea.  By  this  method  not  a  drop  of  blood  or  secretion  need 
flow  into  the  bronchi  during  the  operation. 


936  SOCIETY  PROCEEDINGS. 

RESULTS. 

As  showing  the  progress  that  has  been  made  during  the  last  fifteen 
years  in  this  subject  I  may  mention  that  in  my  first  series  of  10  cases 
only  two  were  successful,  and  in  9  cases  of  another  series  I  had  four 
deaths. 

Since  then  I  have  performed  many  operations  with  ever  improving 
results.  Thus  in  one  series  of  35  hemi-laryngectomies  I  had  3  deaths 
— one  twenty-four  days  after  operation  of  heart  failure,  when  the 
wound  was  already  healed;  another  independently  of  the  operation 
of  phlegmon  of  the  right  gluteal  muscle ;  the  third  of  pneumonia  five 
days  after  operation. 

My  most  recent  results  show  a  series  of  22  complete  laryngectomies 
with  one  death — that  of  a  man  of  70  who  died  on  the  eleventh  day 
of  iodoform  poisoning.  Of  partial  extirpations  of  the  larynx  and 
pharynx,  generally  combined  with  removal  of  infected  glands,  I  can 
point  to  a  series  of  27  cases  with  only  one  death.  This  was  a  case 
in  which  the  carotid  had  been  tied  and  death  occurred  from  hemi- 
plegia five  days  after  the  operation. 

After  the  healing  of  these  large  operations  the  patients  eat  like 
normal  individuals,  nor  do  they  need  a  tracheal  cannula  as  the 
tracheal  stump  and  the  skin  are  soldered  together  and  stenosis  does 
not  occur  later  on. 

First  save  and  prolong  the  life  of  your  patient,  and  do  not  trouble 
yourself  too  much  about  the  post-operative  state;  the  restitution  of 
function  will  be  a  secondary  care,  the  imminent  danger  once  dissi- 
pated. That  is  my  surgical  faith.  I  have  devised  a  plastic  opera- 
tion with  skin  flaps,  which  are  fixed  by  points  of  suture  to  the  healthy 
side  of  the  larynx,  to  the  pharynx,  oesophagus,  and  trachea,  and  ta 
the  muscles  of  the  throat.  The  pedunculated  skin  flap,  which  covers 
and  replaces  the  resected  larynx,  acquires  in  time  the  aspect  of  a 
mucous  membrane.  If  the  skin  flaps  which  are  employed  to  cover  in 
the  pharynx  have  to  be  taken  from  hairy  regions  the  flaps  may  later 
become  covered  with  hair,  which  the  patient  pulls  out  from  time  to 
time  when  it  begins  to  trouble  him.  Uncontrollable  bleeding  from 
the  bowels  sometimes  occurs  after  extensive  operations  on  the  neck, 
larynx,  and  pharynx,  not  necessarily  due  to  recurrence  of  cancer,  but 
simply  the  result  of  vascular  stagnation.  When  the  carotid  artery 
is  exposed,  and  the  jugular  vein  resected,  I  protect  the  vessel  with  a 
skin  flap,  which  separates  it  from  the  cavities  of  the  wound,  and  in 
this  way  the  danger  of  hemorrhage  is  obviated. 

The  first  dressing  may  be  left  in  place  for  six,  eight,  to  ten  days, 
the   cannula   only   being   changed   if   temperature   and   pulse   keep 
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normal.  The  patient  is  advised  never  to  swallow,  but  to  spit  every- 
thing out.  My  experience  in  resection  of  the  trachea  proves  that 
the  tracheal  stump  can  be  mobilized  and  drawn  up  to  the  skin  wound 
without  risk  of  gangrere  to  the  trachea.  After  hemilaryngectomy 
patients  require  no  cannula  for  speaking,  part  of  the  cicatrix  gener- 
ally acting  as  an  accessory  vocal  cord.  After  complete  laryngec- 
tomy patients  learn  to  speak  distinctly  with  the  double  cannula  of 
Gussenbauer,  or  if  the  communication  between  the  naso-pharynx 
and  trachea  no  longer  exists  with  what  is  called  the  pharyngeal  voice. 
Air  from  the  stomach,  or  from  a  cul-de-sac  behind  the  tracheal  cica- 
trix, produces  a  murmuring,  which  passes  along  the  folds  of  the 
mucous  membrane  of  the  oesophagus  or  pharynx  and  is  transformed 
by  the  movements  of  articulation  into  a  distinct  whispering  voice. 
For  the  majority  I  have  constructed  a  phonetic  apparatus.  This  is 
composed,  first,  of  an  external  tracheal  cannula;  secondly,  of  an 
internal  tracheal  cannula  which  has  a  case  with  a  valve  and  a  kind 
of  tongue. 

As  the  patient  inspires  the  valve  opens ;  expiration  closes  the  valve, 
and  the  current  of  air  is  directed  through  the  phonetic  apparatus, 
which  is  situated  in  a  short  metallic  tube  which  corresponds  to  the 
upper  face  of  the  internal  cannula.  The  apparatus  resounds,  and 
the  sound  is  conducted  by  an  India  rubber  tube,  the  other  end  of 
which  may  be  placed  between  the  lips  or  teeth  or  introduced  through 
the  nose  into  the  pharynx,  or  through  a  small  incision  in  the  cheek. 
If  the  patient  causes  the  apparatus  to  resound  with  the  expiratory 
current,  and  at  the  same  time  makes  movement  of  articulation,  the 
weak  whisper  of  articulation  is  transformed  into  a  loud  and  clear 
voice.  If  the  patient  speaks  with  the  tube  before  the  lips,  articula- 
tion is  'situated  behind  phonation,  the  reverse  of  the  normal  order. 
At  present  I  could  show  you  38  living  patients  who  have  been  cured' 
by  these  operations,  the  oldest  case  was  operated  on  thirteen  years 
ago.  Of  those  already  dead,  a  number  have  lived,  11,  8,  6|,  5^, 
4^,  and  3^  years  after  the  operation  in  good  health,  and  some  have 
died  of  other  illnesses,  not  of  recurrence. 

One  man,  nine  years  after  hemilaryngectomy,  had  recurrence  in 
the  other  half  of  the  larynx  and  in  the  glands ;  after  the  second  opera- 
tion he  lived  over  two  years,  and  died  at  76.  The  operations  length- 
ened his  life  for  eleven  years. 

A  man  of  76  had  the  larynx  and  pharynx  extirpated,  and  lived  llj 
years  after  the  operation.  Twice  I  have  performed  complete  laryn- 
gectomy for  tubercle.  One  case  died,  in  spite  of  that,  of  consump- 
tion ;  the  other  was  done  four  years  ago,  and  the  patient  is  perfectly 
well. 
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In  all  I  have  performed  125  of  these  operations  since  the  year 
1888,  and  the  record  is  one  of  great  progress  both  in  technique  and 
also  in  the  elaboration  of  plastic  operations  and  mechanical  appli- 
ances for  the  improvement  of  the  post-operative  condition. 

Dr.  Tilley  gave  details  of  five  cases  of  thyrotomy  for  malignarit 
disease  of  the  vocal  cords.  Four  of  these  were  alive  and  in  perfect 
health — six,  five  and  a  half,  four,  and  one  year  respectively  since  the 
operation.  The  fourth  case  was  a  very  feeble  individual  suffering 
from  advanced  heart  disease,  and  in  whom  some  milk  escaped  into 
the  neck  wound  within  thirty-six  hours  of  the  operation.  Septic 
poisoning  set  in,  and  a  fatal  result  ensued  in  about  six  days.  He 
had  sewn  up  the  neck  wound  in  all  cases  at  the  close  of  the  operation, 
with  the  exception  of  the  lower  end,  where  a  strip  of  iodoform  gauze 
was  inserted  to  act  as  a  drain.*  This  was  removed  several  times  dur- 
ing the  day,  as  it  became  soiled  by  mucus  from  the  trachea.  For 
checking  the  oozing  from  the  wounded  parts  in  the  larynx  he  had 
found  Whitehead's  varnish  a  most  excellent  antiseptic  and  styptic. 
With  regard  to  the  after-treatment  of  these  cases  he  had  recently 
had  an  interesting  experience.  An  old  man,  aged  74,  was  operated 
upon  (thyrotomy)  for  malignant  disease  of  the  left  vocal  cord.  For 
the  first  twenty-four  hours  after  the  operation  the  patient  did  well, 
when  his  pulse  became  very  rapid.  He  became  delirious,  and  his 
temperature  rose  to  102  degrees.  The  wound  looked  very  healthy, 
and  the  physical  signs  in  the  chest  were  normal.  It  occurred  to  Dr. 
Tilley  that  possibly  the  patient's  condition  was  mainly  due  to  weak- 
ness from  want  of  food,  and  that  he  was  not  absorbing  nourishment 
from  the  nutrient  rectal  injections  which  were  given  every  four 
hours  for  the  first  twenty-four  hours  after  the  operation.  At  any 
rate  all  the  symptoms  disappeared  shortly  after  he  was  given  some 
brandy  and  egg  mixture  by  the  mouth,  and  he  made  an  uneventful 
recovery. 

Dr.  Jobson  Horne  said  the  subject  had  been  so  exhaustively  dealt 
with  by  the  openers  of  the  discussion,  that  it  required  time  to  give 
to  what  they  heard  the  consideration  its  importance  deserved.  He 
desired  to  thank  Sir  Felix  Semon  and  Professor  Gluck  for  their 
comprehensive  exposition  of  the  subject,  and  to  thank  Professor 
Gluck  also  for  the  demonstration  of  the  really  remarkable  growths 
he  removed,  and  of  the  equally  excellent  results  he  had  obtained.  He 
felt  sure  there  was  a  consensus  of  opinion  that  in  suitable  cases 
thyrotomy  was  a  perfectly  ideal  operation.  Unfortunately  its  useful- 
ness was  only  too  often  limited  by  the  want  of  a  sufficiently  early 
diagnosis,  and  then  they  had  at  their  disposal  the  operations  so  sue- 
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cess  fully  developed  by  Professor  Gluck.  Speaking  from  a  pathologi- 
cal as  well  as  from  a  clinical  experience,  Dr.  Home  said  when  an 
error  in  diagnosis  was  committed  it  was  more  commonly  on  the  side 
of  regarding  an  innocent  growth  as  a  malignant  one  than  a  malignant 
growth  as  an  innocent  one.  As  regarded  the  removal  of  a  portion 
of  a  growth  by  the  endolaryngeal  method  for  a  premiscroscopic 
examination  it  was  often  difficult  to  obtain  enough  of  the  growth 
upon  which  to  base  a  positive  diagnosis.  A  negative  result  from 
•such  an  examination  was  to  the  case  very  much  what  a  negative 
result  from  an  examination  of  the  sputum  was  to  a  doubtful  case  of 
phthisis ;  and  he  thought  it  was  as  well  not  to  disturb  the  growth  by 
any  endolaryngeal  procedure  unless  previously  consent  had  been 
obtained  to  thyrotomy  being  performed  if  found  to  be  advisable,  and 
in  doubtful  cases  he  considered  thyrotomy,  having  regard  to  its 
present  state  of  development,  was  not  only  a  justifiable  but  the  right 
course  to  adopt. 

Mr.  Woods  having  congratulated  the  section  on  its  good  fortune  in 
having  two  -  such  important  communications  brought  before  it  as 
those  of  Sir  F.  Semon  and  Professor  Gluck,  said  his  experiences  of 
operations  for  malignant  disease  of  the  larynx  was  confined  to  9 
cases  of  which  two  were  extrinsic.  The  first,  an  excision  of  half  the 
larynx,  lived  about  five  months  when  recurrence  took  placfe  in  a  gland 
over  the  right  innominate  vein.  In  removing  the  gland  the  vein  was 
opened  and  canalized  but  under  the  influence  of  oxygen  the  patient 
recovered  only  to  die  a  few  days  later  of  pneumonia.  The  second 
case  was  of  total  extirpation  which  died  of  pneumonia  fourteen  days 
after  operation.  In  thyrotomy  his  experience  was  more  favorable 
and  entirely  bore  out  all  that  was  claimed  for  that  operation  by  Sir 
F.  Semon.  He  had  operated  in  this  way  for  malignant  diseases  in  7 
cases,  6  males  and  1  female.  The  female  and  5  males  had  cancer, 
the  remaining  case  was  one  of  a  very  rapidly-growing  myxo-sar- 
coma.  In  all  cases  a  microscopic  examination  was  made  by  a  patho- 
logist, and  a  positive  diagnosis  arrived  at  before  operation.  They 
were  all  private  patients,  -so  that  their  subsequent  histories  were 
fairly  well  known.  Their  ages  varied  from  50  to  74.  The  first  case 
was  done  in  1891  and  the  last  three  months  previously.  TTp  to  the 
present  there  was  no  recurrence  in  any  one  of  them.  As  regarded 
the  technique  of  the  operation,  he  did  not  entirely  approve  of  the  use 
of  Whitehead's  varnish  as  a  means  of  stopping  hemorrhage,  there 
being  a  danger  that  it  might  seal  up  the  submucous  tissue  and  con- 
duce to  oedema;  he  depended  more  on  pressure.  He  invariably 
closed  the  larynx  with  silkworm-gut  sutures  put  through  the  ala  of 
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the  thyroid  cartilage,  and  had  never  seen  the  least  trouble  from 
intralaryngeal  granulations.  He  considered  the  most  important  de- 
tail in  connection  with  the  operation  was  proper  purgation  of  the 
patient  beforehand.  The  point  was  more  important  than  it  might 
seem,  for  no  amount  of  care  in  performing  a  sterile  operation  could 
compensate  -for  inefficient  clearing  out  of  the  alimentary  canal. 
Where  the  air  passed  over  a  recent  wound  the  possibility  of  local 
septic  infection  must  always  be  present,  but  its  likelihood  could  be 
reduced  to  a  negligible  quantity  by  careful  preparation;  and  of  what 
constituted  this  the  nurse  should  not  be  judge. 

Dr.  E.  S.  Yonge  agreed  with  Sir  Felix  Semon  that  the  technique 
of  thyrotomy  was  very  important.  He  believed  that  if  unfavorable 
results  were  carefully  examined  they  would  often  be  found  to  be  due 
to  defaults  of  technique.  He  thought  also  that  the  state  of  Conti- 
nental opinion  had  been  correctly  expressed.  Has  own  experience 
was  that  even  among  some  of  the  leading  observers  there  was  a 
curious  ignorance  of  the  recent  work  done  in  England  in  relation  to 
this  operation.  He  wished  to  know  whether  Sir  Felix-  Semon  had 
had  any  difficulty  in  preventing  tearing  of  the  cord  when  splitting 
the  usually  calcified  or  even  ossified  cartilage  in  the  middle  Hne. 

Dr.  Dundas  Grant  considered  that  the  introductions  to  the  dis- 
cussion by  Sir  Felix  Semon  and  Professor  Gluck  respectively  were 
among  the  most  valuable  contributions  to  their  knowledge  of  the 
subject  which  could  have  been  presented  to  any  meeting  of  laryn- 
gologists.  It  was  of  the  greatest  interest  to  observe  how  the  work 
had  proceeded  along  the  two  different  lines  and  with  such  magnificent 
results  in  both.  It  was  difficult  to  say  in  which  of  the  two  the  great- 
est good  to  humanity  had  been  obtained.  Sir  Felix  Semon  deserved 
their  gratitude  for  having  taught  in  the  most  unmistakable  way  the 
necessity  for  early  diagnosis  and  for  promptitude  in  acting  upon  its 
indications  without  losing  the  golden  moments.  The  operation  of 
thyrotomy  was  practically  devoid  of  danger,  and  it  was  not  putting  it 
too  strongly  to  say  that  they  were  justified  in  carrying  it  out,  even 
before  an  absolute  diagnosis  of  intrinsic  carcinoma  was  made,  for  if 
by  any  chance  the  growth  proved,  on  opening  the  thyroid,  to  be  a 
simple  oi!e,  it  was  an  easy  matter  to  close  the  larynx  again,  and  even 
if  the  voice  were  somewhat  damaged  by  the  procedure,  the  knowl- 
edge that  the  disease  was  non-malignant  was  ample  compensation 
for  such  a  drawback.  Sir  Felix  Semon  had  generously  acknowl- 
edged his  indebtedness  to  Mr.  Butlin.  for  the  guidance  and  collabora- 
tion which  his  surgical  skill  and  experience  had  rendered  so  valuable.. 
There  could  be  no  higher  ideal  than  the  removal  of  the  disease  with 
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as  little  disturbance  of 'normal  anatomy  and  physiology  as  possible. 
This  humane  and  conservative  method  was  here  exhibited  in  its  most 
typical  form,  the  essential  for  its  success  being,  as  he  had  said  before, 
early  diagnosis. 

These  methods  had,  of  course,  their  limits,  and  when  complete 
eradication  by  this  comparatively  mild  measure  was  of  doubtful  pos- 
sibility the  motto  had  to  be  "thorough,"  and  thoroughness  had  been 
the  idea  most  prominently  before  the  minds  of  Professor  Gluck  and 
those  who  had  attacked  the  subject  from  his  point  of  view. 

There  could  be  no  question  that  his  work  had  enabled  them  to  face 
the  removal  of  the  lar3nx  with  greater  equanimity  than  was  pre- 
viously possible.  The  dread  previously  felt  that  utter  voicelessness 
miist  ensue  from  total  extirpation  was  to  a  certain  degree  dispelled, 
as  the  so-called  "pharyngeal"  voice  was  by  no  means  a  negligible 
quantity,  and  they  had  seen  cases  in  which  oral  utterance  was  quite 
as  distinct  after  the  operation  as  the  pre-existing  disease  allowed  it 
to  be  before  that.  In  a  case  of  sarcoma,  in  which  Dr.  Grant  had  ex- 
cised the  whole  larynx,  and  with  it  the  infiltrated  thyroid  gland,  the 
patietit  was  able  to  speak  in  a  loud  whisj)er,  and  to  have  quite  satis- 
factory communion  with  the  members  of  her  family. 

Dr.  Grant  referred  to  a  possibility  that,  when  removing  a  portion 
of  the  contents  of  the  larynx  for  microscopical  examination,  the 
fragment  of  tissue  removed  might  contain  no  definite  malignant 
growth.  This  had  happened  to  himself,  but,  being  convinced  from 
clinical  evidences  that  the  case  was  malignant,  he  removed  a  second 
portion,  the  features  of  which  were  quite  characteristic.  In  the  case 
in  which  this  occurred  the  disease  was  found  on  thyrotomy  to  be 
much  more  extensive  than  the  laryngoscope  had  indicated,  and  it 
was  necessary  to  remove  the  cartilage  of  one-half  of  the  larynx  and 
almost  all  the  soft  parts  of  the  other.  This  occasioned  considerable 
interference  with  the  sphincter  of  the  larynx,  and  caused  regurgita- 
tion of  fluids  into  the  trachea.  As,  however,  Mr.  Butlin's  injunction 
as  to  leaving  the  tracheotomy  wound  open  had  been  acted  on,  the 
fluids  found  their  way  out  by  this  opening,  and,  in  point  of  fact,  the 
patient  was  encouraged  to  sip  small  quantities  of  very  weak  mercury 
biniodide  solution,  for  the  purpose  of  cleansing  the  interior  of  the 
larynx  and  removing  a  fetor  which  previously  arose  from  it.  The 
power  of  swallowing  speedily  returned,  but  the  flaccidity  of  the  one- 
half  of  the  larynx  was  such  that  it  became  indrawn  during  inspira- 
tion, and  it  was  necessary  to  replace  the  tracheotomy  tube  with  which 
the  patient  was  quite  comfortable. 


942  SOCIETY   PROCEEDINGS. 

In  the  case  of  complete  excision  before  mentioned,  the  patient 
became  on  one  occasion  so  violently  thirsty  that  she  insisted  on  drink- 
ing a  large  quantity  of  water;  this  came  out  through  the  operation 
wound  as  fast  as  she  drank  it,  bringing  away  a  considerable  quantity 
of  muco-pus,  and  f'  om  that  moment  her  condition  became  steadily 
better ;  she  made  a  good  recovery  from  her  operation,  but  died  a  year 
later  from  recurrence  in  the  neighboring  parts. 

Dr.  Grant  thought  that  cases  in  which,  before  operation,  there 
was  a  tendency  to  the  regurgitation  of  fluids  into  the  larynx,  were 
less  favorable  in  their  prognosis  than  those  in  which  this  did  not 
exist,  as  there  was  every  probability  of  the  occurrence  of  *' swallowing 
pneumonia,"  as  happened  in  a  case  of  his  in  which  this  condition 
was  present,  although  otherwise  it  seemed  a  favorable  one  for  opera- 
tion. 

Mr.  Childe  asked  Sir  Felix  Semon  if  he  could  explain  why  pa- 
tients sometimes  died  after  extensive  throat  operations  without  any 
obvious  or  detectable  cause,  such  as  septic  absorption  or  pneumonia. 
He  narrated  a  case  in  which  he  had  removed  a  growth  of  the  tonsil 
and  neighboring  parts  by  lateral  pharyngotomy  and  in  which  the 
patient  died  in  this  way.  True,  the  patient  had  been  a  drinker,  but 
there  had  been  no  indulgence  in  alcohol  for  some  time  before  the 
operation. 

Dr.  Watson  Williams  desired  to  thank  Sir  Felix  Semon  and 
Professor  Gluck  for  their  exceedingly  valuable  papers,  and  expressed 
the  regret  that  all  present  felt  at  the  misfortune  which  had  prevented 
Professor  Moure  from  coming  to  their  meeting  and  giving  his  open- 
ing address,  which  they  were  obliged  to  take  as  read.  It  was,  indeed, 
a  marvelously  changed  picture  from  the  comparatively  recent  time 
when  the  diagnosis  of  laryngeal  cancer  was  equivalent  to  a  death 
sentence,  whereas  now  Sir  Felix  Semon  was  able  to  show  that  85 
per  cent  of  lasting  cures  could  be  obtained  from  the  operation  of 
thyrotomy  in  suitable  cases,  while  in  the  more  extensive  disease  Pro- 
fessor Gluck  had  operated  with  lasting  success  on  27  cases,  with 
only  one  death.  It  was  evident,  however,  that  it  was  essential  for 
successful  results  by  thyrotomy  that  the  diagnosis  should  be  made 
early,  and  no  one  had  done  more  to  render  that  possible  than  Sir 
Felix  Semon  by  his  investigations  on  the  earlier  manifestations  and 
symptoms  of  laryngeal  cancer.  As  regarded  the  ethical  question 
referred  to  the  meeting  by  Sir  Felix  Semon,  he  felt  sure  all  present 
would  agree  with  him  that  when  the  histologist  was  in  doubt  as  to 
the  nature  of  a  fragment  of  growth  removed  for  examination  it  was 
the  dutv  of  the  laryngologist  himself  to  decide  what  was  best  to  be 
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done  rather  than  worry  the  patient  by  submitting-  to  him  evidence, 
more  or  less  conflicting-,  on  a  highly  technical  matter  with  which  he 
could  have  no  acquaintance.  He  did  not  see  how  Sir  Felix  Semon 
could  well  have  taken  any  other  course  than  the  one  he  adopted,  and 
this  seemed  to  be  the  unanimous  opinion  of  the  section. 

REPLIES. 

Sir  Felix  Semon,  in  reply,  said  he  quite  agreed  with  Dr.  Woods 
as  to  the  importance  of  preliminary  purgation  in  removing  toxins 
from  the  system.  Strict  asepsis  should,  of  course,  also  be  practiced 
as  far  as  it  was  possible  under  the  circumstances.  The  critical 
period  after  these  operations  was,  he  thought,  exactly  three  days, 
and  if  no  complication  occurred  during  this  period  the  patient  was 
practically  out  of  danger  as  far  as  the  operation  was  concerned.  A 
rise  of  temperature  during  the  first  two  days  to  102  degrees  F,  or 
more  generally  meant  a  septic  complication,  probably  pneumonia  or 
bronchitis,  but  even  if  the  latter  occurred  the  majority  of  cases  ulti- 
mately did  well.  Bronchitis  due  to  the  inspiration  of  blood  or  to 
aggravation  of  a  pre=existing  bronchial  catarrh  usually  caused  the 
temperature  to  rise  not  more  than  100°  F.  or  101°  F.,  and  kept  it  up 
more  or  less  for  perhaps  a  week,  w^hen  recovery  generally  ensued.  A 
considerable  rise  of  temperature  without  any  demonstrable  lesion  and 
accompanied  by  impaired  consciousness,  as  in  the  cases  referred  to 
by  Mr.  Childe,  was  a  much  more  serious  matter  and  always  rendered 
the  prognosis  grave.  He  had  no  adequate  explanation  to  offer  of 
such  cases  except  the  word  "septicaemia."  Alcoholism  made  the 
prognosis  worse  in  these  as  in  other  cases  of  illness,  but  he  saw  no 
reason  to  assume  any  specially  injurious  action  in  the  disease  under 
discussion.  In  connection  with  the  question  of  etiology,  he  begged 
to  propound  two  problems  for  their  consideration  :  (1)  Why  do  by 
far  most  cases  of  cancer  of  the  larynx  occur  in  men  ?  ( 2 )  Why  is  it 
that  when  women  do  suffer  from  this  disease  it  is  almost  always  the 
"extrinsic"  form  that  affects  them  ?  The  last-named  fact  surely 
militated  against  tobacco  and  alcohol  being  accused  as  more  predis- 
posing men  than  women.  In  stitching  the  larynx  it  was  sufficient  to 
pass  the  needle  as  deep  as  possible  through  the  perichondrium,  but 
not  necessary  to  enter  the  laryngeal  cavity.  If  the  needle  entered 
the  interior  of  the  larynx  troublesome  granulations  were  apt  to  form 
in  the  anterior  commissure,  causing  the  operator  much  anxiety,  and 
giving  rise  to  suspicion  of  recurrence.  In  this  observation  he  wished 
to  confirm  Dr.  Tilley's  observations.  With  regard  to  bleeding'  from 
the  little  vessel  near  the  vocal  process  he  relied  upon  pressure  to 
stop  it,  and  would,  after  Dr.  Woods's  remarks,  hesitate  to  use  White- 
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head's  varnish  in  that  situation.  He  had  found  cocaine  most  useful 
in  these  operations  but  he  would  not  use  adrenalin,  fearing  from  his 
experience  in  the  nose  that  it  increased  the  liability  to  secondary 
hemorrhage.  The  cases  which  Professor  Gluck  had  shown  them 
were  veritable  triumphs  of  surgery,  but  such  great  operations  would 
hardly  ever  be  necessary,  he  felt  sure,  in  cases  of  "intrinsic"  cancer 
of  the  larynx  if  a  diagnosis  were  made  early  in  the  case.  He  trusted 
that  ere  long  every  practitioner  would  be  able  to  make  such  a  diag- 
nosis, and  that  ultimately  total  extirpations  might  become  limited  to 
■cases  of  * 'extrinsic"  malignant  disease,  in  which  no  other  form  of 
•operation  was  possible. 

Professor  Gluck  agfeed  entirely  with  what  Sir  Felix  Semon  had 
said  as  to  the  importance  of  early  diagnosis  in  enabling  such  cases  to 
be  cured  without  resorting  to  the  more  extensive  operations. 

Two  Cases  of  Epithelioma  of  the  Larynx  Remaining  Well  Two 
Years  after  Operation  (Thyrotomy). 

Eugene  S.  Yonge.  If  the  utility  of  the  operation  of  thyrotomy 
for  malignant  disease  of  the  larynx  were  quite  universally  acknowl- 
edged and  its  sphere  of  usefulness  were  commonly  recognized  and 
defined,  the  publication  of  isolated  cases  might  justly  be  regarded  as 
superfluous;  but  in  the  present  state  of  the  subject  the  recording  of 
instances  as  they  occur  appears  to  be  a  legitimate  addition  to  the 
accretions  which  are  slowly  being  added  to  the  growing  mass  of  tes- 
timony in  favor  of  the  procedure. 

The  clinical  and  pathological  evidence,  in  the  cases  mentioned 
below  pointed  very  distinctly  to  their  malignancy.  The  patients 
have  been  observed  at  frequent  intervals  up  to  the  present  time,  so 
that  after-history  is,  so  far,  complete. 

Case  1. — A  man,  aged  57,  consulted  me  for  hoarseness  of  about 
twelve  months'  duration.  The  hoarseness  was  the  only  symptom 
noticed,  and  the  patient  had  previously  been  in  good  health.  The 
left  vocal  cord  was  converted  into  a  papillary  fringe  and  was  seen  to 
move  much  less  freely  than  the  corresponding  cord.  No  enlarged 
cervical  glands  could  be  detected.  A  portion  of  the  growth  was 
removed  and  pronounced,  after  microscopic  examination,  to  have  the 
characters  of  squamous  epithelioma.  Tracheotomy  followed  by  thy- 
rotomy was  performed  in  July,  1901.  The  patient  was  aphonic  for 
a  few  weeks  after  the  operation,  but  gradually  developed  a  strong 
and  fairly  clear  voice,  owing  principally  to  the  formation  of  a  fibrous 
band  which  grew  in  the  position  of  the  left  cord  and  acted  vicariously 
for  that  structure.     Recently  he  has  told  me  that  he  has  been  able  to 
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make  a  speech  in  a  large  public  hall  and  has  been  well  heard.  There 
is  no  sign  of  recurrence  at  the  present  date. 

Case  2. — A  man,  aged  67,  was  sent  to  me  for  hoarseness,  which 
was  stated  to  have  lasted  for  eighteen  month-s,  and  which  had  re- 
sisted all  treatment.  A  wart-like  growth,  with  a  broad  base,  was 
attached  to  the  right  cord  and  ventricular  band.  The  right  cord  was 
almost  fixed;  the  left  cord  showed  some  evidences  of  congestion  in 
its  anterior  half,  but  otherwise  appeared  healthy.  The  patient  was 
admitted  into  a  private  hospital  in  August,  1901,  and  tracheotomy 
and  thyrotomy  were  performed  at  the  same  operation.  At  the  pres- 
ent time  he  is  in  good  health  and  remains  free  from  any  sign  of 
recurrence.  The  voice,  although  not  so  strong  as  that  of  Case  1, 
is  quite  a  useful  one,  and  the  patient  is  able  to  dictate  to  a  clerk  for 
two  or  three  hours  without  suffering  any  inconvenience. 

The  importance  of  early  diagnosis  is  of  course  great.  A  persist- 
ent dry  hoarseness,  occurring  in  a  man  over  50  years  of  age,  is  in 
many  instances  the  first  and,  for  a  considerable  period,  the  only  sign 
of  the  condition  of  the  larynx.  In  both  the  instances  cited,  the  pre- 
liminary removal  of  a  piece  of  tissue  for  examination  gave  positive 
information,  but  the  absence  of  such  positive  information  need  not 
be  looked  upon  as  a  contraindication  to  the  operation,  if  the  clinical 
signs  are  sufficiently  distinctive.  The  well-known  fact  that  the  dis- 
ease may  be  considerably  more  extensive  than  it  is  believed  to  be, 
judging  from  laryngoscopic  examination,  was  not  so  evident  in  the 
cases  mentioned  above  as  in  a  third  case  (seen  with  Dr.  McCarthy, 
of  Stalybridge)  where  the  growth,  which  was  apparently  almost  con- 
fined to  the  region  of  the  right  cord,  was  found,  on  opening  the 
larynx,  to  have  extended  downwards  towards  the  trachea  and  also  to 
have  infiltrated  the  thyroid  cartilage. 

Dr.  S.  Delepine,  Professor  of  Pathology  at  the  Owens  College, 
Manchester,  kindly  made  a  very  complete  examination  of  the  struct- 
ures removed  from  Cases  1  and  2  and  reported  them  to  be  both  in- 
stances of  typical  lobular  epithelioma.  The  full  pathological  report 
together  with  a  preliminary  account  of  the  cases  were  embodied  in  a 
paper  which  appeared  in  November  last.^ 

(To  be  continued.) 


1  Lanc^,  November  16,  1902.     The  Treatment  of  Early  Cancer  of  the  Larynx  by  Thyrotomy. 
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condition  persisted.  Gradually  a  bad  odor  developed,  which  re- 
mained until  the  man  was  seen  by  E.  In  July  of  this  year  a  piece 
of  bone  was  removed  from  the  patient's  nose  at  Ihe  clinic,  and  the 
patient  is  under  the  impression  that  it  was  from  the  septum. 

The  symptoms,  however,  did  not  disappear  after  this.  The  bad 
odor  continued  and  lately  nasal  pain  and  obstruction  of  the  left  nos- 
tril have  reappeared.  An  examination  showed  first  that  the  ex- 
terior shape  of  the  nose  was  absolutely  normal.  The  left  nostril 
was  occupied  by  a  large  bony  mass  which  was  freely  movable  within 
narrow  limits.  A  large  perforation  of  both  bony  and  cartilaginous 
septum  was  present,  and  through  this  opening  the  bony  mass  could 
be  examined  from  the  right  nostril.  The  left  nostril  was  so  filled  up 
that  it  could  not  be  examined;  on  the  right  side  the  lower  turbinal 
was  atrophic.  The  posterior  pharyngeal  wall  was  dry  and  reddened, 
the  palate  of  normal  color  and  mobility,  and  the  voice  had  its  natural 
tone.  After  removing  some  projecting  fragments,  the  bony  mass 
was  with  difficulty  worked  out  through  the  nasal  opening  by  means 
of  a  blunt  hook  and  forceps.  It  proved  to  be  the  left  half  of  the  body 
of  the  sphenoid,  and  contained  the  vidian  canal.  An  examination 
of  the  patient  showed  that  the  left  sphenoidal  sinus  now  communi- 
cated freely  with  the  nasal  cavity,  and  a  probe  passed  readily  95^4  ctm 
from  the  posterior  edge  of  the  nostril  before  meeting  any  resistance. 
The  examination  of  the  naso-pharynx  was  of  peculiar  interest.  It 
had  been  expected  that  a  large  defect  would  be  noticeable  in  the 
roof,  but  such  was  not  the  case.  Instead  of  a  smooth  surface  of 
mucous  membrane,  however,  there  was  a  large  granulating  mass 
which  extended  upward  and  forward  from  the  Eustachian  opening. 

The  case  is  of  interest  from  several  points  of  view.  First,  the 
size  and  origin  of  the  sequestrum  is  rare,  although  cases  have  been 
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reported  by  Baratoux  and  Ericksen  where  almost  the  entire  body 
of  the  sphenoid  was  thrown  off. 

Further,  the  tertiary  process  which  resulted  in  this  necrosis  began- 
in  4  months  from  the  time  of  the  first  infection.  The  case  also  stands 
as  a  refutation  of  the  previously  accepted  view  that  saddle  nose  comes 
as  a  result  of  loss  of  the  septum;  and  strengthens  the  opinion  that 
disease  of  the  nasal  bones  is  one  of  the  factors  of  that  condition. 

The  case  is  of  great  interest  in  another  direction.  The  seaues- 
trum,  as  has  been  stated,  contained  the  vidian  canal,  and  that  in  such 
a  complete  fashion  that  it  is  impossible  to  conceive  of  its  <^ontents 
having  escaped  destruction.  The  vidian  nerve  which  occupies  this 
canal  is  made  up  by  the  union  of  the  sympathetic  nervus  petrosus 
profundus  major  and  the  nervus  petrosus  superficialis  major.  The 
latter  nerve  certain  authors  claim  conducts  fibres  of  the  chorda 
tympani  centrally.  This  case,  however,  does  not  seem  to  fully  bear 
out  this  view,  inasmuch  as  no  contraction  of  the  taste  area  could  be 
established;  neither  could  it  be  disproved. 

The  great  superficial  petrosal  nerve  is  of  more  consequence  in  the 
matter  of  facial  paralysis.  According  to  Erb's  schema  of  facial 
paralysis,  one  determines  the  seat  of  the  lesion  by  noting  which  parts 
are  paralyzed.  In  this  schema,  paralysis  of  the  soft  palate  indicates 
that  the  trouble  is  situated  in  the  ganglion  geniculi  or  centrally  from 
it.  Now  it  is  in  this  ganglion  that  the  superficial  petrosal  nerve 
branches  off  from  the  facial  to  pass  through  the  vidian  canal  to  the 
spheno-palatine  ganglion,  whence  the  soft  palate  receives  its  innerva- 
tion. It  therefore  forms  a  connection,  and,  indeed,  the  only  oiie^ 
between  the  facial  nerve  and  the  soft  palate. 

Erb's  schema  has  long  been  accepted  as  correct,  and  we  have 
been  accustomed  to  ascribe  any  central  paralysis  of  the  soft  palate 
to  the  facial  nerve.  Rethi,  however,  has  gathered  a  number  of  cases 
of  disease  situated  centrally  from  the  ganglion  geniculi  where  no 
paralysis  of  the  soft  palate  was  present ;  and  a  far  larger  number  of 
cases  where  this  paralysis  existed  as  one  portion  of  a  vagus  paralysis. 

The  case  in  hand  points  with  no  uncertain  finger  to  the  fact  that 
not  the  facial  but  the  vagus  is  the  motor  nerve  of  the  levator  veli 
palati.  The  evidence  is  still  stronger  from  the  fact  that  both  clinical 
and  anatomical  observations  are  present  in  this  case.         Vittum. 

Two  Cases  of  Frontal  Sinus  Suppuration. — Walker  Downie — 
Glasgow  Med.  Journ.,  Oct.,  1902. 
Two  cases  were  shown  at  the  Glasgow  Medico-Chirurgical  So- 
ciety, illustrating  the  buttonhole  opening  made  through  the  upper 
eyelid,  through  which  the  gauze  packing  was  brought  from  the  sinus, 
the  eyebrow  incision  being  completely  sutured.  In  both  cases  a  good 
result  was  obtained.  A.  Logan  Turner. 
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A  Case  of  Sudden  Collapse  with   Arrest  of  Respiration  and  Cy- 
anosis (Spasm  of  the  Glottis),  Resulting  from  an  Operation 
for  Adenoid  Vegetation;  Tracheotomy;  Cure. — M.  Mygini> 
— Revue  Heb,  de  LarytigoL,  D'Oiol.  et  de  RhinoL,  Mar.  21,  1903. 
From  his  experience  in  two  cases  in  which  the  dyspnoea  became 
alarming,  the  author  believes  that  in  adenotomy  we  should  have  in 
readiness  all  the  instruments  for  immediate  tracheotomy. 

When  about  to  operate  on  a  child  of  two  years,  who  was  suffering 
from  chronic  bronchitis,  Mygind  noticed  that  the  moment  the  instru- 
ment was  applied  to  the  adenoid  mass  the  respiration  ceased,  and 
the  face  became  cyanosed.  In  spite  of  every  effort,  the  cyanosis  in- 
creased, so  that  the  patient  had  to  be  tracheotomized  when  the 
respiration  immediately  returned.  The  complication  in  this  case  was 
entirely  accidental,  as  the  adenoid  mass  had  not  been  removed.  The 
author  believes  that  it  was  due  to  a  spasm  of  the  glottis  which,  in 
some  children,  appears  under  the  least  provocation. 

W.  SCHEPPEGRELL. 

Odors  and  Digestive  Disturbances. — Joal,  du  Mont-Dore — Re- 
vue Heb.  de  Lary?igoi.,  D' Otol.  et  de  Rhino L,  May  2,  1903. 

Among  the  cases  reported  by  Joal  are  the  following : 

A  lady  of  20  years  of  age,  of  a  highly  nervous  temperament,  upon 
whom  the  perfume  of  the  rose,  violet,  helitrope  and  jasmine  not  only- 
affected  the  voice,  but  also  caused  headache,  vertigo,  nausea,  vomit- 
ing, palpitation  and  even  snycope. 

A  boy  18  years  old,  on  whom  the  odor  of  the  various  essences  used 
by  confectioners,  caused  headache,  vomiting,  vertigo  and  hoarse- 
ness. 

A  woman  of  32  years  who  had  a  great  aversion  to  the  perfume  of 
flowers,  especially  of  lilies,  roses,  tuberoses  and  gardenias,  who  on 
two  separate  occasions,  when  a  basket  containing  odoriferous  flowers 
were  placed  before  her  while  at  dinner,  was  taken  with  an  attack  of 
the  headache,  nausea  and  bleeding  of  the  nose. 

A  young  student,  in  whom  the  odor  of  an  asphalt  pavement 
caused  similar  effects. 

A  boy  of  15,  in  whom  the  smell  of  burned  corn,  benzine,  petrol- 
eum or  oils  of  any  kind  caused  urticaria. 

A  painter  of  30  years,  suffering  from  hay  fever,  in  whom  the  smell 
of  new-mown  hay  caused  not  only  the  usual  paroxysms  of  hay  fever, 
but  also  marked  vertigo. 

A  man  of  36  years,  a  clerk  in  a  large  store,  in.  whom  the  perfume 
of  toilet  water,  and  the  odor  of  certain  flowers,  caused  vertigo  asso- 
ciated with  nausea,  sweating  and  general  depression. 

W.  SCHEPPEGRELL. 
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Note  on  a  Case  of  Cerebellar  Abscess  of  Otitic  Origin. — G.  T 

Hankins  (Sidney) — Austral.  Med.   Gaz.^  June  20,  1903. 

A  femal  child,  aged  lo,  had  been  ill  one  week  with  pain  in  the< 
right  ear,  which  had  been  discharging  offensive  pus  for  some  years. 
The  next  day  there  were  convulsions  which  lasted  about  36  hours. 
Since  then  more  or  less  unconsciousness,  with  blindness. 

Patient  lays  on  her  side  with  knees  drawn  up  and  head  retracted ; 
Kernig's  and  Babinsky's  signs  absent ;  knee-jerks  present ;  pupils 
equal  and  react;  temperature  98°.  Restless  and  passes  motions  un- 
der her. 

Cerebro-spinal  meningitis  suspected;  lumbar  punctures,  but  no 
organisms  found.  Patient  seemed  so  much  better  that  the  author 
was  not  communicated  with.  Temperature  now  normal ;  no  optic 
neuritis ;  points  to  right  mastoid  as  seat  of  pain. 

Next  day  lumbar  puncture  under  chloroform ;  under  anaesthetic 
breathing  ceased,  and  was  not  restored  until  artificial  respiration  con- 
tinued for  two  hours. 

On  the  following  day  with  no  anaesthetic  mastoid  antrum  and 
cells  with  tympanum  and  attic  were  cleared  out.  No  actual  pus 
was  seen,  but  granulations  and  ossicles  were  removed.  The  re- 
moval of  bone  was  extended  backward.  On  opening  the  groove  of 
the  sigmoid  sinus,  pus  appeared,  and  the  bone  was  removed  for  the 
whole  length  of  the  groove,  and  granulations  curetted  away.  The 
intracranial  pressure  was  so  great  that  the  walls  of  the  sinus  were  in 
apposition,  and  it  was  difficult  to  make  out  its  margins.  The  dura 
was  incised  ovei»  what  was  supposed  to  be  the  sinus  and  a  free  flow 
of  blood  obtained,  showing  absence  of  thrombosis. 

The  bone  was  removed  still  further  backward  until  well  behind 
the  sinus.  The  bulging  dura  was  then  opened  and  a  pair  of  sinus 
forceps  passed  into  the  substance  of  the  cerebellum.  At  a  depth  of 
about  i^  inches  pus  was  reached  and  the  forceps  passed  in  for  an- 
other inch  without  meeting  any  resistance.  About  an  ounce  of  pus 
'flowed  away,  and  a  fair-sized  rubber  tube  about  i^^  inches  long, 
was  inserted. 

Immediately  after  the  escape  of  the  pus,  the  patient's  condition 
improved,  and  she  became  more  conscious,  answering  when  spoken 
to.  Four  days  later  the  improvement  gave  place  to  restlessness,  un- 
consciousness returned  with  convulsions  and  death  ensued  on  the 
ninth  day.     Autopsy  showed  a  second  and  third  abscess  cavity. 

The  author  remarks  that  the  points  to  be  noticed  are,  first,  that 
abscess  of  the  cerebellum  may  present  very  few  localizing  symptoms, 
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but  cessation  of  respiration  and  mechanical  yawning,  when  present, 
may  fairly  be  regarded  as  such.  The  absence  of  vomiting  and  of 
optic  neuritis  in  this  case  are  also  worth  noticing. 

As  to  the  operation  he  states  that  it  is  a  question  whether  in 
searching  for  cerebellar  abscess  in  connection  with  the  radical  mas- 
toid operation  the  exploration  should  be  made  in  front  of  or  behind 
the  sigmoid  sinus.  The  former,  in  this  case  would  have  tapped  the 
original  abscess  cavity,  and  possibly  the  other  tw^o  might  have  been 
emptied  by  the  same  route.  This  method  has  the  advantage  of  ex- 
posing the  posterior  surface  of  the  pyramid  of  the  tempo^-al  bone, 
where  the  focus  of  the  disease  is  most  apt  to  be  found ;  but  it  has  the 
disadvantage  that  the  discharge  is  likely  to  contaminate  the  area  of 
the  mastoid  operation,  whereas,  if  the  opening  into  the  cerebellar 
fossa  is  made  further  back,  the  mastoid  cavity  can  be  shut  off. 

(The  discussion  of  this  case  is  given  at  the  close  of  the  abstract 
following. — E.) 

Eaton. 

Notes  on  a  Case  of  Cerebellar  Abscess. — Failure  of  Respiration 
During  Operation.  —  Recovery. — J.  H.  Phipps — Australas. 
Med.  Gaz.,  June  20,  1903. 

Patient  was  a  tall  lad,  aged  19.  Had  ear  trouble  when  two  years 
old,  and  not  again  until  he  was  14,  after  which  he  had  frequent  pain 
and  offensive  discharge  from  the  ear.  On  April  i8th,  1903,  he  had 
severe  pain  in  the  ear  and  saw  Dr.  Brady,  who  ordered  leeches  to  be 
applied,  and  warned  the  parents. 

Four  days  later,  when  he  came  under  the  author's  care  there  was 
some  lethargy,  and  severe  headache,  only  in  the  frontal  region.  Ear 
clean  and  sweet;  membrana  intact.  Pupils  equal,  and  reacting. 
Temperature  subnormal ;  pulse  60 ;  no  pain  on  heavy  pressure  o\'«r 
antrum  or  skull.  Three  days  later  no  nervous  symptoms  and  no 
optic  neuritis. 

In  consultation,  the  possibility  of  cerebral  abscess  was  agreed  upon, 
but  no  warrant  for  surgical  intervention.  Patient  was  then  coughing 
slightly,  and  bringing  up  purulent  sputum,  but  there  were  no  physi- 
cal lung  signs.  Four  days  later  patient  was  distinctly  drowsy,  and 
on  the  following  day  pulse  went  up  to  104  and  temperature  97.6°, 
and  he  was  more  comatose.  He  was  removed  to  a  private  hospital 
and  placed  at  once  on  the  table  and  scalp  shaved;  pulse  140;  coma- 
tose, but  could  be  roused. 

He  took  chloroform  well,  not  more  than  ^  dram  being  given.. 
Dr.  Brady  made  a  semi-lunar  incision  behind  the  ear,  and  the  skin 
was  being  reflected,  when  the  patient  was  noticed  to  be  somewhat 
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cyanosed,  the  respirations  being  shallow  and  soon  stopped.  Artificial 
respiration  by  combined  Sylvester's  method  and  chest  compressions 
was  commenced  at  once,  and  continued  about  fifteen  minutes.  The 
pulse  could  be  seen  beating  strongly  in  the  suprasternal  notch ;  it 
was  then  found  that  chest  compression  was  sufficient  to  aerate  the 
blood  to  allow  the  operation  to  proceed.  The  temporo-spenoidal 
lobe  was  then  trephined  and  an  abscess  opened,  about  half  an  ounce 
of  pus  being  evacuated  and  a  fairly  large  drainage  tube  (about  5-16 
in.)  inserted.  The  antrum  was  next  chiselled  and  opened;  a  quan- 
tity of  pus  and  cholesteatomatous  mass  curetted  out.  At  some 
time  between  trephining  the  temporo-sphenoidal  lobe  and  evacuating 
the  abscess,  the  respiration  became  automatic,  the  chest  compression 
being  continued  until  the  end  of  the  operation.  With  the  exception 
of  a  slight  pneumonia,  the  patient  recovered  without  notable  symp- 
toms. 

,  In  the  discussion  of  these  two  papers  it  was  remarked  that  the 
absence  of  optic  neuritis  in  cerebellar  abscess  might  be  due  to  the 
fact  that  the  pathological  process  being  in  close  proximity  to  the 
occipital  lobes  would  cause  a  neuritis  in  the  central  neurons  first  and 
not  in  the  distal,  as  occurred  in  comparatively  slow-growing  cere- 
bral tumors.  Attention  was  also  drawn  to  the  peculiaj:  mechanical 
yawning,  which,  according  to  Macewen,  was  a  distinctive  symptom 
of  brain  ab'icess. 

Eaton. 

Experiments  with   New  Artificial  Ear   Drums. — M.  Gomperz — 

Revue  Heb.  de  LaryngoL,  U  Otol.  et  de  RhiuoL,  Jan.  2-i,  1902. 

In  all  cases  in  which  the  mxucus  of  the  promontory  has  preserved 
its  mucous  character,  the  artificial  ear-drum  is  usually  badly  tolerated 
and  almost  invariably  causes  a  new  attack  of  suppuration.  During 
the  past  two  years,  the  author  has  experimented  with  disks  of  cellu- 
loid which  are  fairly  well  tolerated.  Another  article  recommended 
is  sterilized  vaseline,  whose  melting  point  has  been  raised.  It  is  well 
borne  in  the  majority  of  cases. 

The  best  results  are  obtained  from  the  use  of  very  fine  disks  of 
silver,  chemically  pure.  It  is  easily  found  in  commerce ;  is  mallea- 
ble and  does  not  irritate  the  mucous  membrane.  It  was  used  in  cases 
in  which  the  others  could  not  be  borne.  A  perfect  asepsis  is  abso- 
lutely necessary  with  all  the  instruments  used.  For  this  purpose, 
Gomperz  first  applies  alcohol  and  ether  and  then  mer.tholated  oil  (5 
per  cent)  as  far  as  the  edge  of  the  tympanic  cavity. 

W.    SCHEPPEGRELL. 
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Hay  Fever.— J.  H.  James— 6'/.  Paul  Med.  Jour.,  May,  1903. 

The  author  reviews  the  generally  accepted  opinion  of  writers  of  to- 
day as  to  the  causation  of  hay  fever,  but  in  addition  to  the  neurotic 
origin  and  the  exciting  causes  he  believes  that  more  weight  should 
be  laid  on  the  obstructive  lesion  within  the  nose.  Hay  fever  never 
seems  to  occur  in  patients  with  abnormally  large  nasal  passages. 
The  failure  to  recognize  hypertrophies  and  to  remove  the  same  thor- 
oughly after  being  located,  is  the  result  of  a  lack  of  requisite  skill  or 
care  in  many  cases. 

The  author  advises  against  the  use  of  the  cautery  in  any  form, 
preferring  instead  the  cold  wire  snare.  Stein. 

Disease  of  the  Acoustic  Nerve,  Due  to  the  Abuse  of  Alcohol  and 
Tobacco. — M.  Alt — Revue  Heb.  de  Lary?igol.,  H  Otol.  ei  de 
RhinoL,  Jan.  31,  1903. 

The  author  reports  three  cases: 

The  first  was  a  drinker  having  polyneuritis  and  optic  retrobulbar 
neuritis.  The  deafness  presented  the  typical  symptoms  of  layrin- 
thine  disease.  In  two  months  it  disappeared  completely,  when  the 
patient,  under  surveillance,  was  prevented  from  drinking. 

The  remaining  two  were  cases  of  neuritis  with  pronounced  deaf- 
ness and  intolerable  tinnitus,  due  to  tol5acco.  The  examination  with 
the  tuning  fork  was  negative.  0»e  of  the  two  patients  had  been 
treated  for  disease  of  the  middle  ear,  naturally  without  result,  as 
smoking  had  not  been  interdicted ;  six  weeks  after  this  had  been 
■done,  he  was  cured. 

Acoustic  neuritis  due  to  alcohol  and  tobacco  easily  gives  rise  to 
■errors  in  diagnoses,  as  the  tuning  fork  is  unreliable  in  these  cases. 
It  is  on  this  account  that,  from  a  lack  of  intelligent  care,  they  be- 
come incurable,  and  are  placed  among  the  list  of  cases  of  labyrinthine 
diseases  of  unknown  origin. 

Neuritis  of  the  acoustic  nerve  is  more  frequently  isolated  and  is 
not  always  accorepanied  by  optic  neuritis.  Its  cure  requires  at  legist 
six  weeks  of  abstinence  from  both  smoking  and  drinking,  the  patient 
being  carefully  watched  in  the  meanwhile.         W.  Scheppegrell. 

Opening  the  Maxillary  Sinus  from  the  Middle  Nasal  Meatus. — 

Prof.  Onodh  (Budapest) — Archiv  f.  Laryngol.    Bd.   xiv,  Hft  1. 

The  paper  is  an  argument  in  favor  of  opening  the  sinus  at  this 
point,  and  a  description  is  given  of  a  dilating  trocar  devised  by  the 
author.  The  point  of  selection  is  just  above  the  insertion  of  the 
lower  turbinal,  and  i  cm.  back  of  the  anterior  extremity  of  the  mid- 
■dle  turbinal.  Vittum. 
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Headache  and  Neuralgia  of  Nasal  Origin Lannois Revue  Heb. 

de  LaryngoL,  U  OtoL  et  de  RhinoL,  Dec,  6,  1902. 

Reflexes  of  nasal  origin  have  been  denied  by  some,  and  been  con- 
sidered by  others  as  a  gross  exaggeration  of  the  speciaHst.  As  a 
fact,  however,  nasal  lesions  are  capable  of  calling  forth  various  forms 
of  reflex  disturbances.  In  making  such  a  diagnosis  we  must  ex- 
amine the  area  of  excitability  which  produces  the  reflex  disturbances. 
These  reflexes  are  exhibited  only  in  predisposed  subjects,  especially 
in  neurotic  patients. 

The  treatment  consists  of  cauterization,  removal  of  spurc,  polypi, 
etc.  The  difficulty  lies  in  making  an  exact  diagnosis,  and  in  locat- 
ing the  part  of  the  nose  directly  connected  with  the  reflex.  It  is  only 
after  this,  however,  that  we  can  establish  the  local  and  general  treat- 
ment. 

W.   SCHEPPEGRELL. 

Report  of  Cases  of  Acute  Lacunar  Tonsillitis,  With  Skin  Erup- 
tions— R.  L.  Wilbur,  Stanford  University  Cal. — Occidental 
Med.  Times.     February,  1903. 

Wilbur  reports  seven  cases,  which,  he  remarks,  grouped  together, 
present  the  ordinary  symptoms  and  signs  of  acute  lacunar  tonsillitis, 
with  the  usual  addition  of  a  strawberry-tipped  tongue,  a  fine  rash 
over  the  soft  palate  and  uvula,  and  an  erythematous-like  eruption 
with  \ery  fine  elevations,  over  chest,  abdomen,  especially  its  sides, 
flexor  surface  of  the  legs,  and  sometimes  involving  the  neck,  face 
and  arms.  At  first  these  areas  are  very  red;  then  they  become 
bluish  red,  and  fade  away  in  a  few  days  without  appreciable  desqua- 
mation, leaving  the  skin  slightly  brown  in  color. 

He  as-ks  :  Are  these  cases  of  acute  lacunar  tonsillitis  in  which  some 
specific  organism  is  the  infecting  agent,  or  do  they  fall  under  one  of 
the  familiar  eruptive  diseases,  such  as  scarlatina,  measles  and  rubella ; 
or  are  they  scarlatini  form  erythemas  of  doubtful  origin  ?  In  scarla- 
tina we  would  expect,  though  there  is  frequently  lacunar  tonsillitis, 
vomiting,  higher  fever,  rash  in  twenty-four  hours,  etc.  With  the 
exception  of  the  throat  symptoms,  most  of  the  cases  fall  under  the 
somewhat  indefinite  and  irregular  description  of  rubella  of  the  text- 
books. But  in  none  did  he  find  enlargement  of  the  posterior  cervical 
glands,  and  the  rash  was  of  a  different  type. 

He  inclines  to  the  opinion  that  this  is  a  throat  infection  with  an 
organism,  evidently  contagious  in  character,  the  development  of 
which  in  susceptible  individuals  causes  the  skin  manifestations  de- 
scribed. Eaton. 
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